Digitized  by  the  Internet  Archive 
in  2017  with  funding  from 

The  National  Endowment  for  the  Humanities  and  the  Arcadia  Fund 


https://archive.org/details/boletindelaasoci4119asoc 


Boletín 

de  la 

Asociación  Médica  de  Pnerto  Rico 

ORGANO  OFICIAL  DE  LA  ASOCIACION  MEDICA  DE  PUERTO  RICO 


VOL.  XLI 

ENERO -DICIEMBRE  1949 


SAN  JUAN 

IMPRENTA  VENEZUELA 


1949 


LISTA  DE  COLABORADORES  AL  VOLUMEN  XLI  DEL  BOLETIN 
DE  LA  ASOCIACION  MEDICA  DE  PUERTO  RICO 


ADAMS,  LESLIE,  New  York 
ARANA  SOTO,  SALVADOR,  Santurce,  P.  R. 
ARBONA,  GUILLERMO,  San  Juan,  P.  R. 
ASTOR,  MANUEL  A.,  Santurce,  P.  R. 

BALASQUIDE,  L.  A.,  Ponce,  P.  R. 

BARR,  DAVID  P.,  New  York  City 
BASORA  DEFILLO,  J.,  Santurce,  P.  R. 
BENITEZ,  JAIME,  Rio  Piedras,  P.  R. 
BLADUELL,  HECTOR  A.,  San  Juan,  P.  R. 
BUXEDA,  ROBERTO,  San  Juan,  P.  R. 

CORDERO,  RICARDO,  Santurce,  P.  R. 

COSTA  MANDRY,  O.,  Ponce,  P.  R. 

CURBELO,  PABLO  G.,  Santurce,  P.  R. 
CUQUERELLA,  VICTOR,  Fajardo,  P.  R. 

DURAND,  PEDRO  J.,  Vega  Baja,  P.  R. 

FERNANDEZ,  RICARDO  F.,  San  Juan,  P.  R. 
FLAX,  HERMAN  J.,  Santurce,  P.  R. 

FONT,  J.  H.,  San  Juan,  P.  R. 

GARCIA  BIRD,  J.,  Santurce,  P.  R. 

GARCIA  BLANCO,  J.,  Santurce,  P.  R. 

GELPI,  WILLIAM  P.,  Fajardo,  P.  R. 

GIL,  RAFAEL  A.,  Santurce,  P.  R. 

GONZALEZ,  ABEL,  JR.,  Ciudad  Trujillo,  R.  D. 
GONZALEZ,  BENIGNO  T.,  Aguadilla,  P.  R. 
GORSCH,  R.  V.,  New  York,  N.  Y. 


GUZMAN  RODRIGUEZ,  M.,  Santurce,  P.  R. 

HARDY,  STANTON  M.,  New  York  City 
HERNANDEZ,  RAFAEL,  Santurce,  P.  R. 

KOPPISCH,  ENRIQUE,  San  Juan,  P.  R. 

KEHOE,  EMMETT  L.,  San  Juan,  P.  R. 

MONTALVO,  ANDRES,  Santurce,  P.  R. 
MORALES,  LUIS  M.,  San  Juan,  P.  R. 

MURRAY,  GEORGE  E.,  Mayagiiez,  P.  R. 

NAGERA,  JUAN  M.,  Buenos  Aires,  R.  A. 

PASSALACQUA,  LUIS  A.,  San  Juan,  P.  R. 

PONS,  JUAN  A.,  Santurce,  P.  R. 
PORRATA-ARMSTRONG,  JOSE  L.,  Hato  Rey,  P.R. 

QUEVEDO  BAEZ,  MANUEL,  San  Juan,  P.  R. 
QUINTERO,  E.  Santurce,  P.  R. 

QUIÑONES,  EDGARDO,  San  Germán,  P,  R. 

RODRIGUEZ  MOLINA,  R.,  Santurce,  P.  R. 
RODRIGUEZ  PASTOR,  J.,  Santurce,  P.  R. 
RODRIGUEZ  PEREZ,  DAVID,  Santurce,  P.  R. 

SUAREZ,  RAMON  M.,  Santurce,  P.  R. 

SUAREZ,  RAMON  M.,  JR.,  San  Juan,  P.  R. 
SUSONI,  ANTONIO  H.,  Arecibo,  P.  R. 

STOKES,  ROY  J.,  Ponce,  P.  R. 


VILAR,  RAFAEL  A.,  Santurce,  P.  R. 
WANGENSTEEN,  OWEN  H.,  Minnesota,  Wis. 
WEISKOTTEN,  H.  G.,  Syracuse,  N.  Y. 


II 


aiiJ^ 

Iropi^^. 


ecficine 


HARVARD  UNIVERSITY  1 ""^rvaro 

SCHOOLS  OF  MEDiClNE  AND  PUBLIC  HEALTI  bCHOO^ 

LIBRARY 


VOL.  XLI 

-■■-■—  B 
ASOCIACION 


ENERO,  1949  AÑW  í 1950 

OLE  TIN  - 

DE  LA 

MEDICA  DE  PUERTO  RICO 

ORGANO  OFICIAL 


PUBLICACION  MENSUAL 

Are.  Fernández  Juncos,  Parada  19. 


Santnrce,  Puerto  Bleo. 


Entered  as  second  class  matter,  January  21,  1931  at  the  Post  Office  at  San  Juan, 
Puerto  Rico,  under  the  act  of  August  24,  1912. 


S P BX  M M I O 


Página 

THE  ESTABLISHMENT  OF  A MEDICAL  SCHOOL  IN  PUERTO  RICO 
(Found  Table  Discussion  held  during  the  IfSth  Annual  Convention 


of  the  Puerto  Rico  Medical  Association,  December  8-14,  1949.) 

Medical  Education  and  its  Responsibilities,  H.  G.  Weis- 
kotten,  M.D.,  Syracuse,  N.  Y. 1 

Why  a Medical  School  for  Puerto  Rico,  Juan  A.  Pons, 
M.D.,  Santurce,  P.  R. 6 

Endeavors  to  Establish  a Medical  School  in  Puerto  Ri- 
co, 0.  Costa-Mandry,  M.D.,  Ponce,  P.  R. 14 

Present  Facilities,  Guillermo  Arbona,  M.D.,  San  Juan, 

P.  R.  18 

Other  Solutions  to  the  Problem,  Enrique  Koppisch, 
M.D.,  San  Juan,  P.  R. 21 

The  Position  of  the  University  of  Puerto  Rico,  Jaime 
Benitez,  Rio  Piedras,  P.  R. 25 

The  Financial  Support  of  Medical  Schools,  H.  G.  Weis- 
kotten,  M.D.  27 

KISP 


SUSCRIPCION  ANUAL:  TRES  DOLARES 


BOLETIN  DE  LA  ASOCIACION  MEDICA  DE  PUERTO  RICO 

(Publicación  Oficial  de  la  Asociación  Médica  de  Puerto  Rico) 
Avenida  Fernández  Juncos,  Parada  19 
Santurce,  Puerto  Rico 


DR.  R.  RODRIGUEZ  MOLINA 

Editor  7 Administrador 


Editores  Asociados 


DR.  D.  RODRIGUEZ-PEREZ 
DR.  RAMON  LAVANDERO 
DR.  DWIGHT  SANTIAGO 
DR.  RAFAEL  GIL  RIVERA 
DR.  G.  RUIZ  CESTERO 


DR.  ELI  S.  ROJAS 

DR.  PABLO  G.  CURBELO 

DR.  I.  RIVERA  LUGO 

DR.  LUIS  ORTEGA 

DR.  RICARDO  F.  FERNANDEZ 


El  BOLETIN  DE  LA  ASOCIACION  MEDICA  DE  PUERTO  RICO  es 
el  órgano  oficial  de  la  Asociación  Médica  de  Puerto  Rico.  Se  publica  el  día 
ultimo  de  cada  mes,  constando  cada  volumen  de  12  ediciones. 

Los  trabajos  originales  deben  ser  enviados  al  Editor-en-Jefe,  Apartado 
de  Correos  3866,  Santurce  29,  Puerto  Rico,  o entregarse  directamente  en  la 
Secretaría  de  la  Asociación  Médica,  Avenida  Fernández  Juncos,  Parada  19, 
Santurce,  Puerto  Rico. 

Los  originales  deben  venir  escritos  a máquina,  a doble  espacio. 

Las  citas  bibliográficas  deberán  mencionar,  en  el  siguiente  orden  de 
sucesión:  apellido  del  autor;  iniciales  de  sus  nombres;  título  del  trabajo; 
título  del  periódico  (abreviado) ; año ; volumen  y página.  Las  citas  lleva- 
rán un  número  de  acuerdo  a su  orden  de  presentación  en  el  texto  y corres- 
pondiente a la  numeración  colocada  al  final. 

Si  el  articulo  viene  acompañado  de  ilustraciones,  debe  indicarse  en  el 
texto  el  sitio  donde  se  desea  que  sean  éstas  intercaladas.  Al  dorso  de 
cada  ilustración  debe  hacerse  constar  claramente  el  titulo  que  deberá 
acompañarla. 

No  se  devuelven  originales.  Los  autores  son  responsables  de  las  opi- 
niones que  emitan  en  sus  artículos.  Ningún  artículo  publicado  en  el  Boletín 
podrá  ser  reproducido  sin  la  previa  autorización  escrita  del  Editor-en-Jefe. 

Información  en  relación  con  anuncios  será  suplida  a solicitud  en  la  Se- 
cretaria de  la  Asociación.  Todo  material  de  anuncio  estará  sujeto  a la 
aprobación  del  Editor-en-Jeíe. 


Trea  DOIarea  g Bntered  second  class  matter,  January  21,  1081  at  the  Post  Office 
Snseripcldn  Anual  I at  San  Juan,  Puerto  Rico  under  the  act  of  August  24,  1012. 


Tropical  Medicine 
HARVARD 
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El  primer  alimento  sólido  que  se  administra 
al  lactante  siempre  excita  el  interés  de  los 
padres.  ¿Llorará  el  niño?  ¿Lo  escupirá? 
¿Tratará  el  niño  de  tragarse  la  cuchara? 
Más  importante  que  estas  reacciones  “gra- 
ciosas” es  el  hecho  de  que  en  sentido  figura- 
do y fisiológico  este  niñito  está  empezando 
a comer  como  un  hombre. 


PABLUM 

Consiste  de  harina  de 
trigo,  harina  de  avena, 
embrión  de  trigo,  harina 
de  maíz,  harina  de  hueso 
de  res,  hoja  de  alfalfa, 
levadura  seca  de  cerveza, 
cloruro  de  sodio  y hierro 
reducido.  Disponible  en 
paquetes  de  227  y 510 
gramos.  El  Páblum  es 
un  cereal  precocido — no 
precisa  más  cocción. 


PABENA 

(A  base  de  avena)  Dis- 
ponible en  paquetes  de 
227  gramos.  La  Pabena 
es  también  precocida. 


Gracias  a una  medida  afortunada  de  la  natu- 
raleza, cuando  el  lactante  está  listo  para  recibir 
los  beneficios  nutritivos  del  cereal,  su  paladar  está 
libre  de  los  malos  efectos  de  los  dulces,  pastas, 
condimentos,  tabaco,  alcohol,  y otras  cosas  a las 
cuales  el  gusto  y la  constitución  del  adulto  se  han 
acosmmbrado. 

Muchos  padres,  con  escasos  conocimientos  de 
nutrición,  tratan  de  amoldar  el  gusto  del  niño  a sus 
gusto  especiales.  La  madre,  inclinada  al  sabor  dulce, 
endulza  el  cereal  de  su  hijo.  Si  ella  detesta  el  aceite 
de  hígado  de  bacalao,  arruga  la  cara  y dice:  "¡El 
pobrecito  tiene  que  tomar  una  cosa  tan  desagra- 
dable!” El  niño  se  lleva  del  ejemplo  y pronto  puede 
desnutritirse  y adquirir  hábitos  mentales  y ajustes 
psicológicos  nocivos. 

Apreciando  la  importancia  y las  dificultades  del 
médico  en  establecer  y mantener  en  los  niños  buenos 
hábitos  en  el  comer.  Mead  Johnson  & Co.  continúa 
ofreciendo  el  Páblum  en  su  forma  natural.  No  se  le 
ha  añadido  azúcar,  ni  se  le  ha  agregado  nada  que 
empobrezca  su  contenido  de  proteína,  minerales  y 
vitaminas. 


MEAD  JOHNSON  & COMPANY,  Evansville  21,  Indiana,  E.U.A, 


Insuperable  en  el  tratamiento 

j 


úlceras  pépticas 


Ciertos  problemas  que  presentan  las  mez- 
clas de  leche  y crema  para  el  tratamiento 
efectivo  de  úlceras  pépticas,  se  resuelven 
con  KLIM. 

KLIM,  una  fuente  más  concentrada  de 
proteína  antipéptica  5^  antácida,  es  más 
efectiva  en  su  acción  neutralizante.  Y, 
usando  Klim,  las  29  alimentaciones  diarias 
usuales  para  estos  casos  se  reducen  a H. 

Lo  que  es  Klim 

KLIM  es  leche  íntegra  en  polvo  obtenida  de 
vacas  sometidas  a la  prueba  tuberculina. 

Alimentaciones  individuales  de  IVz  cu- 
charadas de  KLIM  en  90  cc.  (3  onzas)  de 
agua  contienen  3.3  gramos  de  proteína, 
mientras  que  la  mezcla  de  leche  y crema 
ordinaria  contiene  2.6  gramos  de  proteína. 

Además  los  coágulos  de  la  leche  son  más 
pequeños  en  KLIM,  por  lo  tanto,  el  efecto 
neutralizante  es  mayor,  klim  provee 
mayor  cantidad  de  beneficios  proteínicos, 
en  forma  más  efectiva. 

Considere  todas  estas  grandes  ventajas 
para  el  tratamiento  de  úlceras  pépticas. 


KLIM 


La  preferida  en  todo  el  mundo 


Para  informes  profesionales  escriba  a: 

THE  BORDEN  COMPANY,  350  MADISON  AVENUt,  NEW  YORK  17,  N.  Y.,  U.  S.  A 


Distribuidores  para  Puerto  Rico 

PLAZA  PROVISION  COMPANY,  Fortaleza  104,  San  Juan,  P.  R. 
P.  O.  BOX  3081  — SAN  JUAN,  P.  R. 


For  the  most  common 

emergency  of  pregnancy 


Threatened  abortion  brooks  no  temporiz- 
ing, but  demands  immediate  and  active 
treatment.  The  outmoded  “wait  and  watch” 
policy  has  given  way  to  prompt  injection  of 
PROLUTON,  pure  crystalline  progester- 
one, for  as  long  as  pain  and  spotting  per- 
sist. As  a result,  approximately  eighty  per  cent  of 
pregnancies  threatened  with  destruction  have 
been  saved.’’ “ 

After  the  emergency  has  been  controlled  with 
PROLUTON,  the  continued  need  for  corpus  lu- 
teum  hormone  may  be  met  with  PRANONE 
Tablets,  the  orally  effective  progestin. 


PROLUTON 
PRANONE 


PROLUTON— pure  crystalline  progesterone  in  oil  in  ampules 
of  1,  2,  5 and  10  mg.,  in  boxes  of  3,  6 and  50. 

PRANONE)— anhydrohydroxy-progesterone  tablets  of  5 and  10 
mg.,  in  boxes  of  20,  40, 100  and  250. 

(1)  Soule,  S.  D.:  Am.  J.  'Obst.  & Gynec.  42:1009,  1941.  (2)  Mason,  L.  W. : Am. 
J.  Obst.  & Gynec-  44:630,  1942. 

Trade-Marks  PROLUTON  and  PRANONE-Reg.  U.S.  Pat.  Gñ. 


CORPORATION  • BLOOMFIELD,  NEW  JERSEY 

IN  CANADA,  8CBERINC  C0RP0P.4TI0N  LIMITED,  MONTREAL 


Distribuidores:  CESAR  CASTILLO,  INC. 
Tetuán  1-55,  San  Juan,  P.  R. 


J.NÜTRON  TABUTS 

supply  essentiaUy  the  same 

Tormula-for  adults  who 
^ay  prefer  tablets. 

4 8 or  16 

¡ó-sandlOO’s-T'l»'*^ 


B-NUTRON 


fach  iMspoonful  (S  ce.)  conloiiw 

THIAMINE  CHlOaiDE  (Bt ) n . If 

HBOFIAVIN  (Bj) 

PmiDOXINE  (Bi)-  “ 

NIACINAMIDE  ..  '®  "* 

FERROUS  GLUCONATE  ' » ' 

ALANGANESE  SODIUM 

CIIRATEN.  F.  Vil*  J*  » 

Fr.i«fy.d  w»li  ••'«•K  0 2% 

•N~d  1»  h.moi,  Hi  ■ 

NION  CORPORATION^! 

lOS  ANGELES  • CAtiPORN 


NION  CORPORATION  • lOS  ANGELES  38,  CALIFORNIA 


Representantes  para  Puerto  Rico 


JOAQUIN  BELENDEZ  SOLA 


Ave.  Labra  Núm.  802 
Santurce,  P.  R. 


Apartado  1188 
San  Juan,  P.  R. 


v. 


Un  buen  modo  de  juzgar  una  bebida  alunentícl* 


CREEMOS  que  un  buen  modo  de  evaluar 
los  méritos  de  una  bebida  alimenticia 
es  el  de  determinar  exactamente  los  elementos 
nutritivos  que  ella  contiene. 

Esta  es  la  razón  por  qué  la  Borden  llama 
especial  atención  al  contenido  alimenticio— 
relativamente  elevado— de  Hemo,  la  bebida  ali- 
menticia de  Borden,  con  sabor  a chocolate. 

Según  indica  la  Tabla  que  aparece  a la 
derecha,  Hemo  ha  sido  fortificado  con  canti- 
dades apreciables  de  vitaminas  y minerales 
esenciales.  Tiene  un  delicioso  sabor... y en 


todas  las  etapas  de  su  preparación  y envase  se 
le  ha  dedicado  escrupuloso  cuidado. 

En  resumen,  desde  el  punto  de  vista  nutri- 
ciotial  es  un  producto  sano  y seguro,  y desde  el 
punto  de  vista  médico  es  un  producto  altamente 
aceptable. 

Ha  sido  nuestro  prepósito  elaborar  una  bebida 
alimenticia  sobresaliente,  precisamente  como 
ella  lo  es,  para  que  cuando  se  requiera  un  ali- 
mento especial  de  esta  índole,  los  médicos 
puedan  gustosamente  recomendar  Hemo. 


En  la  Tabla  a la 
derecha  presentamos  de 
una  manera  clara  y 
fácil  el  contenido  vita- 
mínico y de  minerales 
de  Hemo  comparado  con 
los  requerimientos 
mínimos  diarios  del 
adulto  do  estos  ele- 
mentos. 


Hemo 


Vitamina 
Vitamina 
Vitamina 
Vitamina 
Niacinamida 
Hierro 
Calcio 
Fósforo 


HEMO  COMPARADO  CON  LAS  NECESIDADES 
MINIMAS  DIARIAS  DEL  ADULTO 

2 porciones  de 
Hei 

11/3  onzas  ó 38 
gramos  de  Hemo  en 
polvo  (2  porciones) 

4000 
333 
2 

400 


A 

Bx 

Bs  (G) 

D 


Requerimientos 
Mínimos  Diarios 
de  los  Adultos* 

4000  Unid.  Int. 
333  Unid.  Int. 

2 miligramos 
400  Unid.  Int. 

* * 


lO 


mgms. 

I4.7 

376 

288 


lO  miligramos 
750  miligramos 
750  miligramos 
*Según  han  sido  establecidos  por  el  Administrador 
Federal  de  Seguridad  bajo  la  autoridad  de  la  Ley 
Federal  de  Alimentos  y Drogas  de  tos  Estados  Unidos, 
**Los  requerimientos  mínimos  diarios  del  adulto  aun 
no  defínitivamente  establecidos. 


Hemo  en  2 vasos 
de  a 8 onzas 
(240  C.C.)  de 
leche 

4900 

400 

3 

4I0 

10.3  mgms. 
15.7 
950 
750 


Envasado  en  latas  de  I libra  ó 453  gramos  (24  porciones) 
ELABORADO  POR  LOS  FABRICANTES  DE  KLIM 
Bebida  malteada  en  polvo  fortificada  ton  vitaminas  y minerales,  con  sabor  de  chocolate 


. Hecho  por  THE  BORDEN  COMPjlL^Y,  NEW  Y-ORK,  N.  Y.,  E.  U.  A. 


Distribuidores  para  Puerto  Rico 
PLAZA  PROVISION  COMPANY,  Fortaleza  104,  San  Juan,  P.  R. 


^®í*cc/onaí/a 


Con  el  Complejo  de  Cloruro  Cáldco  de  Estreptomi- 
cina elaborado  por  Merck  & Co.,  Inc.  se  ha  logrado 
un  adelanto  importante  en  la  estreptomicinoterapia. 
Las  mejoras  introducidas  en  esta  nueva  forma  de  es- 
treptomicina, cuyos  cristales  se  muestran  en  la  ilus- 
tración, ofrecen  estas  notables  ventajas: 


Mayor  Purezo 


• Dolor  Mínimo  o lo  Inyecciéii 

• Potencia  Uniforme 

• Menor  Toxicidad 


■ 


EXPORT  C o R P o R A.T'I  o r-^ 


Literatura  disponible  a solicitud 


161  Avenue  of  the  Americas,  New  York,  N.  Y.,  U.  S.  A. 
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Distribuidores  para  Puerto  Rico 
CESAR  CASTILLO,  INC. 
Tetuán  155  — San  Juan,  P.  R. 
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APOSITO  SOLUBLE  DE  FURACIN 


Contiene  0.2%  Furacin 
(una  marca  registrada  de 
nítrofurazone:  5>nitro< 
2-furaldehido  semicarba* 
zone)  en  una  base  hídro- 
Boluble. 


Un  antibactérico  de  uso  tópico,  eficaz  contra  un 
amplio  radio  de  organismos  gram  positivos  y gram 
negativos. 


Heridas  superficiales  infectadas,  o para  la  prevención 
de  tales  infecciones  • Infecciones  en  quemaduras 
de  segundo  y tercer  grado  . Carbuncos  y abscesos 
después  de  intervención  quirúrgica  • Ulceras 
varicosas  infectadas  • Ulceras  diabéticas  superfi- 
ciales infectadas  • Impétigo  en  niños  y adultos 
Tratamiento  del  sitio  del  injerto  . Osteomielitis 
asociada  con  fracturas  expuestas  • Infecciones 
secundarias  a la  dermatofitosis 


Para  más  información  sobre  ef  Apósito  Soluble  de  Furacin 
escriba  al:  Director  Módico,  Eaton  Laboratories,  Inc., 
Norwich,  N.  Y.,  E.  U.  A. 


NORIíiCh,  NE’»í'  YORK 


INSTRUMENTOS 
OPTICOS 
BAUSCH  & LOMB 


La  Lámpara  de  Hendidura  de  Poser 


I^ISEÑADA  por  B & L,  la  Lámpara  de 
Hendidura  de  Poser  para  el  diagnós- 
tico diferencial  en  la  patología  del  ojo, 
presenta  muchas  ventajas  en  biomicros- 
copia.  La  iluminación  brillante  del  tipo 
Koeppe  lleva  una  hendidura  ajustable. 
Un  microscopio  gran  angular  y binocular 
de  16x  permite  abarcar  toda  la  córnea. 
Oculares  con  puntos  ópticos  largos  fa- 
cilitan el  examen  rápido  del  campo  an- 
cho. Ambos  brazos  rotan  alrededor  del 


ojo  del  paciente  como  centro.  Es,  pues, 
una  lámpara  indispensable  para  el  of- 
talmólogo. 

H.  V.  CROSCH  CO. 

Calle  Comercio  402 
San  Juan,  Puerto  Rico 

BAUSCH  & LOMB 

Fundada  en  1853 

Optical  Co.  - Rochester,  N.  Y.,  E.  U.  A 


I— I A leche  de  vaca  que  se  emplea  en  LACTOGENO 
es  científicamente  modificada  para  la  alimentación 
infantil.  Esta  modificación  se  efectúa  mediante  la 
adición  de  grasa  y azúcar  de  leche  en  proporciones 
definidas.  Cuando  LACTOGENO  se  diluye  debida- 
mente en  agua,  la  fórmula  resultante  contiene  las 
substancias  nutritivas  — grasa,  hidrato  de  carbono, 
proteína  y sales  — en  proporciones  muy  similares  a 
las  contenidas  en  la  leche  materna. 


Para  muestras  gratis  y 
literatura  envíe  su  for- 
mulario de  prescripción 
a Nestlé’s  Milk  Pro- 
ducts, Inc.,  Apartado 
232,  San  Juan,  P.  R. 


“Mi  propia  creencia  es,  según  ya  lo 
he  indicado,  que  el  bebé  de  buena  sa- 
lud se  cria  mejor  con  alimentos  arti- 
ficiales en  los  cuales  la  relación  de  la 
grasa,  azúcar  y proteina  en  la  mezcla 
es  similar  a la  de  la  leche  materna” 

John  Lovett  Morse.  A.  M.,  M.  D. 

Clinical  Pediatrics,  p.  156. 
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LACTOGENO  LECHE 

DILUIDO  HUMANA 
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Hidratos 

Grasa  de  Proteínas  Sales 

Carbono 


ri  THE  modern  day  infant  feeding  plan,  where  the  infant  is 
permitted  to  choose  what  he  likes  from  a group  of  foods 
offered,  Libby’s  Baby  Foods  prove  especially  advantageous. 
Through  Libby’s  exclusive  process  of  homogenization  cellu- 
lose cell  capsules  are  ruptured  and  all  fibrous  material  is 
reduced  to  microscopic  particles.  Hence  Libby’s  Baby  Foods 
are  satin-smooth  in  texture,  the  nutrients  are  dispersed  homo- 
geneously throughout  the  food  mass,  and  there  is  no  "sep- 
arating out”  of  the  solids  from  the  liquid.  Libby’s  frequently 
have  been  fed  as  early  as  the  sixth  week  of  life,  conditioning 
the  infant  to  a wide  variety  of  foods. 

Beets  • Carrots  • Green  Beans  • Peas  • Spinach  • Sqaash  • Vegetable  Soap  • Mixed 
Vegetables  • Garden  Vegetables  • Liver  Soap  • Vegetables  with  Bacon  • Vegetables 
with  Beet  and  Barley  • Vegetables  with  Lamb  • Apples  and  Apricots  • Apples  and 
Pranes  • Apple  Saace  • Apricot-Farina  • Peaches  • Peaches-Pears-Apricots  • Pears 
and  Pineapple  • Prones(with  Pineapple  Jaice  and  Lemon  Jaice)  • Castard  Padding 

Libby,  McNeill  & Libby  • Chicago  9,  Illinois 


. . . makes 
nasal  medication 
more  effective 


The  JETOMIZER  was  especially  designed  to  deliver 
measured  medication  high  in  the  nose.  It  overcomes 
the  disadvantages  of  drops  and  sprays— safely,  with 
convenience  and  simplicity  of  use. 

ACCURATE — Working  against  gravity,  the  Jetomizer  delivers 
a measured  jet  (2  to  3 drops)  high  in  the  nose. 

EFFECTIVE — The  liquid  goes  high  into  the  nasal  cavity  and 
spreads  over  the  mucosa  where  medication  is 
desired. 

SAFE — No  injury  to  delicate  tissues;  no  air  is  forced  into 
nasal  passages,  with  attendant  risk  of  mechan- 
ical dilation. 

EASY  TO  USE — Inconspicuous  and  non-messy.  Reclining  po- 
sition is  unnecessary.  Parkinson  or  Proetz  posi- 
tions can  be  avoided.  Patients  gladly  cooperate. 
Especially  easy  to  use  on  infants  and  children. 

CONVENIENT — Sanitary  cap  protects  the  nozzle  against  con- 
tamination— makes  the  Jetomizer  easy  to  carry 
in  purse  or  pocket. 


J 


ETOMIZER 

NASAL  APPLICATOR,  WYETH 


WYETH  INCORPORATED 
PHILADELPHIA  3,  PA. 


Distribuidores:  FRANCISCO  N.  CASTAGNET 
Santurce,  Puerto  Rico 
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AMIGEN  5% 

Dextrose  sol 


• ^««oos,  non- 
(weight  ■ 
“^.oí»panc^«- 
of  osein 
íei4«  «nil 
jT**b  5 p«rcen( 
f^ojen-ioo  con- 
to  pH  6.B, 


WARWIWG.  do 
solution  is  clouóy  ^ 
is  present.  The 
hottie  jnuit  cot  be 
then  one  iofusio*’-  ^ 
keep  the  unopefl^ 
cool  pi^*' 


^EAO  JOHNSON  a CO 


MEAO  JOHNSON  a CO. 

CVANSVILLK.  INO.,  0.« > 


1000  CC.  fíasks 
500  CC.  flasks 
125  CC.  flasks 
for  hospitals 


The  function  of  Amigen  and  Protolysat^^ 
is  to  supply  the  amino  acids  essential 
for  nutrition.  Both  can  be  given  in  place 
of  protein  when  protein  cannot  be  eaten 
or  digested,  or  in  addition  to  protein 
when  the  protein  intake  is  insufficient. 
Administered  in  adequate  amounts, 
they  prevent  wastage  of  protein,  restore 
previous  losses,  or  build  up  new  body 
protein. 
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PROTOLYSATE 

Tor  Oral  Administration 
^ ^arymic  digest  of  casein  containing  anno 
«^s  and  polypeptides,  useful  as  a source  oí  re«  ' 
«ksorbed  food  nitrogen  when  given  oraUf  o 
% tube.  Protolysate  is  designed  for  adwini^'  ^ 
****  ^ rases  requiring  predigested  protein. 

®rde  of  administration  and  the  arnount  W 
ttven  should  be  prescribed  by  the  physic*^ 


Like  Amigen,  Protolysate  is  an  enzymic 
digest  of  casein  and  consists  of  amino 
acids  and  polypeptides.  Like  Amigen, 
Protolysate  supplies  the  nitrogen  es- 
sential for  maintenance,  repair  and 
growth. 

Unlike  Amigen,  which  may  be  em- 
ployed both  orally  and  parenterally. 
Protolysate  is  designed  only  for  oral 
use. 


t lb.  cons  at  drug  stores 


MEAD  JOHNSON  & CO./  EVANSVILLE  21,  INDIANA 

There  is  no  shortage  now  of  AMIGEN  for  porenteral  use.  There  is  no  shortoge  now  of  PROTOIYSATE  for  oral  use.. 


P.  O.  Box  3081  — San  Juan,  P.  R. 
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DIARREA  INFANTIL,  AMIBIASIS,  COLITIS,  Dl= 
SENTERIA  Y OTROS  ESTADOS  DIARREICOS 

por  «1  eamblo  d«1a  FLORA  INTESTINAL  al 
banelieioso  LACTOBACILO  ACIDOFILO 
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Muchos  trastornos  colónicos  están  asociados  con  ausencia  o defi- 
ciencia de  L.  acidófilo,  por  lo  cual  TRILACTIC  contribuye  a devol- 
ver la  normalidad  en  el  estado  intestinal  al  acelerar  la  formación 
de  flora  acidófila  en  grado  predominante. 

TRILACTIC  * es  una  forma  polimolecular  de  ácido  láctico,  que 
se  disuelve  con  lentitud,  especialmente  preparada  para  crear  un  pK 
en  el  colon  que  sea  favorable  al  desarrollo  de  flora  acidófila.  La 
fórmula  de  TRILACTIC  incluye  lactosa — carbohidrato  nutritivo  ideal 
para  el  L.  acidófilo  ...  y calcio  y fósforo  que  son  esenciales  para  el 
desarrollo  normal  de  flora  acidófila. 

Por  tanto,  la  acción  de  TRILACTIC  es  combatir  la  bacteria  hostil 
y la  infección  y promover  el  desarrollo  del  beneficioso  L.  acidófilo 
Sencillo,  seguro,  en  armonía  con  la  fisiología  normal.  De  valor 
por  sí  solo  combinado  con  otra  terapia  específica. 


Literatura  y muestras,  a solicitud  de  los  señores  médicos. 


• Marca  Registrada  Of.  Pat.  de  E.U.A. 


PROFESSIONAL 

11  Hudson  Street 


13  LABORATORIES 

New  York  13,  N.  Y 
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Distribuidores  Exclusivos  para  Puerto  Rico 

PELEGRINA  Y LLOREN  S,  INC 

P.  O.  Box  3631,  San  Juan.  P.  R. 


Dryco  es  tan  nutritiva 

como  la  leche  materna 


Al  sustituir  la  leche  materna  con  leche  de 
vaca,  es  preciso,  señores  médicos,  dar  al  bebé 
una  cantidad  mayor  de  proteína  de  leche  de 
vaca. 

Esto  se  debe  a las  deficiencias  proteínicas 
de  la  leche  de  vaca,  comparada  con  la  leche 
materna. 

En  Dryco,  por  lo  tanto,  se  ha  modificado 
el  volumen  de  proteína  a una  proporción  más 
elevada  que  en  la  leche  de  vaca.  Su  relación 
es  de  2.7  de  proteína  a 1 de  grasa,  mientras 
que  en  la  leche  de  vaca  es  aproximadamente 
igual.  Esto  asegura  al  bebé  normal  una  pro- 
porción óptima  de  proteína  para  un  vigoroso 
y saludable  desarrollo. 

, Otras  semejanzas  en  valor  nutritivo 

Durante  la  elaboración  de  Dryco  se  reducen 
considerablemente  las  partículas  de  grasa, 
haciéndolas  más  asimilables  para  el  bebé. 
Dryco  contiene  amplias  proporciones  de  las 
vitaminas  A,  B^,  B2,  y D.  Dryco  es  bacterio- 


lógicamente segura  y de  composición  uni- 
forme. Dryco  se  disuelve  rápidamente  en 
agua. 

Recete  Dryco.  Es  el  alimento  ideal  para  todos 
los  niños— los  normales  y aquellos  que  re- 
quieren su  estricta  supervisión. 

DüYC® 


Para  información  profesional  y tablas  de  alimen- 
tación acerca  de  Dryco  diríjase  a: 

THE  BORDEN  COMPANY, 

350  Madison  Avenue, 

New  York  17,  N,  Y.,  U.  S.  A 


Distribuidores  para  Puerto  Rico 

PLAZA  PROVISION  COMPANY,  Fortaleza  104,  San  Juan,  P.  R. 


The  dihydro 
form  of 
Streptomycin 


Dihydrostreptomycin  Squibb 

w JL  # HVQRoCHLOUtDr  J| 


PERMITS  HIGHER  DOSAGE  FOR  MORE  PROLONGED  PERIODS 


WHAT  IS  IT? 


WHEN  IS  IT 
INDICATED  ? 

HOW  DOES 
IT  ACT? 


WHAT  ARE  ITS 
ADVANTAGES? 


HOW  IS  IT 
ADMINISTERED? 


WHAT  IS  THE 
DOSAGE? 


BOW  SUPPUED? 


A potent  antibiotic  compound  derived  from  streptomycin  by 
reduction  with  hydrogen. 

Like  streptomycin,  as  an  adjunct  to  other  measures  in  tuberculosis. 

The  antibacterial  activity  of  Dihydrostreptomycin  usually  paral- 
lels that  of  streptomycin  in  tuberculosis.  Resistant  strains  of 
organisms  appear  to  develop  as  rapidly  as  with  streptomycin. 

Dihydrostreptomycin  is  significantly  less  neurotoxic  than  strepto- 
mycin and  hence  can  be  given  in  larger  doses  and  for  more  pro- 
longed periods.  In  addition,  patients showingallergic reactionsto 
streptomycin  have  been  able  to  continue  with  the  dihydro  form. 

Only  intramuscularly,  pending  further  clinical  studies. 

Daily  doses  of  2 grams  of  Dihydrostreptomycin  Squibb  may  be 
given  safely  for  periods  equal  to  those  in  which  streptomycin  has 
been  restricted  to  1 gram  a day,  provided  there  is  no  renal  dys- 
function. Average  dosage— 1 to  2 grams  daily  in  divided  doses 
every  12  hours. 

2U  cc.  vials  containing  the  equivalent  of  1 Gm.  streptomycin  base 
50  cc.  vials  containing  the  equivalent  of  5 Gm.  streptomycin  base 


a leader  in  streptomycin  research  and  manufacture 


lESTADOS  CARENCIALES 
HiPOViTAMINICOS  B y C 
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VITAMINOTERAPIA  ESPECIFICA 

POR  Vía  inyectable  con  . 


■ . Potente  fórmula  o base  del  Compleió  Vitamínico  B 

. y Acido  Ascórbicó  en  forma  deshidratóla  por  el 

' ••  ■ ‘métodó  exclusivo  de  í/oMiOcíóñ,  lo  que  asegura  lo 

■ estabilidad  perfecta  de,dichoselementoscon  re- 

tención  íntegra  de  su  efectividad  terapéutica. 

Posoíogía:  Una  vócula  d§  LYO  B-C  por.  vía  intrd*- 
» muscular  o endovenosai 

Rp.  "lYO  B-C"  '«jg 

Vócula  de  5 cc.,  con  un  frasquito  de  aguadestilüda. 

SHARP  & DOHME  • PHiLADELPHIA1,  P'A.,  E.  U.  A. 


Arthralgen^-^-  quickly  relieves  joint  and  muscle  pain. 
Rapidly  absorbed  through  the  skin,  its  analgetic-vasodilator 
action  produces  a sensation  of  deep  warmth  and 
relaxation  lasting  several  hours. 

Arthralgen  combats  the  localized  circulatory  deficiencies 
and  relieves  pain  in  arthralgia,  myalgia,  neuralgia,  sprains, 
lumbago,  fibrositis,  synovitis  and  bursitis.  It  facilitates  the 
management  of  chronic  arthritis,  especially  in  the  interval 
between  initiation  of  systemic  therapy  with  Ertron®,  Steroid 


effective 
local  measure 


ARTHRALGEN 

ARTHRALGESiC  UNGUENT 

in  rheumatic  and 
allied  disorders 


Complex,  Whittier  and  the  appearance  of  Ertron’s 
full  anti-arthritic  and  arthrokinetic  effect. 

ARTHRALGEN  — Arthralgesic  Unguent  — contains 
0.25%  methacholine  chloride,  1 % thymol,  1 0% 
menthol  and  1 5%  methyl  salicylate  in  a super- 
absorbable,  washable  ointment  base. 

Supplied  in  1 -ounce  collapsible  tubes. 


nalvon 


WINTHROP  STEARNS 


„(  coie'"®  ■ 


squWV'i®'"* 


INC. 


atvd'"®'" 


AW\- 


170  Varick  STMtT,  Nifi  York  13,  N.  Y. 
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OEKA,  SYNEPHRICOL  and  NEO  SYNEPHWNE,  trademarks  reg.  U.S.  S Canada 


o\ 


Respite  for  the  respiratory  tract  det.  ands  a therapeutically 
sound  combination  of  effective  ingredients  which  will  be  SOOTHING 
to  mucous  membranes,  DEPRESSANT  to  the  cough  reflex, 
DECONGESTANT,  and  EXPECTO.’ANT  in  action. 

DEKA  and  SYNEPHRICOL  will  build  prescription  practice  and 
profits  for  you  during  the  coming  fall  and  winter.  Stock  them  in 
gallons... both  are  exempt  narcotics,  pleasant  tasting,  and  are 
being  extensively  detailed  and  nationally  advertised  to  physicians. 


Professional  Building  — Ave.  de  Diego  308 
P.  0.  Box  6217  — Loiza  Street  Station 
Santurce,  P.  R. 


ASOCIACION  MEDICA  DE  PUERTO  RICO 

DIRECTIVA,  COMITES  PERMANENTES  Y ESPECIALES  PARA  EL  AÑO  1949 


Dr.  Manuel  A.  Astor,  Presidente 
Dr.  Jenaro  Barreras,  Vicepresidente 
Dr.  J.  Basora-Defilló,  Secretario 
Dr.  Jaime  F.  Bou,  Tesorero 

Vocales 


Dr. 

Guillermo  H.  Barbosa 

Dr. 

Dr. 

Carlos  A.  Quilichini 

Dr. 

Dr. 

Dr. 

Jaime  L.  Fuster 

Antonio  H.  Susoni 

Dr. 

COMITES  PERMANENTES  Y ESPECIALES 


Científico 

Dr.  Ramón  M.  Suárez 

Dr.  O.  Costa  Mandry 

Dr.  J.  Noya  Benitez 

Dr.  R.  S.  Díaz  Rivera 

Dr.  F.  Hernández  Morales 

Dr.  Osvaldo  González 

Dr.  J.  M.  Rodríguez  Quiñones 

Dr.  Ezequiel  Prieto 

Dr.  R.  Mejía  Ruiz 

Dr.  Pedro  J.  Zamora 

Dr.  J.  Basora  Defilló 

Junta  Editora 

Dr.  R.  Rodríguez  Molina 
Dr.  D.  Rodríguez  Pérez 
Dr.  Ramón  Lavandero 
Dr.  Dwight  Santiago 
Dr.  Rafael  Gil  Rivera 
Dr.  G.  Ruíz  Cestero 
Dr.  Eli  S.  Rojas 
Dr.  Pablo  G.  Curbelo 
Dr.  I.  Rivera  Lugo 
Dr.  Luis  Ortega 
Dr.  Ricardo  F.  Fernández 

Educación  y Hospitales 

Dr.  Ramón  H.  Señeriz 
Dr.  A.  Acosta.  Velarde 
Dr.  Arturo  Cadilla 
Dr.  J.  Rodríguez  Olmo 
Dr.  Pablo  Morales  Otero 
Dr.  Antonio  H.  Susoni 
Dr.  Amalio  Roldán 
Dr.  Jorge  del  Toro 
Dr.  Raúl  R.  Acosta 
Dr.  Andrés  A.  Franceschi 
Dr.  E.  Garrido  Morales 
Dr.  M.  Rodríguez  PIma 

Etica 

Dr.  Mario  Juliá 
Dr.  Juan  J.  Nogueras 
Dr.  Arturo  L.  Carrión 
Dr.  J.  Serra  Chavarry 
Dr.  Antonio  Nava-s 


Relaciones  Públicas 

Dr.  Roberto  Francisco 
Dr.  Manuel  Paniagua 
Dr.  Enrique  Pérez  Santiago 
Dr.  Luis  Manuel  Morales 
Dr.  Eduardo  Rodríguez  Pérez 
Dr.  J.  Rodríguez  Pastor 
Dr.  José  S.  Belaval 
Dr.  Jorge  del  Toro 
Dr.  Miguel  Alonso 
Dr.  Arturo  L.  Carrión 
Dr.  E.  García  Cabrera 
Dr.  R.  Fernández  Marchante 
Dr.  F.  Monserrate  Anselmi 
Dr.  I.  González  Martínez 
Dr.  Guillermo  Arbona 
Dr.  Ramón  J.  Sifre 


Salud  Pública  y 
Beneficencia 

Dr.  Juan  J.  Nogueras 

I r.  Juan  A.  Pons 

Dr.  Guillermo  Arbona 

Dr.  José  Alúm 

Dr.  Rafael  Timothée 

Dr.  Jaime  Acosta  Velarde 

Dr.  Carlos  A.  Quilichini 

Br.  Rafael  Colón 

I ra.  Alice  Reinhardt  Valcourt 

Dr.  Ernesto  Quintero 

Dr.  Jenaro  Barreras 


Medicina  Forense 

Dr.  Enrique  Koppisch 

Dr.  I.  Rivera  Lugo 

Dr.  A.  Martínez  Alvarez 

Dr.  Fernando  Asencio 

Dr.  R.  .1.  Jiménez  López 

Pr.  Francisco  .1.  Mejía.s 

Dr.  Rafael  Maldonado  Quiñones 

Dr.  Félix  M.  Reyes 

Dr.  Mario  C.  Fernández 

Dr.  M.  Pujadas  Díaz 

Dr.  Antonio  Rullán 


A.  Lacot  Salgado 
Osvaldo  González 
Gregorio  Igartúa 


AÑO  1949 
Legislación 

Dr.  Francisco  Berio  Suárez 
Dr.  Julio  A.  Santos 
Dr.  J.  Noya  Benitez 
Dr.  Leopoldo  Figueroa 
Dr.  José  N.  Gándara. 

Dr.  M.  Pavía  Fernández 
Dr.  E.  García  Cabrera- 
Dr.  Angel  M.  Marchand 
Dr.  E.  Martínez  Rivera 
Er.  José  Menéndez  Mercado 
Dr.  J.  R.  González  Flores 

Biblioteca 

Dr.  M.  Guzmán  Rodríguez 
Dr.  Luis  González  Ramírez 
Dr.  Jenaro  Scarano 
Dr.  A.  Otero  López 
Dr.  Enrique  Cuchí  Coll 
Dr.  Miguel  Zapa-ta 
Dr.  Arturo  L.  Carrión 
Dr.  Roberto  J.  Aguayo 
Dr.  Luis  A.  Sánchez 
Era.  Isabel  V.  Estrada 
Dra.  Edith  Z.  Rodríguez 

Cáncer 

Dr.  I.  González  Martínez 
Dr.  A.  Oliveras  Guerra 
Dr.  Pedro  Malaret 
Dr.  José  Landrón 
Dr.  G.  Ruíz  Cestero 
Dr.  Guillermo  Barbosa 
Dr.  Luis  Yordán 
E r.  Miguel  Alonso 
Dr.  David  Rodríguez  Pérez 
Dr.  Pedro  Ramos  Ca-sellas 
Er.  José  Picó 

COMITES  ESPECIALES 

Seguro  contra  Malpractice 

Dr.  Héctor  A.  Bladuell 
Dr.  Julio  E.  Colón 
Dr.  Arsenio  Comas 
Dr.  Ph-ancisco  A.  Ferraiuoli 
Dr.  Manuel  M.  Baralt 


In vestiyaciones  Med icas 

Dr.  N.  Quiñones  Jiménez 

Dr.  Ramón  J.  Sifre 

Dr.  José  C.  Ferrer 

Di'.  Ernesto  C.  Martinez 

Dra.  Blanca  A.  Lluveras 

Dr.  R.  Ruiz  Nazario 

Dr.  Alvaro  Santaella 

Dra.  Dolores  Pérez  Marchand 

Dr.  Ramón  M.  Suárez,  Jr. 

Dr.  Juan  Arruza 
Dr.  Néstor  de  Cardona 
Dr.  José  A.  Amadeo 

Prestamos  para  Hogares 

Dr.  Rafael  Porrata  Doria 
Er.  Salvador  C.  Busquets 
Dr.  Jaime  F.  Pou 
Dr.  Rafael  Coca  Mir 
Dr.  A.  Ramos  011er 

Edifieio 

Dr.  C.  E.  Muñoz  MacCormick 

Dr.  Mario  Julia 

Dr.  Basilio  Dávila 

Dr.  Juan  Homedes 

Dr.  Rafael  Bernabé 

Dr.  Nelson  Perea 

Dr.  José  F.  González 

Dr.  José  E.  Dávila 
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THE  ESTABLISHMENT  OF  A MEDICAL  SCHOOL 
IN  PUERTO  RICO* 

MEDICAL  EDUCATION  AND  ITS  RESPONSIBILITIES 

H.  G.  Weiskotten,  M.D.** 


Recent  advances  in  the  basic  sciences, 
especially  as  related  to  the  field  of  medi- 
cine, an  increasing  interest  in  the  support 
of  research,  the  proposals  for  the  initiation 
of  community  and  nation-wide  programs 
for  health  and  medical  care  and  the  trend 
toward  specialization  in  medicine  all  call 
for  a serious  consideration  of  these  various 
fields  of  activity  and  their  relationship  to 
one  another. 

The  role  which  medical  education 
should  play  in  all  of  these  developments 
has  received  considerable  attention.  Re- 
search funds  are  being  made  available  in 
amounts  undreamed  of  several  years  ago. 
New  methods,  procedures  and  technics  in 
the  prevention,  diagnosis  and  treatment  of 
disease  are  placing  enormous  responsi- 
bilities upon  medical  education.  The  un- 
dergraduate medical  schools  are  seeking 
to  alter  and  expand  their  currículums  to 
provide  for  their  students  a satisfactory 
basic  training  for  the  modern  practice  of 
medicine  and  a foundation  for  their  con- 
tinued development  after  graduation. 

Internships  and  residencies  are  likewise 
becoming  more  serious  programs  of  grad- 
uate education  rather  than  merely  periods 

* Round  Table  Discussion  held  during  the  46th 
Annual  Convention  of  the  Puerto  Rico  Medical 
Association. 

♦*  Dean,  Syracuse  University  College  of  Me- 
dicine, Syracuse,  N.  Y. 


of  experience  in  the  application  of  their 
undergraduate  training  in  the  field  of 
clinical  medicine. 

All  of  these  advances  in  the  field  of 
medicine  have  likewise  given  medical  edu- 
cation enormous  responsibilities  as  related 
to  the  practitioners  of  medicine.  They  are 
the  ones  who  are  today  responsible  for 
the  application  of  these  advances  in  the 
medical  care  of  the  public. 

Hence  one  of  the  most  active  and  most 
important  programs  in  the  entire  field 
of  medical  education  is  that  of  providing 
post-graduate  and  refresher  programs  for 
the  practitioners  of  medicine  in  all  of  its 
various  fields. 

That  all  of  these  varied  and  expanding 
educational  programs  have  been  developed 
in  an  orderly  fashion  is  due  to  the  interest 
and  leadership  of  organized  medicine.  No 
other  professional  group  has  contributed 
to  the  education  of  its  members,  standards 
of  practice  and  to  the  protection  of  the 
public  to  the  extent  that  medicine  has. 

In  order  to  provide  a clear  concept  of 
the  present  status  and  the  responsibilities 
of  medical  education  it  is  important  to 
review  briefly  the  developments  wich 
have  occurred  up  to  the  present  time. 

Although  the  American  Medical  As- 
sociation was  organized  in  1847  for  the 
distinct  purpose  of  elevating  the  standards 
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of  medical  education  in  the  United  States 
relatively  little  progress  was  made  in  this 
respect  during  the  first  half  century  of  its 
existence.  In  1904  the  American  Medical 
Association  discontinued  its  committee  on 
Medical  Education  and  established  the 
Council  on  Medical  Education,  During  the 
first  year  of  its  existence  this  Council 
adopted  what  were  then  considered  satis- 
factory standards  and  undertook  to  clas- 
sify the  medical  schools  of  the  country. 

Soon  after  its  establishment,  the  Coun- 
cil, recognizing  the  enormity  of  its  task 
and  the  misinterpretations  which  might 
be  placed  upon  its  actions  and  further 
recognizing  the  power  of  public  opinion, 
sought  the  assistance  of  the  Carnegie 
Foundation  for  the  Advancement  of  Teach- 
ing in  the  conduct  of  a survey  of  the 
medical  schools  of  the  country. 

Such  a survey  was  undertaken  in  1908 
by  Dr.  Abraham  Flexner  of  the  Carnegie 
Foundation  and  Dr.  N.  P.  Colwell,  secretary 
of  the  Council  on  Medical  Education.  The 
report  of  this  survey,  known  as  the  Flexner 
Report,  greatly  reinforced  the  efforts  of 
the  Council.  The  publicity  given  the  report 
together  with  the  vitriolic  pen  with 
which  it  was  written  practically  forced  the 
discontinuance  of  many  of  the  weaker 
schools  and  the  merger  of  others  with 
stronger  and  more  promising  institutions. 
Within  a few  years  the  number  of  medical 
schools  was  reduced  from  160  to  approxi- 
mately one-half  that  number.  However 
within  a short  time  the  surviving  schools 
were  graduating  as  many  physicians  as 
did  the  total  previously  existing  schools. 
The  number  of  graduates  in  medicine  has 
continued  to  increase  as  the  need  for  more 
physicians  became  evident. 

The  Council  through  its  annual  con- 
ference on  medical  education  and  through 
the  visitations  of  its  staff  and  its  publi- 
cations has  sought  to  guide  and  assist  the 


medical  schools  in  their  efforts  to  provide 
the  American  public  with  a high  standard 
of  medical  care.  In  its  efforts  the  Council 
has  had  the  full  cooperation  of  the  As- 
sociation of  American  Medical  Colleges.  In 
an  effort  to  assure  satisfactory  standards 
the  Council  has  continued  to  maintain  a 
list  of  the  approved  medical  schools  of  the 
country. 

As  progress  in  medical  education  conti- 
nued, it  seemed  important  that  all  gra- 
duates in  medicine  before  entering  prac- 
tice, secure  training  in  addition  to  that 
offered  by  the  undergraduate  curriculums 
of  the  medical  schools.  Thus  the  hospital 
internship  became  recognized  as  an  inte- 
gral part  of  medical  education.  Recog- 
nizing the  need  for  maintaining  satisfacto- 
ry standards  for  this  phase  of  medical 
education  the  Council  undertook  to  survey 
the  hospitals  engaged  in  the  training  of 
interns  and  in  1914  began  publishing  lists 
of  hospitals  approved  for  internship.  Thus 
the  Council  recognized  the  necessity  of 
decentralizing  this  phase  of  medical  edu- 
cation which  would  be  largely  conducted 
independently  of  the  medical  schools. 

The  value  of  this  phase  of  medical 
education  was  indicated  by  the  fact  that 
some  medical  schools  soon  included  in  their 
requirements  for  an  M.D.  degree  the  com- 
pletion of  an  approved  internship.  Similar- 
ly many  of  the  State  Boards  of  Licensure 
required  the  completion  of  an  approved 
internship  for  admission  to  their  licensing 
examinations.  Thus  the  hospitals  offering 
approved  internships  are  definitely  and 
officially  in  the  business  of  medical  edu- 
cation regardless  of  their  affiliation  with 
medical  schools. 

During  all  of  this  period  advances  in 
the  entire  field  of  medicine  came  at  such 
a rapid  pace  with  the  development  of 
specialized  knowledge  and  specialized  tech- 
nics that  there  was  a demand  for  physi- 
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cians  especially  trained  in  a variety  of 
limited  fields. 

In  recognition  of  the  necessity  of  main- 
taining satisfactory  educational  programs 
for  the  training  of  specialists  the  Council 
on  Medical  Education  in  1920  appointed 
fifteen  committees  to  make  studies  and 
recommend  what  preparation  was  deemed 
essential  to  secure  expertness  in  each  of 
the  specialties.  The  recommended  pro- 
grams included  periods  of  hospital  training 
beyond  the  internship — that  is  what  have 
come  to  be  known  as  residencies  and  fel- 
lowships. Thus  in  1927  the  Council  began 
listing  hospitals  specifically  approved  for 
residencies  in  the  various  specialties  of 
medicine. 

Concurrently  there  began  the  develop- 
ment of  what  have  come  to  be  known  as 
the  American  Boards  in  the  various  spe- 
cialty fields.  They  have  been  organized 
and  developed  by  the  recognized  national 
gi’oups  in  the  various  specialties.  They 
have  assumed  the  responsibility  of  certi- 
fying those  who  have  been  competently 
prepared  for  the  practice  of  a specialty. 

In  1933  the  Council  on  Medical  Edu- 
cation and  Hospitals  was  authorized  by 
the  House  of  Delegates  of  the  American 
Medical  Association  to  express  its  approval 
of  such  special  examining  boards  as  con- 
formed to  the  standards  of  administration 
formulated  by  the  Council. 

A year  later  the  Advisory  Board  of 
the  Medical  Specialties  was  organized.  It 
consisted  of  representatives  from  each  of 
the  recognized  boards  and  was  prepared 
to  serve  in  an  advisory  capacity  to  such 
groups  as  might  seek  its  advice  concerning 
the  coordination  of  the  education  and  cer- 
tification of  medical  specialists.  The  Ad- 
visory Board  works  in  close  cooperation 
with  the  Council  which  in  turn  works  in 
close  collaboration  with  the  individual  spe- 


cialty boards  in  the  development  and  ap- 
proval of  graduate  training  programs. 

Although  the  programs  of  the  specialty 
boards  have  suffered  many  “growing 
pains”  in  the  form  of  misunderstandings 
and  misinterpretations,  their  establish- 
ment marks  one  of  the  great  advances  in 
graduate  medical  education  and  in  the 
medical  care  of  the  American  public.  Over- 
enthusiastic  efforts  to  maintain  high 
standards  have  lead  certain  of  the  specialty 
boards  to  adopt  what  may  be  considered 
unjustifiably  rigid:  requirements.  It  is 
expected  that  experience  will  correct  these 
and  other  mistakes  which  have  been  and 
still  are  being  made. 

In  addition  to  the  residencies  and  fel- 
lowships designed  to  prepare  physicians 
to  qualify  for  the  practice  of  the  various 
specialties  the  Council  has  encouraged  the 
development  of  postgraduate  continuation 
courses  for  physicians.  These  courses  are 
being  offered  by  medical  schools,  hospitals, 
state  medical  societies  and  other  organi- 
zations. No  standards  have  been  set  for 
such  courses  and  no  program  for  their 
approval  has  been  adopted.  Semi-annually 
the  Council  publishes  in  the  Journal  of  the 
.American  Medical  Association  classified 
lists  of  courses  offered.  The  conduct  of 
these  courses  represents  one  of  the  most 
important  programs  in  the  whole  field  of 
medical  education.  The  further  develop- 
ment and  expansion  of  these  courses  are 
essential  if  the  practicing  physicians  and 
the  public  are  to  adequately  profit  by  the 
newer  developments  in  medicine. 

I have  briefly  reviewed  these  develop- 
ments to  make  it  perfectly  clear  that  me- 
dical education  in  the  United  States  is  by 
no  means  confined  to  the  medical  schools. 
Many  outstanding  programs  in  the  nature 
of  internships,  residencies  and  post-gra- 
duate continuation  courses  are  being  con- 
ducted in  hospitals  widely  separated  from 
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the  medical  schools.  It  is  true  that  a 
well  developed  medical  school  with  its  well 
developed  laboratories,  its  well  organized 
faculty  and  its  teaching  hospitals  is  es- 
pecially well  prepared  to  offer  opportu- 
nities for  such  graduate  training  pro- 
grams. However  the  medical  schools  of 
the  United  Sattes  are  neither  sufficiently 
numerous  nor  so  geographically  located  as 
to  assume  responsibility  for  the  required 
number  of  graduate  programs  to  meet  the 
needs  of  all  the  graduates  and  the  prac- 
ticing physicians.  Furthermore  a well 
developed  hospital  with  its  clinical  labora- 
tories and  a competent,  interested  and  well 
organized  staff  provides  the  facilities  and 
the  clinical  faculty  for  very  satisfactory 
programs  of  graduate  medical  education 
and  continuation  programs  for  practicing 
physicians. 

It  is  generally  recognized  that  medical 
education  and  medical  care  are  insepara- 
ble. It  is  also  recognized  that  every  sec- 
tion of  the  country  should  have  available 
one  or  more  competently  staffed  hospitals 
prepared  to  render  a high  grade  of  service 
in  all  of  the  various  specialties  of  medicine. 
Such  well  developed  medical  centers  provi- 
de satisfactory  settings  for  all  of  the  va- 
rious programs  in  the  field  of  graduate 
medical  education  regardless  of  the  presen- 
ce of  an  undergraduate  medical  school. 
Only  when  such  hospitals  develop  edu- 
cational programs  in  the  nature  of  intern- 
ships, residencies  and  postgraduate  con- 
tinuation courses  will  they  be  meeting 
their  full  responsibilities  in  the  medical 
care  of  the  public  in  the  areas  in  which 
they  are  located.  Such  programs  deserve 
the  support  of  the  public  as  much  as  do 
the  programs  of  the  formally  organized 
medical  schools  of  the  country. 

Finally  it  should  be  emphasized  that 
the  fundamental  responsibility  of  Medical 
Education  rests  with  the  medical  schools. 


Theirs  is  the  responsibility  for  providing 
the  basic  training  for  a sufficient  number 
of  physicians  to  meet  all  of  the  medical 
needs  of  the  American  public.  Theirs  is 
the  responsibility  for  maintaining  high 
standards  for  admission  to  the  profession. 
Theirs  is  the  responsibility  of  keeping  alive 
the  spirit  of  research  which  is  contributing 
so  much  to  the  advancement  of  medicine. 

Whether  or  not  there  is  an  over-all 
need  for  a greatly  increased  number  of 
physicians  in  the  United  States  is  a much 
discussed  question.  That  there  is  an  une- 
qual distribution  of  physicians  is  certain. 
Recent  graduates  tend  to  locate  in  com- 
munities which  provide  the  facilities  re- 
quired for  a high-type  of  medical  practice 
and  hesitate  to  undertake  the  practice  of 
medicine  in  areas  which  are  entirely  devoid 
of  such  facilities.  The  hospital  construc- 
tion act  usually  referred  to  as  the  Hill- 
Burton  Bill  represents  an  effort  to  provide 
hospitals  and  facilities  which  will  attract 
physicians  to  the  smaller  communities  now 
lacking  such  facilities.  Certainly  merely 
increasing  the  number  of  medical  school 
graduates  will  not  solve  the  problem  of 
a more  equitable  distribution  of  practicing 
physicians. 

Organized  medicine  has  been  accused 
of  attempting  for  selfish  reasons  to  limit 
the  number  of  physicians.  Nothing  could 
be  farther  from  the  truth.  The  Council 
on  Medical  Education  has  been  interested 
only  in  standards  of  medical  education 
and  medical  practice.  It  has  always  en- 
couraged and  assisted  in  the  development 
of  new  medical  schools  which  offered 
promise  of  satisfactory  support  and  the 
maintenance  of  high  standards. 

In  certain  areas  new  medical  schools, 
if  properly  developed  and  adequately  sup- 
ported, make  a real  contribution  to  all 
phases  of  medical  education,  to  medical 
research  and  to  the  practice  of  medicine 


MEDICAL  EDUCATION  AND  ITS  RESPONSIBILITIES  — WEISKOTTEN 


5 


in  the  region  in  which  they  are  located. 
However  it  is  of  the  utmost  importance 
that  any  program  for  the  development  of 
a new  medical  school  include  a careful 
study  of  all  of  the  factors  essential  to  a 
satisfactory  program  of  medical  education. 

The  points  I have  tried  to  stress  in  this 
presentation  may  be  briefly  summarized 
as  follows: 

1.  Medical  Education  involves  the  un- 
dergraduate training  of  physicians,  pro- 
grams of  internships  and  residencies,  the 
conduct  of  research,  the  conduct  of  medical 
service  programs  in  connection  with  all 
of  these  programs  and  the  conduct  of  post- 
graduate refresher  courses  for  practicing 
physicians. 

2.  Medical  schools  with  their  teaching 
hospitals  should  be  in  a position  to  conduct 
full  and  complete  programs  involving  all 
phases  of  medical  education. 

3.  Responsibilities  in  medical  education 
are  not  confined  to  the  medical  schools  of 
the  country. 

4.  Medical  schools  are  neither  suffi- 
ciently numerous  nor  so  geographically 
located  as  to  serve  as  the  sole  centers  for 
full  and  complete  medical  service  nor  to 
provide  all  of  the  needed  internships,  resi- 
dencies and  post-graduate  continuation 
courses  which  are  essential  to  the  proper 
medical  care  of  all  of  the  American  public. 


5.  Well  developed,  well  organized  and 
properly  staffed  hospitals  should  be  availa- 
ble in  all  sections  of  the  country  not  servi- 
ced by  medical  schools  and  their  teaching 
hospitals.  Such  hospitals  can  only  fully 
meet  their  responsibilities  by  conducting 
internships,  residencies  and  post-graduate 
continuation  courses.  These  educational 
programs  for  graduate  physicians  are  just 
as  important  if  not  more  important  to  the 
medical  care  of  the  public  in  their  area 
than  are  the  programs  of  the  medical 
schools  from  which  the  physicians  received 
their  M.D.  degrees. 

6.  Hospitals  conducting  satisfactory 
educational  programs  for  graduate  physi- 
cians deserve  the  recognition  and  support 
of  the  public. 

7.  Every  section  of  the  country  outside 
of  the  areas  served  by  medical  schools 
should  seriously  consider  the  development 
of  a service  and  educational  hospital  center 
if  such  has  not  already  been  developed. 

8.  In  certain  of  these  areas  it  may 
be  justifiable  to  consider  the  development 
of  a new  medical  school  as  an  integral  unit 
of  a hospital  center.  However  it  is  ex- 
tremely important  that  any  program  for 
the  development  of  a new  medical  school 
include  a careful  study  of  all  the  factors 
essential  to  the  development  and  continued 
conduct  of  a satisfactory  program  of  me- 
dical education. 
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WHY  A MEDICAL  SCHOOL  FOR  PUERTO  RICO 

JUAN  A.  PONS,  M.D.* 


It  is  propor  that  a discussion  on  the 
general  subject  of  “a  medical  school  for 
Puerto  Rico”  should  open  with  an  attempt 
to  answer  the  question  “do  we  need  and 
should  we  have  a medical  school?”  To  ac- 
complish this  end,  obtaining  an  answer 
to  that  question,  I could  give  you  the 
facts,  analyze  them,  reach  a conclusion.  It 
would  be  a long  and  tedious  task  to  put 
it  all  before  you  and,  besides,  I have  only 
a few  minutes  time.  Hence,  I approach 
the  subject  directly  from  the  affirmative 
side,  and  offer  the  facts  that  support  my 
conviction  that  we  need  and  should  have 
a school  of  medicine.  Unable  to  offer  all 
the  evidence  and  to  portray  the  entire 
mental  process  — the  reasoning — through 
which  some  of  the  concepts  have  evolved 
to  become  concrete  and  clear,  some  of  my 
statements  may  seem  dogmatic,  an  un- 
fortunate but  inevitable  consequence  of 
the  limitation  of  time  imposed  by  the  oc- 
casion. 

It  is  also  appropriate  that  I state  cer- 
tain basic  principles  in  the  light  of  which 
the  facts  and  the  result  of  their  analysis 
must  be  interpreted.  We  must  believe  in 
the  newer  preamble  definition  given  to 
“health”  in  the  Preamble  of  the  Consti- 
tution of  the  World  Health  organization 
as  the  state,  not  merely  of  being  free  of 
disease  and  ailments,  but  of  being  and 
feeling  well  physically,  mentally  and  so- 
cially. Furthermore,  we  must  believe  in 
the  inalienable  right  of  every  human  being 
to  attain  that  state.  It  seems  obvious  to 
me  that  we  must  review  our  social  con- 
cepts as  they  apply  to  illness  and  to  the 
practice  of  medicine — private  and  public. 


* Commissioner  of  Health  of  Puerto  Rico. 


and  that  only  a philosophical  understand- 
ing of  medicine  and  medical  practice, 
with  strict  adherence  to  logic,  will  remedy 
the  existing  universal  situation  brought 
about  by  “the  uneven  development  of  its 
different  sectors,  the  prevailing  incon- 
gruities and  irrationalities,  as  well  as  the 
lag  in  the  adjustment  of  medicine  to  the 
social  needs  of  today”. 

All  the  reasons  for  my  belief  in  the 
need  of  a medical  school  may  be  grouped 
in  three  categories,  one  of  which  has  to  do 
with  quantity;  quantity  of  medical  per- 
sonnel — physicians  in  this  case,  as  related 
to  quantity  and  quality  of  medical  serv- 
ices. In  determining  what  is  an  adequate 
supply  of  physicians,  we  must  first  con- 
sider the  problem  from  the  standpoint  of 
actual  needs  and  with  “an  interest  in  ex- 
tending the  benefit  of  the  expanding 
achievements  of  medical  science,  curative 
and  preventive,  to  all  segments  of  the  po- 
pulation.” This  is,  naturally,  somewhat  of 
the  idealistic  approach.  We  must  here  ad- 
mit that  data  relative  to  this  subject,  par- 
ticularly for  Puerto  Rico,  are  insufficient. 
But  on  the  basis  of  those  areas  of  conti- 
nental United  States  where  medical  care 
is  more  near  adequate  by  present-day 
standards,  it  has  been  variously  estimated 
that  one  physician  should  be  available  to 
every  600  to  900  persons.  The  Federal 
Security  Administrator,  in  his  The  Na- 
tion’s Health,  a report  to  the  President  of 
the  United  States  dated  September  2, 1948, 
has  set  the  goal  for  1960  at  the  present 
average  for  the  top  quarter  of  the  States, 
namely  one  physician  for  every  667  per- 
sons. As  I have  stated,  there  are  no  figures 
that  we  can  quote  for  Puerto  Rico  to  make 
a comparable  estimate.  On  the  basis  of 
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recent  mortality  and  morbidity  statistics 
and  observations,  we  may  need  more  phy- 
sicians here  per  unit  population  than  are 
needed  in  continental  United  States ; yet 
much  of  the  morbidity  and  mortality  here 
are  due  to  causes  which  are  not  entirely 
remedied  by  more  physicians;  I have  re- 
peatedly said  that  in  Puerto  Rico  tubercu- 
losis and  diarrheal  diseases,  the  two  prin- 
cipal causes  of  death,  are  social  diseases 
in  which  malnutrition  and  substandard 
housing  with  overcrowding,  which  are  or- 
dinarily considered  to  be  predisposing 
causes  of  disease,  become  elevated  to  the 
dignity  of  determinative  causes.  I have 
the  suspicion  that  were  it  not  for  the 
“poverty”  that  prevails  in  tropical  areas, 
this  zone  would  be  the  healthiest  of  any 
in  the  world,  hence  necessitating  of  fewer 
physicians  per  unit  population.  But  there 
is  ample  time  in  Puerto  Rico  for  the  study 
of  actual  ultimate  and  optimum  needs 
while  we  take  the  first  steps  to  approach 
a civilized  proportion  of  physicians  to  po- 
pulation. 

With  a population  of  2,094,577  in- 
habitants in  1945,  Puerto  Rico  had  only 
696  physicians,  one  for  3009  persons. 
There  are  a few  more  physicians  today,  and 
there  are  also  a few  more  hundred-thou- 
sand people.  The  projection  of  all  pertinent 
vital  statistical  factors  indicates  that  in 
order  to  have  in  1960  a ratio  of  one  phy- 
sician for  every  1,500  persons,  or  2,000 
physicians  for  a population  of  2,951,949, 
it  would  have  been  necessary  to  provide 
young  (24  to  26  year  old)  physicians  at 
the  rate  of  71  per  year  between  1945  and 
1950,  and  it  will  be  necessary  to  provide 
100  per  year  between  1951  and  1955  and 
140  per  year  between  1955  and  1960.  But 
in  order  to  have  in  1970  one  physician  to 
every  1,000  persons,  or  8,700  physicians 
for  a population  of  3,709,491,  it  will  be 
necessary  to  add  171  young  physicians 


yearly  between  1960  and  1965  and  231 
physicians  each  year  between  1965  and 
1970.  To  maintain  the  same  ratio  of  one 
physician  to  1,000  persons  thereafter,  it 
will  be  necessary  to  provide  young  physi- 
cians at  the  rates  of  142  per  year  between 
1970  and  1975,  148  between  1975  and 
1980,  194  between  1980  and  1985,  205 
during  the  quinquenium  1990-1995  and 
294  yearly  between  1995  and  the  year 
2000;  at  that  time,  provided  there  are  no 
changes  in  current  vital  statistical  trends. 
Puerto  Rico  will  have  a population  of 
8,010,962  and  enough  work  for  8,000  phy- 
sicians. 

I am  speaking  in  terms  of  years  and 
not  in  terms  of  centuries.  The  50  years 
that  I am  speaking  about  are  within  reach 
of  many  of  you  who  are  listening  to  me 
tonight,  many  more  of  you  than  you 
suspect  if  the  expectancy  of  life  continues 
to  improve  as  it  has  in  recent  years.  (As 
a matter  of  fact  the  projections  tell  us  that 
in  the  year  2000  there  will  be  12  physi- 
cians 80  to  84  years  of  age,  some  of  whom 
are  probably  amongst  us  tonight).  What 
are  we  going  to  do  about  it  ? Are  we  going 
to  sit  back  and  wait  for  things  to  happen 
or  are  we  going  to  get  our  shoulders  un- 
der the  burden  that  is  before  us  and  start 
moving  it  along  before  it  gets  much  too 
heavy?  We  are  now  several  hundred  phy- 
sicians behind  in  the  71-per-year  quota  for 
the  quinquenium  1945-1950,  although  the 
yearly  provision  has  improved  slightly 
over  the  past  years;  we  must  do  some- 
thing before  that  back-log  trails  too  far 
behind. 

In  the  light  of  these  needs,  we  must 
examine  our  sources  of  procurement.  Be- 
fore the  beginning  of  the  century,  when 
there  were  174  physicians  to  a population 
of  953,243,  a ratio  of  1 to  5400,  by  far  the 
majority  of  physicians  were  trained  in 
Europe,  particularly  in  Spain.  Since  the 
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American  Occupation  the  majority  of  our 
physicians  have  been  trained  in  schools 
of  continental  United  States.  This  is  quite 
natural  for  many  reasons,  one  of  which  is 
the  fact  that  for  many  years  American 
schools  have  offered  the  best  medical  edu- 
cation to  be  had  anywhere.  As  a conse- 
quence, the  medicine  that  is  practiced  in 
Puerto  Rico  follows  the  American  school 
of  thought  and  approach  particularly  in 
those  centers  where  better-quality  medi- 
cine is  practiced;  in  other  places,  because 
of  local  conditions,  it  has  made  little  dif- 
ference just  what  school  of  medicine  is 
followed.  Between  1899  and  1911  the  num- 
ber of  physicians  in  Puerto  Rico  increased 
by  75,  in  the  16  years  from  1912  to  1927 
by  82,  an  average  of  5 per  year;  in  my 
year  — 1928 — we  were  only  5;  1929  saw 
23  new  physicians  coming  in,  then  13  and 
12  in  1930  and  1931;  there  were  then  4 
years  of  3 to  8 per  year,  then  again  38,  22, 
5 and  11;  the  war  years  came  and  in  1940 
and  1943  there  were  actual  reductions; 
1946  and  1947  saw  the  return  from  the 
wars,  with  increases  of  86  and  110;  during 
the  current  year  of  1948,  32  have  been 
licensed  by  the  Board  of  Medical  Exami- 
ners. According  to  the  Educational  Num- 
ber of  The  Journal  of  the  American  Medi- 
cal Association  for  1948  (138:25  (Septem- 
ber 4) , 67  students  from  Puerto  Rico  were 
enrolled  in  the  freshman  classes  of  the 
medical  schools  in  the  United  States  dur- 
ing 1946-1947,  while  in  1947-1948  the  num- 
ber was  57.  We  do  not  yet  have  the  figures 
for  1948-1949,  but  55  scholarships  were 
granted  to  first-year  students  at  the  be- 
ginning of  the  present  academic  year. 
Students  now  enrolled  in  foreign  univer- 
sities will  compensate  for  those  who  fail 
to  complete  their  courses  at  the  schools  in 
the  United  States,  so  that  the  above  num- 
bers give  a fair  idea  of  the  young  phy- 
sicians we  can  expect  will  be  added  to  our 


ranks  in  1950,  1951  and  1952,  much  be- 
low the  quotas  of  71  per  year  up  to  1950 
and  100  per  year  from  1951  to  1965.  Up 
to  1945  every  one  of  the  70  medical  schools 
in  the  United  States  admitted  some  out 
of  state  students;  in  1946-1947  six  (6) 
schools  did  not  admit  any  out  of  state 
students,  while  in  1947-1948  nine  (9) 
schools,  3 more  than  in  the  previous  year, 
accepted  no  out  of  state  students ; but,  be- 
sides, in  1947-1948  five  (5)  other  schools 
admitted  only  1 or  2 nonresidents.  This 
trend  to  deny  admission  to  nonresident 
applicants,  which  will  no  doubt  be  faith- 
fully followed  by  other  schools,  constitutes 
a very  grave  menace  to  any  physician  pro- 
curement program  that  is  wholly  depend- 
ent on  continental  schools;  we  can  well 
plead  with  them,  but  we  well  know  that 
dependance  on  pleas  and  favors  is  hazard- 
ous. Recently,  one  medical  school  has  ex- 
pressed some  reticence  about  admitting 
our  students  because  a young  graduate  re- 
turned there  with  the  fantastic  story  that 
from  the  first  day  of  his  internship  in  one 
of  our  government  hospitals  he  had  been 
obliged  to  perform  unethical  operations; 
we  can  easily  destroy  this  story,  but  the 
training  of  physicians  for  Puerto  Rico  can- 
not be  subject  to  these  eventualities.  Some 
medical  schools,  rightfully  watching  over 
their  own  reputations,  dislike  the  fact  that 
we  require  our  government-scholarship 
holders  to  intern  in  our  hospitals.  Accord- 
ing to  the  report  of  the  Federal  Security 
Administrator,  6 new  schools  are  now 
being  organized  and  6 more  are  planned; 
I do  not  yet  know  which  and  where  they 
are,  but  we  must  see  to  it  that,  if  at  all 
possible,  we  put  our  stake  in  them.  The 
Federal  Government  is  committed  to  give 
financial  assistance  to  new  schools  and  to 
give  the  existing  medical  schools  funds  for 
expansion  and  improvement  of  their  teach- 
ing facilities.  But  even  with  these  new- 
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schools  in  continental  United  States,  and 
with  the  expansion  of  the  present  ones, 
I see  little  opportunity  for  our  placing  in 
them  sufficient  students  from  Puerto  Ri- 
co to  supply  all  the  demand.  I have  re- 
cently received  the  last  issue  of  the  FE- 
DERATION BULLETIN  (34:101,  Oct.), 
published  by  the  Federation  of  State  Med- 
ical Boards  of  the  United  States,  which 
contains  the  results  of  a survey  recently 
made  by  Morris  Fishbein  of  Medical  Edu- 
cation in  Latin  America;  it  does  not  seem 
as  if  it  would  be  in  the  best  interest  of 
Puerto  Rican  medicine  to  depend  to  any 
large  extent  on  this  source  of  supply  of 
physicians. 

The  needs  for  manpower  that  I have 
portrayed,  as  revealed  by  the  projection  of 
pertinent  vital  statistical  trends,  can  hard- 
ly be  challenged.  But,  whenever  the  ques- 
tion comes  up  of  what  constitutes  an  ade- 
quate supply  of  physicians,  a different 
evaluation  is  made  by  those  who  approach 
the  problem  from  the  point  of  view  of 
physicians’  incomes.  This  is  the  practical 
point  of  view  and  it  is  not  practical  from 
the  standpoint  of  the  professional  group 
only,  but  from  the  standpoint  of  the  people 
as  well  and  from  the  standpoint  of  the 
welfare  of  the  people.  I know  that  the 
question  can  be  asked  and  should  be  asked : 
can  the  economy  of  Puerto  Rico  stand  that 
ever  increasing  number  of  physicians  ? The 
question  itself  is  simple  enough;  the  ans- 
wer is  indeed  difficult.  It  involves  a de- 
cision as  to  what  is  an  adequate  and 
reasonable  income  for  a physician.  It  is 
granted  that  a physician  has,  perhaps 
even  when  he  has  studied  under  a scholar- 
ship, a large  capital  investment  when  he 
begins  to  earn  a living ; he  is  generally  ex- 
pected to  live  above  a certain  minimum 
standard;  he  begins  to  make  a living  at 
a later  age  than  a good  many  other  pro- 
fessionals; his  hours  of  work,  whether 


work  is  done  right  or  wrong,  are  usually 
many  more  than  8 daily,  and  he  does  not 
usually  have  Saturdays  and  Sundays  off; 
work  is  exhausting  and  he  must  earn 
enough  to  permit  himself  a vacation;  me- 
dical knowledge  accumulates  rapidly  and  a 
completely  useful  physician  must  take 
periodic  refresher  courses  which  his  earn- 
ings must  permit.  These  are  all  factors 
which  must  be  taken  in  consideration  in 
deciding  this  basic  aspect  of  the  entire 
problem.  True,  the  physician  has  come  to 
occupy  a rather  privileged  economic  posi- 
tion, and  some  believe  that  in  recent  years 
physicians  may  have  been  earning  more 
than  is  their  rightful  share,  but  even  this  is 
difficult  to  determine.  A recent  survey  of 
physicians’  incomes  in  the  United  States, 
the  sixth  survey  of  Medical  Economics, 
has  shown  that  during  1947  physicians 
were  in  the  top  3 per  cent  national  income 
bracket,  with  an  increase  of  14  per  cent 
in  net  income  from  1943,  the  income  rise 
of  all  gainfully  employed  persons  during 
that  same  period  having  been  32  per  cent. 
The  average  gross  income  for  all  types  of 
private  practice  for  independent  physi- 
cians was  $18,500,  the  net  income  $11,300 ; 
the  average  net  income  for  salaried  phy- 
sicians was  $7,914.  There  are  no  compar- 
able figures  for  Puerto  Rico,  and  they 
must  be  obtained.  The  income-tax  returns 
of  619  physicians  in  Puerto  Rico,  inaccu- 
rate as  we  know  them  to  be,  reveal  14  phy- 
sicians with  incomes  of  less  than  $2,000 
and  one  with  an  income  of  more  than 
$200,000;  87  earned  $2,000  to  $4,000;  169 
earned  $4,000  to  $6,000;  117  declared  in- 
comes of  $6,000  to  $8,000,  12  had  incomes 
of  $26,000  to  $32,000;  the  total  gross  in- 
come was  $7,138,089.25,  with  an  average 
of  $11,531.80  per  physician;  the  598  phy- 
sicians declaring  gross  incomes  of  up  to 
$38,000  declared  a total  income  of  $4,966,- 
127.71,  with  an  average  gross  income  of 
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$8,287.80.  The  net  incomes  declared,  how- 
ever, amounted  only  to  $3,148,692.08,  near- 
ly 50  per  cent  of  the  gross,  and  13  phy- 
sicians reported  an  actual  loss  during  the 
year;  the  highest  net  income  reported  was 
not  above  $32,000,  and  the  average  net  for 
the  606  physicians  was  $5,195.80.  It  seems 
as  if  on  the  basis  of  median  rather  than 
average  incomes,  and  after  proper  cor- 
rections are  made,  Puerto  Rican  physicians 
have  not  fared  very  much  worse  than  their 
continental  brethren;  this  is  particularly 
so  of  physicians  in  independent  practice, 
because  the  figures  for  Puerto  Rico  are  for 
independent  and  salaried  physicians  com- 
bined. Do  Puerto  Rican  physicians  have  a 
right  to  earn  as  much  as  nearly  as  much 
as  their  continental  counterparts?  They 
are  expected  to  have  the  same  prepara- 
tion and  they  obtain  it  at  a higher  cost; 
they  certainly  work  as  hard  and  as  long, 
on  an  average,  or  harder  and  longer ; they 
are  expected  to  live  at  a level  comparable 
to  theirs.  However,  continental  physicians 
form  part  of  a community  in  which  the 
average  net  income  per  person  in  1946 
was  $1,213,  while  Puerto  Rican  physicians 
form  part  of  one  in  which  the  average  net 
income  per  person  in  1947  was  $265  (Mis- 
sissippi $575). 

I have  gone  into  some  detail  concerning 
this  matter,  without  touching  on  all  the 
factors  to  be  considered,  because  the  Go- 
vernment of  Puerto  Rico  is  concerned  and 
must  take  a stand  on  the  matter  even  be- 
fore we  embark  on  a long-range  program 
of  adequate  medical  care  to  the  entire  po- 
pulation. This  particular  phase  of  the  pro- 
blem is  of  paramount  importance  to  the 
Government  because  of  705  physicians  in 
Puerto  Rico,  444  are  known  to  us  to  hold 
positions  in  the  Government,  fully  63  per 
cent,  and  we  know  that  their  number  is 
larger  than  indicated,  particularly  if  those 
are  included  who  receive  indirect  subsides 


from  the  Government.  The  expansion  to 
the  medical  services  which  is  now  under 
way  is  needed  for  the  indigent  and  mid- 
dle classes,  because  facilities  for  the  well- 
to-do  are  now  in  excess  of  actual  needs. 
As  more  and  more  physicians  are  provided, 
an  ever  increasing  proportion  of  them  will 
be  dependent  on  Government  salaries  for 
services  to  the  Government.  And  this  is 
of  great  importance  to  the  Government, 
and  to  the  welfare  of  the  people,  because 
the  old  traditional  concept  must  be  aban- 
doned that  “the  physician  is  the  servant 
of  the  community  comparable  to  a selfless 
priest  rather  than  a man  who  must  main- 
tain himself  in  a system  of  competitive 
enterprise”;  but  particularly  is  it  impor- 
tant because  it  is  well  known  that  “the 
quality  of  medical  care  is  debased  when 
the  physicians’  standard  of  living  is  in- 
secure and  he  is  unable,  because  of  in- 
adequate income,  to  keep  in  touch  with 
advances  in  medical  knowledge  and  to 
utilize  new  medical  technology  which  he 
cannot  finance” ; but  also  because,  and  this 
is  more  important,  physicians  may  — like 
any  other  members  of  the  community — 
take  refuge  in  unethical  practices  which 
place  in  jeopardy  the  safety  and  welfare 
of  the  community,  when  confronted  with 
situations  of  financial  stress. 

It  is  also  necessary  to  determine 
whether  the  population  can  supply  the 
number  of  desirable  individuals  that  can 
be  educated  for  the  medical  profession. 
The  slums,  through  no  fault  of  the  good 
people  that  live  in  them,  do  not  generally 
produce  abundant  good  material  for  this 
particular  vocation.  The  home  where  ethic- 
al behaviour  is  learned,  the  grammar  and 
high  schools  and  the  University  have  to 
produce  in  sufficient  numbers  the  indi- 
viduals that  can  participate  in  the  vast 
program  that  is  necessary  if  we  are  rapid- 
ly to  approach  the  fulfilment  of  our  mini- 
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mum  needs.  Certainly,  the  preparation  of 
this  manpower  does  not  begin  at  the  medi- 
cal school,  but  must  begin  at  the  very  be- 
ginning. The  order  is,  indeed,  a big  order. 

Another  category  into  which  some  of 
the  reasons  for  my  conviction  of  the  need 
of  a medical  school  in  Puerto  Rico  fall, 
has  to  do  with  quality,  quality  of  physi- 
cians as  related  to  quality  and  quantity  of 
medical  services.  I believe  in  having  good 
physicians,  and  good  physicians  only;  a 
physician  who  does  not  have  a sound  and 
solid  knowledge  of  the  medical  sciences, 
is  a liability  rather  than  an  asset  to  the 
community.  Furthermore,  they  must  be 
physicians  who  are  good  physicians  be- 
cause of  their  knowledge  of  the  medical 
sciences  but  also  because  of  their  attitude 
towards  medicine  and  medical  practice,  be- 
cause of  their  understanding  of  the  social 
function  of  the  physician.  I have  already 
said  that  I believe  the  United  States 
schools  offer  the  best  medical  education 
in  the  world,  but  I must  now  qualify  that 
by  stating  that  is  true  from  the  stand- 
point of  their  knowledge  of  basic  scientific 
medicine;  I have  misgivings  with  relation 
to  their  preparation  for  an  attitude  which 
is  favorable  to  their  taking  their  rightful 
place  in  the  social  organization  of  today, 
and  this  is  particulary  so  for  doing  just 
that  in  Puerto  Rico.  I believe  we  need  a 
medical  school  to  produce  the  kind  of  phy- 
sicians that  Puerto  Rico  needs,  with  a 
solid  knowledge  of  the  medical  sciences 
that  will  make  them  good  universal  phy- 
sicians and  with  the  social  background  and 
the  knowledge  of  our  own  conditions 
which  will  make  them  good  physicians 
in  Puerto  Rico,  good  physicians  to  a sick 
society  as  well  as  to  a sick  people-  That, 
we  can  only  do  in  Puerto  Rico. 

But  in  connection  with  quality  of  phy- 
sicians and  quality  of  medical  services, 
there  is  one  other  aspect  in  which  a med- 


ical school  will  be  most  useful.  There  is  too 
much  being  done  in  Puerto  Rico,  medical- 
ly, without  the  know-how,  without  having 
the  knowledge  and  experience  that  pre- 
sent-day standards  dictate.  The  times  are 
gone  when  medicine  should  be  learned  and 
experience  obtained  in  “the  hard  way”,  by 
just  doing  things;  it  is,  alas!,  too  costly 
in  terms  of  human  suffering.  When  a 
young  man  finishes  medical  school  and  his 
internship,  he  is  prepared  for  doing  cer- 
tain things,  but  certainly  not  for  tackling 
every  medical  problem  that  comes  along. 
The  actual  learning  of  how  to  do  more 
with  ever  increasing  efficiency  comes  only 
with  supervised  and  oriented  experience 
and  through  subsequent  studies.  The  true 
practice  of  medicine  today  is  not  the  mere 
giving  out  of  a prescription  after  listening 
to  the  principal  complaint.  Medicine  is  a 
discipline  half  science  and  half  art  which, 
when  there  is  full  conscience  of  the  impli- 
cations of  its  practice,  is  difficult  to  the 
able  and  well  versed  and  even  to  the  pos- 
sessor of  erudition.  Unfortunately,  local 
conditions  — with  their  utter  lack  of  faci- 
lities for  the  practice  of  scientific  medi- 
cine, have  crushed  the  ambitions  of  too 
many  of  our  initially  well-trained  physi- 
cians, so  that  they  have  fallen  into  an  an- 
nihilating routine,  devoid  of  scientific 
foundation.  I believe  it  was  Christian  who 
said,  in  a commencement  address  entitled 
“The  Making  of  a Clinician”,  that  in  medi- 
cine we  cannot  stand  still,  in  medicine  we 
either  progress  or  retrogress.  Unfortu- 
nately, too  many  of  our  physicians  have 
allowed  themselves,  and  have  been  allow- 
ed by  our  society  of  people,  to  retrogress. 
I believe  it  is  only  a school  of  medicine 
here  in  Puerto  Rico  that  can  get  us  out 
of  this  lethargy  which  this  state  of  af- 
fairs brings  to  light.  This  a medical  school 
will  do  indirectly  by  creating  a new  at- 
mosphere that  will  permeate  every  corner 
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of  the  Island,  an  atmosphere  of  intellectual 
curiosity  and  of  desire  for  betterment,  by 
constituting  a supreme  court  of  appeal 
where  our  good  deeds  will  be  heard  of  and 
rewarded,  our  mistakes  and  our  compla- 
cency heeded  and  condemned.  But  this  a 
medical  school  in  Puerto  Rico  must  also 
do  directly  by  giving  ample  opportunity 
for  refresher  and  retraining  courses  and 
even  by  getting  out  into  the  field  to  bring 
the  newer  knowledge  to  those  that  will 
not  seek  it.  The  Federal  Security  Admi- 
nistrator, in  advocating  federal  assistance 
for  post-graduate  medical  education,  has 
said;  “Although  medical  education  really 
needs  to  be  made  a lifetime  process  for 
all  physicians,  most  physicians  do  not  take 
graduate  work  at  regular  intervals.  Those 
in  areas  remote  from  medical  research  and 
training  centers  have  particular  difficulty 
in  keeping  pace  with  the  many  new  dis- 
coveries.” So  far,  we  have  been  too  far 
removed  from  medical  research  and  train- 
ing centers;  a medical  school  in  Puerto 
Rico  wiil  materially  shorten  the  distance. 
Many  of  us,  particularly  those  who  came 
— as  I did — during  the  early  years  of  our 
School  of  Tropical  Medicine,  can  well  re- 
member the  tremendous  influence  that 
this  institution,  even  with  the  limited 
scope  of  its  activities,  had  on  medical  prac- 
tice in  those  days.  It  is  time  for  the  School 
of  Tropical  Medicine  to  grow  into  the 
school  of  medicine,  without  adjectives.  Our 
school  of  medicine  should  immediately  re- 
cognize responsibility  for  stimulating  the 
interest  of  all  Puerto  Rican  physicians  in 
recent  medical  developments  and  must  de- 
vise methods  of  keeping  them  informed 
on  new  diagnostic,  preventive  and  thera- 
peutic agents  and  techniques ; and  it  most 
recognize  a continuing  responsibility 
towards  its  graduates  to  this  same  ends. 

I should  not  be  understood  to  be  ad- 
vocating a medical  school  as  a solution  to 


all  our  preventive  medicine  and  medical 
care  problems.  Well  I know  that  an  in- 
crease in  the  number  of  physicians,  even 
to  optimum  requirements,  will  not,  in  it- 
self, solve  any  of  our  problems.  Many  a 
community  of  18,000  or  20,000  people  is 
being  served  by  a single  physician  in 
which  the  medical  care  situation  would  not 
be  fundamentally  improved  by  three  ad- 
ditional physicians  or  by  ten.  A whole 
year  without  a single  physician  in  a com- 
munity does  not  necessarily  mean  a higher 
mortality  rate  than  during  the  preceding 
years  when  there  was  a physician,  nor  does 
it  mean  a higher  mortality  rate  for  that 
community  than  in  the  neighboring  town 
where  there  are  two  physicians  and  other 
things  are  pretty  much  equal.  This  fact 
has  been  hiding  away  and  unheeded  in  the 
vital  statistics  contained  in  the  annual  re- 
ports of  the  commissioners  of  health  for 
years  back.  I believe  it  can  be  well  said 
that  under  present  existing  conditions, 
many  physicians  in  some  communities  are 
of  little  or  no  fundamental  use.  Because 
there  is  very  little  that  a physician  can 
do  which  is  fundamental  to  the  real  health 
and  well  being  of  the  citizens,  without  the 
assistance  of  certain  facilities  and  other 
personnel,  no  matter  how  earnest  his  per- 
sonal effort.  The  use  of  hospitals  and 
clinics  with  adequate  diagnostic  and  treat- 
ment facilities  is  indispensable  for  the 
maintenance  of  the  high  standard  of  med- 
ical practice  of  today  as  it  has  been  taught 
to  young  physicians  in  medical  schools; 
this  is  the  main  reason  why  there  has  been 
such  a pronounced  increase  in  the  number 
of  physicians  in  wealthy  urban  centers 
and  in  communities  in  which  hospital  faci- 
lities are  available,  at  the  expense  of  leav- 
ing the  rural  areas  without  adequate  sup- 
plies of  physicians.  Plans  are  already  in 
progress,  and  constructions  have  actually 
been  concluded,  for  providing  small-town 
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and  rural  areas  with  the  facilities  that 
will  permit  the  practice  of  medicine  more 
in  accordance  with  established  principles; 
and  plans  are  afoot  for  the  establishment 
of  an  integrated  system  of  hospitals  at 
local,  district  and  central  levels  which 
should,  in  time,  provide  the  means  for  phy- 
sicians to  progress,  rather  than  retrogress, 
and  the  means  for  providing  adequate  care 
to  a larger  proportion  of  our  population. 
The  training  of  other  personnel  necessary 
to  the  provision  of  such  medical  care  will 
follow  naturally  upon  the  trail  of  the  med- 
ical school;  the  physician  is  the  nucleus 
of  any  medical  care  and  preventive  med- 
icine program  around  which  everything 
else  swirls.  The  training  of  dentists,  more 
nurses  and  laboratory  technicians,  all 
other  personnel,  will  not  have  long  to  wait 
once  the  medical  school  is  afoot.  The  em- 
ployment of  this  additional  personnel,  as 
the  operation  of  all  additional  facilities,  re- 


presents the  need  of  additional  outlay  of 
funds  by  the  Government. 

To  be  sure,  I do  not  know  exactly  what 
financial  resources  are  now  considered  to 
be  available  to  the  Government  of  Puerto 
Rico  for  this  purpose.  We  shall  hear  about 
it  tonight.  But  it  seems  to  me  as  if  it  is 
not  a matter  of  whether  financial  resour- 
ces seem  to  be  available,  but  rather  a mat- 
ter of  there  being  no  alternative  but  to 
make  funds  available,  even  if  it  should  be 
at  the  expense  of  other  services  while  still 
maintaining  a harmonious  balance  of  the 
activities  of  government.  I have  indicated 
in  a very  general  way,  the  lines  along 
which  the  school  should  be  organized,  in 
my  opinion,  and  also  the  aims  and  objec- 
tives that  it  is  to  pursue.  The  school  of 
medicine  is  to  be  part  of  a general  long- 
range  program  every  phase  of  which  is  to 
be  foreseen  and  planned. 
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ENDEAVORS  TO  ESTABLISH  A MEDICAL  SCHOOL  IN  PUERTO  RICO 

0.  COSTA  MANDRY,  M.D.* 


Puerto  Rico  is  a little  island  with  big 
problems.  Among  these,  shortage  of  phy- 
sicians and  inadequate  medical  care  to  the 
underprivileged  have  prevailed  as  a herit- 
age from  early  colonization  days. 

To  remedy  this,  the  government  has 
attempted  on  many  occasions  to  establish 
a Medical  School  to  increase  physicians 
and  raise  quality  of  medical  care. 

The  royal  decree  of  January  30,  1816 
authorized  the  establishment  of  a Medi- 
cal School  which  was  organized  June  17 
at  the  Garrison  hospital,**  by  Drs.  José 
Espaillat  and  José  Maria  Vargas.  Amigdio 
Antique  was  the  first  graduate.  Espaillat 
performed  the  first  autopsy  on  a prisoner 
named  Pedro  Garcia. 

In  1845  the  Governor  General  ordered 
its  discontinuance  establishing  a school  of 
practical  physicians.  Many  believe  the 
school  ceased  due  to  Espaillat’s  death  in 
1844  and  the  departure  of  Dr.  Vargas. 
Following  Espaillat’s  death  Dr.  Francisco 
Garcia  requested  permission  to  train  phy- 
sicians in  the  hospital  which  was  denied  in 
1845. 

Higher  education  was  recognized  in 
Madrid  on  June  7,  1887.  In  1892,  arrange- 
ments were  made  at  the  Ateneo  Puertorri- 
queño for  medical  instruction  in  anatomy, 
obstetrics,  physiology  and  hygiene.  Fa- 
culty members  of  the  University  of  Ha- 
vana were  in  charge  of  final  examina- 
tions. The  government  made  appropria- 


*  Director  of  Laboratories,  Clinica  Pila,  Pouce. 
Former  advisor  to  the  Chancellor  of  the  Uni- 
versity of  Puerto  Rico  on  the  establishment  of 
.School  of  Medicine.  Former  Secretary,  Board  of 
Meedical  Examiners  of  Puerto  Rico  1932-1946. 

**  Now  Rodriguez  General  hospital  of  the  U. 
S.  Army  where  on  December  14,  1941,  a conme- 
morative  plaque  was  unveiled  by  the  P.  R.  Medi- 
cal Association. 


tions  which  stopped  in  1898  due  to  the 
Spanish  American  War. 

In  December  1922  a Porto  Rican  com- 
mission attended  dinner  at  Columbia  Uni- 
versity Club,  where  the  absence  of  a med- 
ical school  in  Puerto  Rico  was  discussed. 
On  the  commission’s  return  to  Puerto  Ri- 
co, attention  to  the  lack  of  a school  was 
called  to  Governor  Towner  and  in- 
fluential men  in  civil  and  political  life. 
Interest  aroused.  Senate  bill  52  was  pas- 
sed on  May  1923  “to  authorize  any  of  the 
large  Universities  of  the  United  States  to 
establish  a branch  of  its  college  of  Medi- 
cine in  the  University  of  P.  R.  and  to 
create  a commission  to  submit  a plan  of 
organization  to  be  established  for  such 
purpose”.  Funds  were  appropriated  and  a 
commission  appointed  to  undertake  nego- 
tiations. 

Columbia  University  became  interested 
and  appointed  a committee  which  recom- 
mended “that  the  plan  for  establishing 
courses  of  advanced  instruction  and  re- 
search in  tropical  medicine  under  the  De- 
partment of  University  Extension,  as  out- 
lined in  the  report  of  the  Committee  on 
Education  submitted  December  3,  1923  be 
approved”. 

The  school  of  Tropical  Medicine  was 
established  in  place  of  a School  of  Medi- 
cine. 

In  1934  a bill  was  presented  in  the 
senate  to  establish  a Medical  School.  Com- 
mittee hearings  were  held.  Lack  of  funds 
prevented  the  bill  from  progressing. 

Upon  appointment  as  Chancellor  of 
the  University  in  1942,  one  of  Mr.  Jaime 
Benitez  first  undertakings  was  the  pos- 
sibility of  establishing  a Medical  School, 

On  March  30,  1943  he  appointed  Drs. 
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Ramón  M.  Suárez,  M,  de  la  Pila  and  0. 
Costa  Mandy  to  study  the  problem. 

On  August  24,  1943  a report  was  sub- 
mitted recommending  that:  . , . 

1 —  A class  A medical  school  can  and 
should  be  established  as  a college  of  the 
University. 

2 —  No  consideration  or  thought  should 
be  given  to  a school  of  low  classification 
and  doubtful  reputation. 

On  April  3,  1944  the  Superior  Educa- 
tional council  voted  an  appropriation  with 
instructions  to  the  Chancellor  for  a study 
on  the  School  of  Medicine. 

On  April  15,  1944  the  Legislature  pas- 
sed a bill  which  was  signed  by  the  Gover- 
nor, appropriating  $500,000.00  for  a Medi- 
cal School. 

On  May  16,  1944,  Chancellor  Benitez 
appointed  Dr.  0.  Costa  Mandry,  special 
advisor  on  the  proposed  Medical  School 
with  instruction  to  depart  for  the  U.  S. ; 
become  acquainted  with  the  administration 
of  medical  colleges  and  make  recommenda- 
tions to  serve  as  a basis  for  consideration 
in  the  proposed  establishment  of  a Medi- 
cal School.  During  his  trip  he  attended  a 
meeting  of  the  Council,  conferred  with  of- 
ficials of  the  American  Medical  Associa- 
tion and  the  Association  of  American  Med- 
ical Colleges ; visited  14  accredited  medical 
schools  and  16  hospitals,  and  interviewed 
12  deans  and  38  professors  of  Medical  Col- 
leges, two  University  Presidents,  14  lead- 
ers in  Medical  education,  20  government 
officials,  6 leaders  in  nursing  education 
and  16  others  interested  in  medical  educa- 
tion. 

A detailed  report  was  submitted  to  the 
Chancellor  on  November  15,  1944,  The  re- 
port was  sent  for  comments  to  prominent 
medical  educators,  being  favorably  com- 
mented by  the  majority,  including  Drs. 
Weiakotten,  Johnson,  Zapffc,  Lambert, 
Parran,  Sigerist,  Baehr,  and  Watson. 


The  condensed  recommendations  follow : 

An  accredited  medical  school  can  be 
establish  as  a part  of  the  University  of 
Puerto  Rico  and  conditions  justify  its 
establishment. 

The  government  is  willing  and  able  to 
finance  it. 

The  school  should  be  establish  in  con- 
sonance with  the  minimum  requirements 
of  the  Council. 

Admissions  should  be  restricted  to  faci- 
lities available  and  placed  in  charge  of  a 
committee  free  of  pressure  groups. 

The  planned  Metropolitan  hospital 
should  become  the  teaching  hospital  of 
the  School. 

The  Medical  school  should  be  looked 
upon  as  the  nucleus  which  together  with 
other  medical,  research  or  teaching  institu- 
tions might  form  the  basis  for  a medical 
center  that  will  facilitate  undergraduate 
and  graduate  education  in  the  Caribbean 
area. 

Among  arguments  favoring  a medical 
school  as  a prominent  factor  to  improve 
medical  care  are  the  following ; more  pres- 
sing at  the  beginning  of  1948. 

Over  70%  of  the  death  toll  of  the  is- 
land do  not  see  a physician  at  their  last 
illness. 

Understaffing  of  government  and 
many  private  hospitals  due  to  shortage 
of  physicians. 

Lack  of  specialists  to  render  services 
in  the  towns  of  the  island  and  in  many 
hospitals. 

Many  vacant  positions  in  the  Health 
Department  for  lack  of  physicians. 

Seven  hundred  and  twenty  seven  phy- 
sicians to  care  for  a population  of  2,113,- 
059  a rate  of  2906  inhabitants  per  physi- 
cian, Concentration  of  physicians  in  the 
larger  towns;  San  Juan  with  277  (38.1%) 
a rate  of  804 ; the  next  four  largest  towns 
with  194  (25.6%)  making  471  in  (63.7%) 
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in  the  five  largest  towns.  If  the  ten  more 
important  towns  are  eliminated  there  re- 
mains 60  towns  for  163  physicians 
(22.4%)  to  serve  1,219,033,  inhabitants 
a rate  of  7,478  inhabitants  per  physician. 
There  are  seven  towns  with  a population 
of  77,153  with  no  physician. 

One  of  the  objetions  raised  was  that  a 
scholarship  system  would  be  more  eco- 
nomical and  feasible.  To  the  data  pre- 
sented against  this  and  in  favor  of  a 
school  may  be  added  the  following: 

The  Government  scholarship  system 
began  in  1937,  gained  momentum  after 
1942  reaching  its  peak  in  1948.  If  it  is 
maintained  as  at  present  it  will  add  about 
25  more  annual  physicians  to  the  20.3  from 
1936  to  1941.  This  is  not  a sufficient  in- 
crease in  physicians.  While  in  the  U.  S.  the 
rates  for  1937,  1947  and  estimated  for 
1960  are  respectivily  800,  760  and  700,  in 
Puerto  Rico  they  are  3,797, 2,906  and  1,889. 
The  average  influx  of  physicians  has  been 
as  follows: 


1807-1847  12.2 

1847-1898  7.0 

1899-1910  6.2 

1911-1935  17.1 

1936-1941  20.3 

1942-1947  36.6 

1948-1950  45  (estimated) 


The  annual  number  of  45  if  maintained, 
about  covers  1,500  inhabitants  per  physi- 
cian (considered  minimum  for  adequate 
service  in  the  US)  for  the  natural  popu- 
lation growth,  provided  both  physicians 
and  population  increase  during  1947 
would  remain  stationary.  It  is  interesting 
to  compare  the  rate  of  freshmen  medical 
students  per  100,000  population  in  states 
with  no  medical  school  during  1946-1947 
— Maine  2.2,  Rhode  Island  5.3  average  3.5, 


with  Puerto  Rico,  2.1  estimated  on  figures 
of  all  medical  students  during  1948,  1949 
and  1950.  In  states  with  medical  schools 
rates  vary  from  2.9  in  Alabama  to  9 in  Ver- 
mont an  average  of  5.2. 

On  July  28,  1944  the  Planning  board 
held  a public  hearing  to  consider  the  local- 
ization of  the  proposed  school.  As  a re- 
sult of  this  on  August  2,  1944,  a meeting 
of  the  citizens  of  Ponce  was  called  by 
mayor  Grillasen  to  promote  the  establish- 
ment of  the  school  in  that  city.  A commit- 
tee was  formed  to  this  effect.  In  the 
general  assembly  of  the  Popular  Democra- 
tic party  held  in  Ponce  during  September 
1944,  the  establishment  of  a medical  school 
in  Ponce  was  included  among  the  party’s 
policies. 

In  April  1945  the  Legislature  approved 
a bill  with  an  appropriation  of  $400,000.00 
for  the  establishment  of  a medical  school 
in  Ponce  but  Governor  Tugwell  vetoed  it. 

Later  in  1945  Chancellor  Benitez  re- 
quested the  Council  to  send  a representa- 
tive to  Puerto  Rico  and  report  on  whether 
a school  should  be  established,  and  if  so, 
when,  how,  and  where. 

On  September  1945  Dr.  Victor  John- 
son spent  three  weeks  in  the  island  and 
submitted  a report  on  Medical  care  in 
Puerto  Rico.  A survey  with  special  ref- 
erence to  the  proposed  establishment  of 
a medical  school  was  made. 

Briefly  summarized  Johnson’s  conclu- 
sions and  recommendations  follow: 

Medical  care  in  P.  R.  would  be  im- 
proved by  a high  quality  school  making 
more  physicians  available  and  elevating 
quality  of  service  rendered. 

A school  of  high  quality  can  be  estab- 
lish only  if  P.  R.  is  able  and  willing  to 
carry  out  and  abide  by  a series  of  essen- 
tial requisites. 

The  island  must  consider  if  its  eco- 
nomy can  stand  twice  as  many  doctors. 
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The  University  must  accomplish  cer- 
tain preliminary  essentials. 

There  are  defects  in  the  island  hos- 
pitals that  must  be  corrected. 

The  problem  of  distribution  of  physi- 
cians and  medical  care  in  the  island  are 
acute  and  must  be  solved  independently 
of  the  establishment  of  a school. 

Early  in  1948  the  Government  gave 
consideration  to  establish  a medical  school 
in  connectiion  with  the  Paderewski  Polish 
Foundation.  The  Medical  Association  op- 
posed this  until  reliable  information  re- 
garding the  group  was  obtained.  A general 
assembly  of  the  Association  on  April  18, 
1948  considered  the  matter  and  approved 
the  following  resolution: 

To  reafirm  itself  in  recommending  and 
I backing  the  establishment  of  a medical 
I school  — that  would  fulfill  the  minimum 
requirements  of  the  Council  on  Medical 
Education  — as  approved  in  its  previous 
resolutions  of  1942,  1944  and  1945. 

To  authorize  the  President  of  the  As- 
sociation to  appoint  a permanent  commit- 
1 tee  of  five  members  to  offer  its  services 
as  consultant  to  governmental  entities  in 
I the  planning  and  establishment  of  a med- 
ical school. 

On  May  13,  1948  the  following  com- 
' mittee  was  appointed  and  governor  Pi- 
i ñero  advised  of  such  action. 

Dr.  0.  Costa  Mandry,  Chairman 
1 Dr.  M.  Guzmán  Rodríguez 
Dr.  Ramón  J.  Sifre 
Dr,  Juan  J.  Nogueras 
I Dr.  N.  Quiñones  Jiménez 

During  September  1948,  Chancellor  Be- 
nitez submitted  all  information  regarding 


the  Polish  enterprise  to  Dr,  H.  E.  Brown 
of  Columbia  University,  who  reported 
against  such  an  adventure  on  the  part  of 
the  University.  During  the  Polish  contro- 
versy Dr,  Guillermo  Arbona  was  commis- 
sioned to  survey  facilities  for  a medical 
school  at  the  School  of  Tropical  Medicine, 
reporting  to  the  Director  of  that  institu- 
tion. 

On  November  19,  1948,  there  appear- 
ed in  the  daily  press  Chancellor  Benitez 
statement  before  the  Planning  board  to 
the  effect  that  studies  were  on  hand  to- 
wards the  possibility  of  opening  a Medi- 
cal School  within  a year,  utilizing  present 
facilities  at  the  School  of  Tropical  Medi- 
cine. 

On  November  the  30,  there  appeared 
in  the  daily  newspaper  El  Mundo,  a picture 
of  Mr.  Arthur  Bliss  Lane,  chairman  of  the 
Paderewski  Foundation  and  former  US 
Ambassador  to  Poland  with  the  information 
that  he  had  arrived  in  Puerto  Rico  to  ulti- 
mate conversations  on  the  matter  of  the 
hospital  and  medical  school. 

Such  in  brief  are  the  endeavors  of  the 
Government  of  Puerto  Rico  towards  the 
establishment  of  a very  much  needed 
School  of  Medicine. 

Once  more  we  stand  at  the  cross- 
roads. Will  pressure  groups  succeed  again 
in  blocking  the  road  that  leads  to  the  co- 
veted goal,  or  will  we  surmount  obstacles 
that  prevent  success  and  establish  a Med- 
ical School  in  our  University?  Time  alone 
will  tell  the  final  fate  of  the  so  much 
debated  School  of  Medicine  of  the  Univer- 
sity of  Puerto  Rico. 


I 
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PRESENT  FACILITIES 

GUILLERMO  ARBONA,  M.D.* 


My  discussion  will  be  on  our  Potential 
Facilities  and  Resources  rather  than  on 
Present  Facilities.  The  necessity  of  this 
change  in  the  title  of  my  topic  is,  I think, 
obvious. 

In  preparing  this  paper  I have  taken 
for  granted  that  Puerto  Rico  wants  a med- 
ical school,  and  more  important,  that 
Puerto  Rico  needs  a good  medical  school. 
To  me  a good  medical  school  for  Puerto 
Rico  would  be  one  in  which  physicians 
are  adequately  trained,  for  universal  as 
well  as  local  practice  as  Dr.  Pons  has 
stated,  and  one  that  would  exert  a signi- 
ficant influence  in  raising  and  maintaining 
at  a high  level  the  standards  of  medical 
practice.  From  the  experience  of  medical 
educators  in  the  United  States  and  Canada 
we  learn  that  to  fulfill  these  objectives  a 
medical  school  has  to  meet  certain  mini- 
mum standards  in  several  phases  of  its 
organization  and  operation.  It  is  under- 
stood that  a school  that  just  meets  mini- 
mal standards  in  all  phases  would  not  be 
a good  school.  It  may  just  meet  minimal 
standards  in  some  one  phase  of  its  organ- 
ization or  operation  but  most  of  the  mini- 
mal standards  it  has  to  surpass,  if  it  is  to 
be  a good  school.  The  standards  to  be  met 
by  medical  schools  in  the  United  States 
and  Canada  as  you  all  know  have  been  set 
as  “requirements  for  accreditation  or  ac- 
ceptance” by  the  Council  of  Medical  Edu- 
cation and  Hospitals  of  the  American  Med- 
ical Association. 

AT  THE  UNIVERSITY  OF  PUERTO  RICO 

Time  limitations  forbid  me  to  disgress 
further.  I would  like  to  discuss  first  the 

* Director,  School  of  Public  Health  of  the 
School  of  Tropical  Medicine,  San  Juan,  P.  R. 


potential  facilities  at  the  University  of 
Puerto  Rico. 

For  many  years  the  University  of 
Puerto  Rico  has  been  preparing  students 
to  enter  medical  schools.  From  the  expe- 
rience of  Puerto  Rican  students  that  have 
entered  medical  school  after  approving 
their  premedical  work  at  the  University  it 
may  be  said  that  the  University  has  been 
successful  in  its  endeavor.  No  doubt  im- 
provements can  be  made  in  the  University 
preparatory  courses,  but  as  they  are  at 
present,  they  are  satisfactory. 

The  College  of  Natural  Sciences  of  the 
University  of  Puerto  Rico  has  a faculty 
consisting  of  twenty-seven  professors,  as- 
sociate professors  and  assistant  professors, 
plus  twenty-eight  instructors.  Of  these, 
some  could  be  recruited  for  the  faculty  of 
the  medical  school.  As  Dr.  Costa  has  men- 
tioned a number  of  persons  have  received 
university  scholarships  to  pursue  studies 
in  the  basic  medical  sciences  and  at  least 
four  such  persons  have  received  training 
so  far. 

In  the  College  of  Natural  Sciences  of 
the  University  of  Puerto  Rico  efforts  are 
being  made  towards  the  creation  of  a gra- 
duate school.  Such  a graduate  school  at 
the  University  of  Puerto  Rico  would  en- 
hance the  opportunities  for  research  of  a 
medical  school  if  close  collaboration  is  es- 
tablished. 

Most  of  the  potential  resources  needed 
to  establish  a medical  school  within  the 
University  of  Puerto  Rico  are  now  to  be 
found  in  the  School  of  Tropical  Medicine. 
The  School  of  Tropical  Medicine  has  well 
developed  Departments  of  Bacteriology, 
Chemistry  and  Nutrition,  Pathology  and 
Parasitology.  In  these  departments  there 
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are  ten  persons  of  assistant  and  associate 
professorial  and  professorial  ranks,  em- 
ployed on  a full  time  basis,  in  addition  to 
eleven  associates  and  instructors.  With 
some  strengthening,  perhaps,  these  depart- 
ments could  be  entrusted  with  the  teach- 
ing of  Bacteriology,  Biochemistry,  Patho- 
logy and  Parasitology  of  a calibre  suit- 
able to  a medical  school.  The  present  fa- 
culties of  these  departments,  besides  hav- 
i ing  teaching  experience,  are  and  have  been 
actively  engaged  in  medical  research.  I 
; have  often  thought  that  if  Departments  of 
Anatomy  (including  Microscopic  Anatomy, 
Embryology  and  Neuro-anatomy)  Phy- 
I siology  and  Pharmacology  were  organized 
I in  the  School  of  Tropical  Medicine,  then 
' most  of  the  first  two  years  of  the  medi- 
I cal  curriculum  would  be  accounted  for. 
i This  must  be  fully  considered  before  re- 
' cruiting  a faculty  for  the  medical  school. 

, The  School  of  Tropical  Medicine  has 
1 also  organized  Departments  in  Derma- 
I tology  and  Tropical  Mycology,  Medicine 
and  Public  Health  with  eight  persons  of 
' professorial,  associate  professorial  and 
I assistant  professorial  ranks  and  seven  as- 
I sociates  or  instructors  under  full  time  em- 
I ployment  which  could  be  considered  as 
: potential  resources  when  we  start  think- 
t ing  of  the  clinical  subjects  of  the  junior 
i and  senior  medical  years. 

Other  potential  resources  in  the  School 
of  Tropical  Medicine  which  must  be  given 
consideration  are  its  medical  library,  the 
richest  perhaps  in  this  area,  with  over 
14,000  bound  volumes,  over  1,000  unbound 
I volumes  and  receiving  483  periodicals;  a 
i 65  bed  research  hospital  with  a large  out- 
I patient  department  (over  10,000  admis- 
I sions  a year) ; the  only  blood  bank  in  the 
• island ; appropriate  quarters  for  laboratory 
I animals;  a new  building  to  house  the  De- 
, partment  of  Hygiene  of  the  School,  with 
i ample  classrooms  and  laboratory  facilities 


for  public  health  courses.  I may  add  fur- 
ther that  it  has  a total  annual  budget  of 
over  $500,000  of  which  $300,000  are  spent 
by  the  School  itself  and  $200,000  by  the 
hospital  and  blood  bank.  Last  but  not  least 
there  is  a history  of  twenty-two  years  of 
active  medical  research,  its  alumni  are  now 
to  be  found  practically  the  world  around 
and  it  is  steeped  in  tradition,  all  which 
makes  one  think  that  if  we  need  a med- 
ical school  why  not  expand  our  School  of 
Tropical  Medicine  to  a School  of  Medicine 
in  the  Tropics. 

INSULAR  HEALTH  DEPARTMENT 

In  our  Insular  Health  Department  we 
also  have  facilities  or  resources  of  inesti- 
mable value.  The  Insular  Health  Depart- 
ment is  carrying  out  a Hospital  Construct- 
ion Program  and  its  plans  call  for  the 
construction  of  a Metropolitan  General 
Hospital  which  could  be  operated  as  the 
medical  school’s  hospital,  its  other  general 
and  special  hospitals  (Tuberculosis,  Men- 
tal, Leprosy),  could  be  made  use  of  by  the 
medical  school.  The  facilities  of  the  In- 
sular Health  Department  would  be  also 
available  for  training  in  public  health. 

OTHER  HOSPITAL  FACILITIES 

Further  hospital  facilities,  if  needed, 
are  available  in  the  San  Juan  City  Hospital 
recently  added  to  the  approved  lists  of 
the  American  Medical  Association,  and  in 
private  non  profit  hospitals  of  the  island. 

PHYSICIANS  IN  PUERTO  RICO 

There  are  approximately  852  physi- 
cians in  Puerto  Rico  of  which  over  65 
are  graduates  of  acceptable  medical  schools 
On  the  basis  of  the  strict  requirements  set 
by  our  specialty  boards  about  75%  of  our 
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physicians  are  classified  as  specialists  and 
of  these  35  are  diplomates  of  the  different 
specialty  boards.  Amongst  the  852  physi- 
cians of  Puerto  Rico  will  have  to  be  select- 
ed a major  portion  of  the  clinical  faculty 
of  the  school  and  we  are  indeed  fortunate 
in  having  a fairly  large  and  well  prepared 
group  from  which  to  select. 

PUBLIC  SUPPORT 

The  people  of  Puerto  Rico  through  the 
press,  the  radio  and  other  means  of  pub- 
lic expression  have  been  demanding  the 
establishment  of  a medical  school  in  the 
island.  This  demand  arises  from  the  un- 
derstanding by  our  people,  and  rightly  so, 
that  a medical  school  will  improve  medi- 
cal care  services.  This  attitude  of  our 
people  can  be  channeled,  I have  no  doubts, 
in  the  right  direction,  to  constitute  a 
guarantee  that  our  medical  school,  if  one 
is  established,  will  be  a good  one. 

THE  GOVERNMENT  AND  THE  MEDICAL 
SCHOOL 

Governmental  officials  with  Governor 
Piñero  as  chief  spokesman  have  many 
times  described  the  urgent  need  of  Puer- 
to Rico  for  a medical  school  of  its  own. 
The  Insular  Legislature  has  approved  laws 
in  this  direction  and  the  University  of 
Puerto  Rico  has  been  studying  the  possi- 
bilities for  sometime.  I do  not  think  there 
is  doubt  in  anybody’s  mind  that  the  go- 
vernment of  Puerto  Rico  is  conscious  of  the 
need  for  a medical  school  and  is  laboring 
towards  its  establishment. 

THE  PUERTO  RICO  MEDICAL  ASSOCIATION 
AND  THE  PHYSICIANS  OF  PUERTO  RICO 

The  Puerto  Rico  Medical  Association 
has  signified  itself  at  least  on  two  occa- 
sions as  favoring  the  establishment  of  a 
medical  school  in  Puerto  Rico.  It  appears 
to  me  logical  to  expect  the  Association  to 
assume  leadership  in  the  undertaking,  but 


contrarywise  the  Association  has  been 
facing  the  problem  in  a passive,  lukewarm 
fashion.  The  reasons  for  this  attitude,  I 
think,  can  be  summarized  thusly; 

1 —  Some  physicians  fear  the  govern- 
ment of  Puerto  Rico  can  not  properly 
finance  the  school. 

2 —  Some  physicians  fear  politics  and 
politicians  will  interfere  and  prevent  the 
proper  functioning  of  the  school. 

3 —  Some  physicians  fear  the  school 
will  become  a “diploma  bill”. 

4 —  Some  physicians  fear  that  an  in- 
crease in  the  number  of  physicians  in 
Puerto  Rico  will  lower  their  economic 
standards. 

5 —  Some  physicians  fear  to  much  pro- 
fessional competition. 

I wish  time  would  permit  further  dis- 
cussion of  this  matter  for  I believe  that 
if  Puerto  Rico  is  going  to  have  its  own 
medical  school,  and  I earnestly  believe 
Puerto  Rico  needs  a good  medical  school, 
the  project  must  have  the  wholehearted 
support  of  the  physicians  of  Puerto  Rico. 
Fears  must  not  stand  in  our  way.  In  this 
Democracy  which  we  are  privileged  to 
enjoy,  groups  like  the  Medical  Associa- 
tion should  do  everything  possible  to  in- 
sure that  official  governmental  agencies 
function  efficiently  and  to  the  best  in- 
terests of  everyone  concerned. 

To  summarize:  By  no  means  would  I 
say  that  Puerto  Rico  has  all  the  facilities 
needed,  but  Puerto  Rico  has  wealth  in  fa- 
cilities and  resources  that  could  be  used  in 
the  establishment  of  a medical  school. 
Potential  facilities  and  resources  exist  at 
the  University  of  Puerto  Rico,  at  the  In- 
sular Health  Department  and  among  mem- 
bers of  our  medical  profession.  Public  sup- 
port is  strong.  Official  governmental 
agencies  are  eager,  and  the  medical  pro- 
fession favors  the  establishment  of  the 
medical  school.  Such  are  our  assets. 
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OTHER  SOLUTIONS  TO  THE  PROBLEM 

ENRIQUE  KOPPISCH,  M.  D.* 


Certain  sectors  of  public  opinion  have 
taken  the  view,  as  regards  the  difficulties 
of  providing  adequate  medical  attention  to 
the  indigent  in  Puerto  Rico,  that  the  pro- 
blem is  mainly,  if  not  exclusively,  due  to 
a great  lack  of  physicians,  and  that  its 
most  adequate  solution  lies  in  establishing 
a school  of  medicine. 

Tonight  I should  like  to  discuss  a some- 
what different  point  of  view,  which  is, 
that  to  try  to  solve  the  problem  by  a sim- 
ple increase  in  the  number  of  physicians 
is  fraught  with  grave  dangers  to  the  pro- 
fession, and  to  the  people,  by  a deteriora- 
tion of  present  high  standards  of  practice, 
and  that  a local  school  of  medicine  would 
be  an  unnecessary  economic  burden  and 
not  the  ideal  way  of  solving  the  problem. 

There  can  be  no  gainsaying  the  bare 
fact  that  the  total  number  of  physicians 
on  this  island  is  not  sufficient  to  meet  the 
demands  of  the  population.  It  is  well- 
known,  for  example,  that  most  hospitals 
have  less  than  the  needed  quota  of  pro- 
fessional personnel,  and  that  plans  for 
such  new  hospitals,  sanatoria  and  public 
health  centers  as  are  urgently  needed,  are 
being  handicapped  by  that  lack. 

While  this  is  admittedly  true,  it  is  not 
sufficiently  emphasized,  however,  that 
there  exists  an  equally  great  lack  of  nur- 
ses, laboratory  and  technical  assistants, 
medical  secretaries,  equipment,  hospitals 
and  sanatoria,  as  well  as  of  an  efficient  or- 
ganization. 

Statistics  showing  the  proportion  of 
physicians  to  the  general  population  are 
often  cited,  but  invariably  reference  is 
made  to  the  more  advanced  and  wealthy 


* From  the  Department  of  Pathology,  School 
of  Tropical  Medicine,  San  Juan,  P.  R. 


industrial  nations,  forgetting  that  no 
country  can  aim  higher  than  its  own  re- 
sources will  permit. 

The  following  is  a list  that  includes 
the  United  States  and  ten  countries  of  oc- 
cidental Europe,  compiled  by  Diehl  in 
1944,  and  giving  the  ratio  of  physicians 


to  population: 

U.  S 1:750 

Austria  1 :880 

Switzerland 1:1,250 

Denmark 1:1,430 

England  and  Wales  — 1:1,490 

Germany 1:1,560 

France 1:1,690 

Norway 1:1,760 

Holland  1:1,820 

Belgium 1:1,860 

Sweden 1 :2,890 


The  situation  in  the  agrarian  countries, 
on  the  other  hand,  is  for  the  most  part 
very  different.  Thus,  in  Brazil  the  ratio 
is  1:2,780,  but  60.4  per  cent  of  the  phy- 
sicians are  concentrated  in  the  20  largest 
cities,  while  in  many  regions  there  is  less 
than  one  physician  to  10,000  of  the  popu- 
lation. The  situation  is  worse  in  Egypt 
and  India,  and  in  most  of  the  tropical 
areas  of  the  world,  despite  the  fact  that 
many  of  those  countries  have  had  their 
own  schools  of  medicine  for  many  years. 

All  of  which  means  that  the  number 
of  physicians,  and  their  distribution  with- 
in a given  country,  obey  certain  laws, 
mainly  economics,  that  are  not  easy  to 
circunvent.  Cuba,  for  example,  merits  close 
study  from  this  point  of  view,  for  it  re- 
presents one  of  the  few  agrarian  countries 
having  long  had  a school  of  medicine,  and 
having  a ratio  better  than  that  of  many  of 
the  highly  industrialized  nations.  Cuba  has 
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a population  of  5,118,667,  with  a total  of 
5,200  physicians,  so  that  the  ratio  is  1:984, 
However,  the  six  most  important  cities, 
which  are  the  respective  seats  of  provin- 
cial government,  have  a population  of 
1,318,403,  and  3,592  physicians  are  there- 
in established.  Thus,  69%  of  the  physi- 
cians is  concentrated  in  the  six  most  im- 
portant cities,  particularly  in  Havana 
(with  58%),  leaving  only  1,608  physicians 
for  the  remainder  of  the  island,  with  a po- 
pulation of  3,800,264,  and  a ratio  of 
1:2,363.  The  large  number  of  physicians 
has  in  no  way  solved  the  problem  for  the 
peasant,  conditions  in  the  country  being 
exactly  what  they  are  here.  On  the  other 
hand,  standards  of  medical  practice,  par- 
ticularly in  the  towns,  are  very  bad. 

The  difficulties  in  Puerto  Rico  are  ob- 
viously the  result,  primarily,  not  of  the 
lack  of  a medical  school,  and  of  a relative 
lack  of  physicians,  but  of  the  poverty  of 
the  island,  and  of  the  low  general  level 
of  education  of  most  of  its  inhabitants. 
The  more  important  immediate  factors  in- 
volved are  the  following:  (a)  Incomplete 
and  inadequate  enforcement  and  applica- 
tion of  preventive  medicine;  (b)  inade- 
quate facilities  for  diagnosis  and  treat- 
ment; (c)  lack  of  institutions  for  segre- 
gation and  hospitalization;  (d)  unsatis- 
factory distribution  of  physicians ; (e)  the 
peculiar  topography  of  the  island,  (f)  an 
extremely  inefficient  municipal  system 
of  so-called  public  beneficence,  and  (g)  an 
insufficient  number  of  physicians. 

1 — Preventive  medicine : 

As  said  before,  the  whole  medical  pro- 
blem of  Puerto  Rico  hinges  on  two  main 
factors:  poverty  and  a low  general  level 
of  education.  Eighty  per  cent  of  the  popu- 
lation is  totally  poor,  and  an  additional 
10  per  cent  is  almost  so.  This  has  created 


health  conditions  that  could  only  be  ame- 
liorated by  a global  attack,  with  emphasis 
on  measures  of  preventive  medicine  and 
on  intensive  education  of  the  masses  on 
the  practical  application  of  the  rules  of 
hygiene. 

To  lay  emphasis  mainly  on  the  number 
of  physicians  amounts  to  upholding  the 
type  of  practice  to  which  no  less  an  author- 
ity than  Dr.  Ray  Lyman  Wilbur  has  re- 
ferred to  when  he  said:  “Medicine  based 
on  pills  and  potions  is  becoming  obsolete.” 

The  main  cause  of  death  in  Puerto  Ri- 
co is  the  diarrhea  and  enteritis  of  children, 
which  etiologically  is  a motley  of  diseases, 
but  which  is  well  known  throughout  the 
world  to  be  the  result  of  poverty,  with  its 
invariable  accompaniment  of  impure  water 
supplies,  improper  disposal  of  human  ex- 
creta, large  numbers  of  flies,  malnutrition, 
and  poor  hygiene.  This  condition  is  much 
better  prevented  than  cured. 

Tuberculosis  is  the  second  cause  of 
death  here.  With  the  number  of  physi- 
cians and  the  facilities  for  diagnosis  of 
this  condition  as  are  already  available,  the 
whole  population  of  Puerto  Rico  could  be 
screened  in  a matter  of  months.  And  yet, 
this  would  not  be  conducive  to  practical 
results,  for  there  are  not  enough  institu- 
tions in  which  to  isolate  and  treat  the  ac- 
tive cases,  nor  is  it  clear  what  would  hap- 
pen to  many  of  the  poor  families  while 
the  member  on  whose  support  they  de- 
pend was  hospitalized. 

Some  of  the  helminthic  conditions  are 
very  important  as  a morbidity  factor,  and 
represent  a great  waste  of  time,  effort  and 
money  on  the  part  of  physicians  and  the 
community.  Handling  them  by  the  “pill 
and  potion  method”  is  like  pouring  water 
into  a basket,  because  reinfection  after 
cure  is  inevitable  under  present  circum- 
stances. 
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2 —  Inadequate  facilities  for  diagnosis 

and  treatment. 

In  the  small  towns  of  the  interior  (and 
conditions  are  not  fundamentally  different 
in  the  large  towns,  either),  patients  gath- 
er at  a certain  time  in  front  of  the  doc- 
tor’s office.  A few,  the  more  gravely  or 
acutely  ill,  are  brought  down  from  the  hills 
in  hammocks  tied  to  a sturdy  pole.  These 
are  generally  examined  first.  In  but  few 
places  is  it  possible  to  carry  out  a thorough 
physical  examination,  or  to  do  blood  counts 
and  fluoroscopic  or  radiographic  examina- 
tions, or  to  carry  out  bacteriologic  deter- 
minations, nor  is  there  always  a hospital, 
or  room  available  in  the  local  hospital, 
wherein  the  patient  may  be  observed 
during  a day  or  two.  Consequently,  after 
a necessarily  cursory  examination,  the 
decision  must  be  taken  as  to  whether  to 
send  the  patient  back  home,  or  to  a Dis- 
trict Hospital.  It  must  here  be  noted  that, 
since  the  district  hospitals  were  all  con- 
structed in  the  northern  and  eastern  parts 
of  the  island,  the  southern  and  western 
were  left  to  shift  along  as  best  they  could. 

At  present,  medicines  are  frequently 
unavailable  even  in  district  hospitals,  to 
say  nothing  of  the  small  municipal  phar- 
macies. Important  supplies,  such  as  mor- 
phine, x-ray  plates,  surgical  gloves,  and 
paraffin  for  the  embedding  and  section- 
ing of  tissues,  have  been  lacking  for  days, 
in  the  larger  hospitals  for  the  poor. 

The  lack  of  public  health  centers  to 
serve  as  clearing  stations  for  diagnosis, 
first-aid  and  final  disposition  of  cases, 
particularly  in  the  smaller  towns,  cannot 
be  sufficiently  emphasized. 

3 —  Lack  of  hospitalarian  institutions: 

Because  of  general  agreement  on  this 
point,  it  will  only  be  mentioned.  We  here 
refer  mainly  to  general  hospitals,  hospi- 
tals for  the  insane  and  sanatoria.  The 


magnitude  of  this  part  of  the  problem  is 
almost  staggering. 

4 —  Unsatisfactory  distribution  of 

physicians: 

There  is  in  Puerto  Rico  a total  of  735 
physicians  for  a population  of  2,200,000, 
the  ratio  thus  being  as  1:3,000,  which  is 
close  to  that  obtained  in  far  wealthier 
countries,  such  as  Sweden  and  Brazil,  but 
403  of  these,  or  55  per  cent,  are  concen- 
trated in  San  Juan,  Rio  Piedras  and  Ba- 
yamón,  with  a population  of  363,000  and 
a ratio  of  1:900.  It  must  here  be  noted 
that,  despite  the  proportionately  large 
number  of  physicians,  the  care  of  the  in- 
digent in  the  so-called  metropolitan  zone  is 
far  from  satisfactory.  The  10  most  im- 
portant towns  of  this  island  are  the  three 
above  mentioned  and  Ponce,  Mayagüez, 
Arecibo,  Aguadilla,  Caguas,  Guayama  and 
Humacao.  They  have  570  physicians  and 
a total  of  about  815,000  inhabitants,  the 
ratio  thus  being  1:1,929.  The  remaining 
67  towns,  and  all  of  the  country,  repre- 
senting a population  of  1,385,000,  de- 
pend on  165  physicians,  the  ratio  for  that 
sector  being  1:8,393,  and  in  certain  parts 
of  it  less  than  1:10,000. 

5 —  The  topography  of  the  island: 

This  is  characterized  by  a narrow  coast- 
al plain  and  a relatively  rugged  interior. 
Wealth  has  been  concentrating  in  coastal 
towns,  and  the  agricultural  interior  has 
become  more  and  more  impoverished.  A 
good  part  of  the  population  has  been 
leaving  the  interior  for  the  towns,  and 
the  physicians  have  acted  accordingly. 
These  conditions,  together  with  the  lack 
of  organization,  make  the  practice  of  medi- 
cine in  the  country  and  in  the  smaller 
towns  most  unsatisfactory,  mainly  be- 
cause of  an  absence  of  even  the  most 
rudimentary  facilities.  Most  medical  exa- 
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minations  are  cursory  inspections  follow- 
ed by  prescription  by  symptoms. 

Under  such  circumstances,  it  is  folly 
to  think  of  the  physician  going  to  the 
patient  in  the  hilly  interior,  for  pi-actical- 
ly  the  whole  day  would  be  spent  on  one 
or  two  cases.  Except  for  certain  emergen- 
cies, medical  assistance  to  country-folk 
is  much  more  satisfactory  if  the  patient 
is  brought  to  the  physician  in  strategical- 
ly situated  places. 

6 —  Public  beneficence: 

This  is  in  an  utterly  disorganized  and 
chaotic  state.  Each  town  has  its  own  “sys- 
tem”, which  depends  on  the  views  of  the 
mayor  and  a few  others  whose  primary 
interests  cannot  be  expected  to  be  medi- 
cal. There  is  no  pooling  of  resources,  no 
fluidity  of  service,  no  centralization  of 
the  acquisition  and  distribution  of  drug 
and  instruments,  and  no  concerted  plan- 
ning. 

7 —  Insufficient  number  of  physicians: 

While  it  is  true  that  more  well-trained 
physicians  could  be  used  to  great  advant- 
age, and  are  urgently  needed,  no  one  can 
say  the  yearly  increment  that  could  be 
absorbed  by  the  island’s  economy. 

It  would  be  too  lengthy  to  give  the 
reasons,  but  it  probably  would  be  unwise 
to  aim  at  more  than  40  or  50,  a figure  on 
which  most  of  those  interested  in  the  mat- 
ter have  come  to  agree.  Certain  it  is  that 
once  the  balance  between  their  number 
and  their  income  were  broken,  a deterio- 
ration of  medical  practice,  or  of  the  quality 
of  aspirants  to  the  study  of  medicine 
would  supervene.  Both  results  might  be 
delayed  by  governmental  subsidy  to  those 
practicing  in  the  poorer  districts,  but  it 
is  questionable  how  far  resources  could 
go  in  maintaining  such  a plan. 

For  many  years,  the  average  number 
of  doctors  of  medicine  graduating  yearly, 


and  taking  up  practice  in  Puerto  Rico,  has 
been  10  to  20,  all  of  whom  paid  all  of  then- 
expenses.  With  the  system  of  fellowships 
now  functioning,  even  if  the  Government 
had  to  help  each  of  30  students  in  each 
year’s  class  with  the  sum  total  of  their 
expenses,  which  would  be  about  $2,000 
per  student,  the  total  for  each  year’s  class 
would  be  $60,000,  or  $240,000  yearly  for 
the  four-year  classes.  Since  these  fellow- 
ships are  no  longer  outright  gifts,  but 
have  been  properly  placed  on  the  correct 
basis  of  long-term  loans,  the  actual  ex- 
pense to  the  Government  would  be  com- 
paratively minimal  and  limited  only  to 
administrative  matters. 

As  long  as  medical  schools  in  the 
United  States  continue  to  accept  40  to  50 
candidates  from  Puerto  Rico  each  year, 
this  would  be  the  only  logical  and  sane 
plan,  saving  the  expenditure  of  nearly  half 
a million  dollars  on  the  yearly  running  ex- 
penses of  the  school,  and  the  large  invest- 
ment on  the  physical  plant  of  the  school 
and  hospital  that  would  be  found  sooner 
or  later,  necessary  to  carry  out,  no  matter 
how  humble  a start  were  made. 

SUMMARY: 

The  point  of  view  thus  briefly  present- 
ed is  not  opposed  to  increasing  the  number 
of  well-trained  physicians  on  the  island, 
nor  to  a school  of  medicine  as  such.  It 
merely  places  the  emphasis  on  principles, 
realities  and  long-time  planning.  There  is 
a general  tendency  here  to  start  new 
things  without  perfecting  the  old,  and  to 
diversify  the  methods  of  attaining  an  ob- 
jective, rather  than  to  unify  concentrate 
aims,  objectives  and  the  application  of 
public  funds. 
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JAIME  BENITEZ* 


For  the  last  five  years  we  have  been 
talking  about  a medical  school.  We  are 
still  talking.  We  shall  never  stop  now.  But 
some  day  — soon,  I hope — we  shall  not 
only  talk,  but  we  shall  establish  a school 
and  teach  medicine  also  at  the  University 
of  Puerto  Rico. 

Our  record  of  the  last  five  years  speaks 
for  itself.  We  favor  a medical  school;  the 
Government  favors  it,  the  people  in  Puer- 
to Rico  not  only  favor  it  but  needs  it. 
Very  few  persons  oppose  it.  Why  hasn’t 
the  University  established  the  school  yet? 

Surrounding  us  there  are  in  several 
neighboring  communities,  government 
universities  with  large  medical  schools  in 
full  operation  even  though  their  trained 
personnel,  their  laboratory  facilities  and 
their  financial  resources  are  noticeably 
less  adequate  for  that  purpose  than  the 
personnel,  facilities  and  resources  which 
the  University  of  Puerto  Rico  has  at  its 
command  right  now. 

Puerto  Rican  students  are  pursing  med- 
ical training  in  some  of  these  schools  to- 
day. They  shall  come  back  to  Puerto  Ri- 
co and  practice  medicine  here.  As  long  as 
the  present  scarcity  of  doctors  continues 
I do  not  think  it  will  be  possible  for  the 
Medical  Examination  Board  to  keep  them 
away,  especially  if  they  graduate  in  large 
numbers. 

There  are  several  reasons  why  we 
haven’t  established  a medical  school  as  of 
today.  A medical  school  of  the  quality  cor- 
responding to  the  quality  and  standards  of 
the  other  colleges  and  schools  which  the 
University  has  now  is  a very  difficult, 
complex  and  demanding  undertaking.  We 
wish  to  make  certain  that  our  future  med- 
ical school  measures  up  to  the  present 
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academic  standards  of  our  schools  of  Na- 
tural Sciences,  of  Engineering,  of  Agricul- 
ture, of  Law,  of  Tropical  Medicine,  of  Pu- 
blic Administration.  Those  standards  are 
rather  high.  We  mean  to  keep  then  that 
way. 

During  the  last  six  years  the  Univer- 
sity administration  has  undertaken  a num- 
ber of  reforms  and  innovations.  They  have 
called  for  substantial  modifications  in  pre- 
vious structures.  In  all  instances  we  have 
aimed  to  attain  higher  standards  and  at 
the  same  time  provide  better  services.  To 
that  double  purpose  we  developed  our  pro- 
gram of  general  education,  reorganized  our 
College  of  Natural  Sciences,  established 
our  Social  Science  Research  Center,  devel- 
oped a broad  program  of  visiting  profes- 
sors and  established  an  extensive  scholar- 
ship program. 

During  these  six  years  the  University 
administration  has  been  involved  in  at 
least  five  major  public  issues.  These  began 
two  days  after  my  appointment  with  the 
struggle  with  a local  political  leader  for 
the  control  of  the  College  of  Agriculture 
at  Mayaguez,  They  include  the  question 
as  to  the  location  of  the  medical  school 
as  well  as  the  recent  attempts  to  use  the 
University  as  a center  of  political  agita- 
tion, In  all  instances  we  have  uncompro- 
misingly uphold  the  basic  University 
values  involved.  In  the  end  our  position 
has  consistently  prevailed.  I am  happy  to 
say  that  the  people  of  Puerto  Rico  have 
come  to  appreciate  and  love  their  Univer- 
sity even  more  on  account  of  these  strug- 
gles. They  have  seen  it  face,  fight  and 
win  its  own  Battle  for  better,  higher  edu- 
cation. 

I have  stopped  to  mention  all  the  above 
because  I deem  it  relevant  to  allay  some 
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of  the  fears  that  have  been  voiced  con- 
cerning the  establishment  of  a medical 
school.  I think  that  the  record  is  sufficient 
answer  to  the  doubts  and  question  marks 
raised  by  some  of  the  opponents  of  a med- 
ical school,  concerning  the  future  of  medi- 
cal standards  here  if  and  when  our  pro- 
ject is  fully  developed.  The  answer  is  that 
the  standards  will  be  raised.  That  is  what 
happened  with  the  establishment  of  a 
school  of  tropical  medicine  and  that  is 
what  would  follow  the  establishment  of 
a medical  school. 

There  is  another  point  I wish  to  dis- 
cuss. It  relates  to  the  position  of  the  Uni- 
versity with  reference  to  the  possible  es- 
tablishment of  a medical  school  by  some 
other  agency,  possibly  the  Catholic  Church 
or  the  Polytechnic  Institute  in  conjunction 
with  their  respective  institutions  of 
higher  learnig.  There  has  been  some  talk 
recently  about  the  possibility  of  establish- 
ing a medical  school  at  Ponce  under  such 
auspices.  At  the  Ponce  banquet  to  Cardinal 
Spellman,  Governor  Piñero  voiced  the  hope 
that  the  newly  founded  Catholic  University 
would  so  develop  as  to  include  among  its 
faculties  that  of  a medical  school.  I do 
not  know  how  far  these  possibilities  have 
developed  if  at  all.  But  I think  this  is  an 
adequate  occasion  to  make  public  what  I 
have  already  expressed  to  Governor  Piñe- 
ro and  to  Governor  elect  Muñoz  Marin, 
and  to  other  leaders  in  Puerto  Rico:  We 
have  no  wish  to  monopolize  the  responsi- 
bility for  education  in  Puerto  Rico,  We 
are  very  happy  every  time  any  other  res- 
ponsible agency  undertakes  to  share  the 
brunt  of  higher  education.  The  task  is  too 
large  an  the  laborers  and  resources  too 
few  to  justify  anything  else  but  rejoice- 
ment when  new  co-workers  loom  in  the 
horizon.  We  would  be  greatly  pleased  and 
relieved  if  the  Catholic  Church  or  any  other 
responsible  group  were  to  set  up  the  medi- 


cal school  themselves.  It  they  took  up  that 
task  then  we  could  devote  our  time,  per- 
sonnel and  resources  to  other  educational 
activities  which  — God  knows — are  sadly 
needed  in  Puerto  Rico  also.  So  if  the  Ca- 
tholic Church  or  ai^  other  responsible 
group  in  Puerto  Rico  is  contemplating  the 
establishment  of  a medical  school  it  need 
not  hesitate  on  our  account.  Please  let  us 
know  about  it  and  we  shall  be  happy, 
should  their  project  seem  feasible,  to  ori- 
ent our  endeavors  in  other  directions. 
Puerto  Rico  ought  to  have  a medical  school 
shortly  but  two  of  them  would  be  too  much 
of  a good  thing. 

In  the  meantime  we  are  going  ahead 
with  our  plans.  They  call  for  the  utiliza- 
tion of  all  our  resources,  primarily  those 
available  now  at  the  School  of  Tropical 
Medicine.  I have  discussed  this  possibility 
with  medical  leaders  in  Puerto  Rico  and 
in  the  States,  I am  happy  to  say  that  Dr. 
Morales  Otero,  Dr.  Pons,  Dr.  Robert  A. 
Lambert  and  myself  are  working  jointly 
and  severely  towards  the  common  goal  of 
establising  a medical  school  at  the  earliest 
possible  date,  at  the  smallest  possible  cost 
and  of  the  highest  possible  service.  All  of 
you  know  Dr.  Lambert  or  at  least  know  of 
him.  He  is  a man  of  highest  medical  re- 
pute, a good  and  proven  friend  of  Puerto 
Rico  and  an  experienced  administrator. 
Now  that  he  has  retired  as  director  in 
medical  research  of  the  Rockefeller  Foun- 
dation, Dr.  Lambert  has  agreed  to  work 
with  us  at  least  in  the  preliminary  stages 
of  our  medical  objectives. 

I am  happy  to  invite  the  members  of 
the  medical  profession  in  Puerto  Rico,  to 
the  fullest  cooperation  with  the  Univer- 
sity in  a goal  which  concerns  us  all:  the 
establishment  of  a medical  school  for  the 
higher  pursuit  of  medical  knowledge  and 
greater  medical  service  to  the  people  of 
Puerto  Rico. 
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THE  FINANCIAL  SUPPORT  OF  MEDICAL  SCHOOLS 

H.  G.  WEISKOTTEN,  M.D.* 


The  conduct  of  programs  of  medical 
education  has  become  so  expensive  that 
many  universities  are  questioning  their 
ability  to  continue  their  medical  schools. 
Federal  and  state  tax  legislation  has 
greatly  reduced  the  private  contributions 
to  medical  education  and  to  education  in 
general.  Foundation  funds  formerly  made 
available  for  the  basic  development  of  a 
few  of  the  medical  schools  are  now  avail- 
able only  for  research  and  special  pro- 
jects. Under  any  circumstances  such 
funds  would  be  totally  inadequate  to  meet 
the  needs  of  all  of  the  medical  schools 
which  are  essential  to  the  training  of  a 
sufficient  number  of  physicians  to  meet 
the  medical  needs  of  the  American  pub- 
lic. 

Within  the  past  few  years  two  newly 
established  medical  schools  under  private 
auspices  have  discontinued  functioning 
after  a year  or  two  because  of  lack  of 
financial  support  and  an  inability  to  main- 
tain acceptable  standards.  Several  other 
pre-existing  schools  have  ceased  to  func- 
tion for  similar  reasons.  One  of  the  great 
contributions  to  the  medical  care  of  the 
American  public  has  been  the  fact  that 
the  leadership  of  the  Council  on  Medical 
Education  and  Hospitals  of  the  American 
Medical  Association  and  the  Association  of 
American  Medical  Colleges,  with  the  co- 
opei'ation  of  the  official  licensing  agencies 
of  the  country,  have  been  successful  in 
maintaining  high  standards  of  medical 
education.  This  leadership  has  resulted  in 
either  the  satisfactory  development  or  the 
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elimination  of  sub-standard  medical 
schools. 

Although  there  are  few,  if  any,  who 
would  even  suggest  that  the  standards  of 
medical  education  should  be  in  any  way 
lowered,  many  educators  and  business  men 
have  suggested  that  the  entire  program 
of  medical  education  should  be  carefully 
examined  in  terms  of  content,  methods 
and  costs.  They  believe  that  such  studies 
including  careful  cost-accounting  would 
provide  a clearer  picture  of  just  what  has 
been  involved  in  the  markedly  increasing 
costs  of  the  conducts  of  medical  schools. 
They  should  also  justify  sufficient  finan- 
cial support  to  meet  the  essential  needs  for 
the  continued  conduct  of  programs  of  med- 
ical education  to  provide  a sufficient  num- 
ber of  well-trained  physicians  to  meet  the 
medical  needs  of  the  country. 

The  Council  on  Medical  Education  and 
Hospitals  of  the  American  Medical  Asso- 
ciation and  the  Association  of  American 
Medical  Colleges  have  been  planning  a 
comprehensive  survey  of  medical  educa- 
tion and  on  January  1st,  next,  with  Dr. 
John  Dietrick  of  Cornell  as  full-time  Di- 
rector of  Studies,  will  initiate  this  pro- 
gram. It  is  anticipated  that  this  survey 
will  involve  all  programs  of  undergraduate 
and  graduate  education  as  to  content, 
methods,  and  costs  as  well  as  their  re- 
lationships to  hospitals  and  to  all  health 
and  medical  care  programs  as  well  as  to 
the  need  for  physicians.  It  is  hoped  that 
this  survey  will  clarify  and  contribute  to 
the  solution  of  many  of  the  problems  with 
w'hich  medical  education  is  now  faced. 

However,  there  is  no  reason  to  even 
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suggest  that  conditions  should  remain 
static  pending  the  report  of  this  survey. 
Neither  is  there  any  reason  to  believe  that 
such  a report  will  suggest  any  rigidity  or 
uniformity  in  the  conduct  of  medical  edu- 
cation and  its  multitudinous  relationships. 
In  fact,  the  remarkable  developments  in 
medicine  and  medical  education  in  our 
country  have  been  in  large  measure  due 
to  the  entire  freedom  of  medical  institu- 
tions and  their  personnel  to  develop  in 
accordance  with  their  individual  abilities 
and  concepts  as  long  as  satisfactory  stand- 
ards were  maintained. 

Certain  groups  and  certain  areas  of  the 
country  are  contemplating  the  develop- 
ment of  new  medical  schools.  There  is  no 
reason  why  such  groups  should  not  make 
careful  and  detailed  studies  of  all  of  the 
factors  involved  in  the  development  of  a 
satisfactory  program  of  medical  education. 
At  the  outset  it  will  be  obvious  that  the 
three  most  important  factors  will  be  fi- 
nancial support,  available  faculty  and 
available  clinical  facilities. 

Presently  approved  medical  schools 
vary  greatly  in  size  of  both  faculty  and 
student  body,  in  size  of  physical  plant  and 
available  clinical  facilities,  in  the  extent 
of  research  programs  supported  and  in  the 
number  of  specialized  programs  underta- 
ken. Hence,  considerable  thought  should 
be  given  to  the  size  and  nature  of  the 
medical  school  that  is  desired.  However, 
it  should  be  emphasized  that  there  is  a 
certain  basic  minimum  of  requirements 
which  are  essential  to  the  conduct  of  a 
satisfactory  program  of  medical  education 
no  matter  how  small  the  student  body  may 
be. 

The  variation  in  the  presently  approved 
medical  schools  of  the  country  is  due  to 
a variety  of  factors.  In  general  they 
represent  the  varied  progress  which  in- 
dividual schools  have  made  in  meeting  the 


constantly  increasing  developments  and 
responsibilities  in  the  field  of  medical  edu- 
cation. Few  newly  established  schools  can 
hope  to  immediately  duplicate  the  exten- 
sive teaching  and  research  programs  of 
some  of  the  more  fully  developed  schools. 
These  are  the  results  of  the  expenditure  of 
enormous  sums  of  money  over  a period  of 
many  years  and  the  gradual  development 
of  both  personnel  and  facilities.  Neither 
should  one  be  content  to  duplicate  any  of 
the  poorer  of  the  approved  medical  schools. 
In  fact,  certain  of  these  schools  continue 
on  the  list  of  approved  medical  schools 
only  because  of  the  hope  that  they  will 
be  able  to  effect  more  satisfactory  pro- 
grams than  they  can  presently  offer.  More 
liberal  financial  support  will  solve  the  pro- 
blems of  certain  of  these  schools.  At  the 
present  their  future  is  very  uncertain. 
Althoug'h  this  may  appear  paradoxical, 
there  is  serious  question  as  to  whether 
these  schools,  if  they  were  newly  developed 
schools,  would  be  included  on  the  list  of 
approved  medical  schools. 

To  somewhat  clarify  the  present  status 
of  medical  education  and  its  needs  for 
increasing  financial  support,  it  may  be 
well  to  review  very  briefly  the  develop- 
ments of  recent  years. 

Forty  to  fifty  years  ago  the  faculties 
of  medical  schools  consisted  almost  en- 
tirely of  practitioners  of  medicine  who, 
usually  without  any  remuneration,  gave 
lectures  and  occasional  clinics  to  students. 
Student  laboratories  and  trained  teachers 
were  beginning  to  be  developed  in  the  basic 
medical  sciences  of  anatomy,  chemistry, 
physiology,  pathology  and  bacteriology. 
This  development  of  trained  personnel  and 
student  laboratories  represented  at  that 
time  a marked  increase  in  the  cost  of  me- 
dical education. 

The  teaching  of  the  clinical  subjects 
still  remained  almost  entirely  in  the  hands 
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of  the  practitioners  of  medicine  who  ser- 
ved the  schools  on  a volunteer  or  at  least 
a part-time  basis.  However,  it  became 
evident  that  the  didactic  methods  of  teach- 
ing the  clinical  subjects  were  unsatisfac- 
tory. Schools  began  developing  clinical 
clerkships  involving  the  assignment  of 
third  and  fourth  year  students  to  actual 
work  on  the  hospital  wards  and  in  out- 
patient clinics.  It  was  found  to  be  es- 
sential that  these  programs  be  conducted 
under  close  and  competent  supervision.  All 
of  these  demanded  an  increase  in  both 
the  number  and  competence  of  clinical 
teachers.  Relatively  few  private  prac- 
titioners were  in  a position  to  devote  the 
required  amount  of  time  to  maintain  en- 
tirely satisfactory  programs  for  clinical 
clerks.  Schools  which  could  afford  to  do 
so  placed  a certain  number  of  clinical 
teachers  on  an  academic  basis.  Because 
of  the  rapid  advances  occurring  in  medi- 
cine, well  trained  men  accepting  such  ap- 
pointments demanded  additional  facilities, 
equipment  and  personnel  for  service,  teach- 
ing amd  research.  These  developments 
again  added  greatly  to  the  cost  of  con- 
ducting a medical  school. 

The  degree  to  which  the  schools  have 
been  able  to  effect  these  developments  in 
both  the  basic  science  and  clinical  depart- 
ments varies  greatly.  Certain  of  the 
schools  have  placed  only  one  or  two  men 
on  an  academic  basis  in  each  of  the  major 
clinical  departments  and  have  been  able 
to  conduct  a fairly  satisfactory  program 
of  clinical  teaching.  This  has  been  possible 
only  because  there  has  been  available  in 
the  community  a group  of  competent  prac- 
titioners interested  and  able  to  devote  a 
considerable  amount  of  time  to  teaching 
both  in  the  hospital  and  outpatient  clinics. 
Other  schools  have  placed  a large  per- 
centage of  their  clinical  faculty  on  an 
academic  basis  and  have  developed  exten- 


sive teaching  and  research  laboratiories 
both  in  the  hospitals  and  medical  schools. 
The  physical  integration  of  the  hospital 
and  medical  school  presents  an  ideal  situa- 
tion from  the  standpoint  of  teaching,  re- 
search and  medical  service  to  the  public. 
During  recent  years  enormous  sums  have 
been  expended  in  this  integration  of  medi- 
cal school  and  teaching  hospital  plants. 

Although  the  difficulty  in  securing 
accurate  budgetary  data  is  recognized, 
available  data  indicate  that  approximately 
ten  years  ago  the  annual  budgets  of  medi- 
cal schools  of  the  United  States  totaled 
$23,000,000.  These  same  schools  have 
current  budgets  of  something  more  than 
$40,000,0001.  Ten  years  ago  twenty-six 
schools  had  annual  budgets  of  less  than 
$200,000.  Today  not  a single  school  has 
a budget  under  $200,000.  However,  twen- 
ty-three schools  have  current  budgets  of 
less  than  $400,000.  Although  it  might 
appear  that  remarkable  progress  has  been 
made  in  nearly  doubling  the  budgets  of  the 
medical  schools  in  the  last  ten  years,  this 
progress  has  not  been  uniform  and  has 
not  been  commensurate  with  the  progress 
that  has  been  made  in  the  science  of  medi- 
cine. It  can  not  alone  be  fully  justified 
but  can  be  demonstrated  to  be  entirely 
inadequate  to  meet  the  objectives  of  me- 
dical education  which  are  to  provide  per- 
sonnel to  make  available  to  the  American 
public  the  highest  type  of  modern  medical 
care.  The  need  for  additional  financial 
aid  is  such  that  the  continued  existence  of 
medical  schools  with  budgets  of  less  than 
$400,000.00  appears  to  depend  upon  it.  Not 
one  of  these  schools  is  receiving  sufficient 
basic  support  to  fully  meet  its  responsibi- 
lities in  the  conduct  of  modern  programs 
of  undergraduate  medical  education  to  say 
nothing  of  its  research,  graduate  and  ser- 
vice responsibilities. 

In  October  1946  the  speaker,  in  a paper 
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presented  at  a meeting  of  the  Association 
of  American  Medical  Colleges  emphasized 
the  need  for  more  adequate  basic  financial 
support  of  the  medical  schools  of  this 
country.  The  closing  sentence  of  that  pa- 
per was  as  follows:  “Thus,  it  is  especiallj' 
timely  to  point  out  that  the  first  and 
most  important  step  to  be  taken  in  im- 
proving the  health  and  medical  care  of  the 
American  public  is  to  see  to  it  that  medi- 
cal schools  are  provided  with  sufficient 
funds  to  conduct  a basically  satisfactory 
program  of  medical  education”. 

In  March  1947,  a group  of  nineteen 
University  presidents  in  a joint  statement 
said:  “The  present  provisions  for  ensuring 
a continuing  supply  of  well-trained  physi- 
cians are  inadequate.  They  are  inadequate 
because  the  medical  schools  which  provide 
that  supply  are  inadequately  supported  in 
terms  of  future  needs.  Few,  if  any,  of  the 
seventy  recognized  medical  schools  in  the 
United  States  can  be  confident,  with  pre- 
sent resources,  of  maintaining  in  the  fu- 
ture their  programs  at  the  essential  high 
level”.  Further,  and  I quote  again  from 
their  statement.  “Unless  existing  con- 
ditions are  quickly  changed,  medical  edu- 
cation will  decline  in  quality  and  research 
will  falter”,  and  finally,  “We  warn  our 
fellow  citizens  that  without  their  prompt 
and  generous  aid  our  medical  schools, 
through  their  graduates,  cannot  be  ex- 
pected to  safeguard  the  future  of  Ame- 
rican citizens  and  their  children”. 

Shortly  thereafter.  Dr.  Raymond  B. 
Fosdick,  President  of  the  Rockefeller 
Foundation  in  his  Review  of  Work  in  1946 
stated:  “A  survey  of  American  medical 
schools  indicates  beyond  que.stion  that 
what  is  urgently  needed  is  not  money 
earmarked  for  projects  but  free  funds  for 
the  training  of  physicians.” 

In  February  of  this  year  Dr.  Alan  Va- 
lentine, President  of  the  University  of 


Rochester  in  an  address  at  the  Congress 
on  Medical  Education  conducted  by  the 
Council  on  Medical  Education  and  Hospi- 
tals of  the  American  Medical  Association 
designated  the  present  situation  of  the  me- 
dical schools  as  a crisis.  He  said,  “That 
crisis  lies  in  the  training  of  physicians  to 
provide  medical  care  for  the  people  of  our 
nation.  That  training  in  proper  quality 
and  numbers  depends  upon  the  prosperity 
and  quality  of  American  medical  schools. 
Financially  their  situation  is  desperate”. 

Last  spring  Dr.  Leonard  A.  Scheele  in 
his  inaugural  address  as  Surgeon  General, 
United  States  Public  Health  Service  said, 
“The  crisis  in  the  professional  schools  of 
the  Nation  is  the  most  serious  problem 
which  faces  the  medical  and  health  profes- 
sions today.  Unless  and  until  the  crisis 
is  resolved,  the  nation  will  be  hampered 
in  all  its  efforts  to  increase  its  health 
resources  and  to  improve  the  health  of 
the  people.” 

These  statements  appear  not  alone  to 
be  convincing  evidence  of  the  need  for 
more  adequate  financial  support  of  medi- 
cal schools  but  offer  hope  that  general 
recognition  of  the  need  may  provide  a 
sound  program  for  meeting  it. 

In  spite  of  the  present  plight  of  exis- 
ting medical  schools,  certain  universities 
are  planning  the  development  of  existing 
two-year  schools  of  the  basic  medical 
sciences  into  full  four-year  schools.  Others 
are  planning  medical  schools  as  new  ven- 
tures in  their  educational  programs.  In 
certain  areas,  if  properly  developed  and 
adequately  supported,  they  may  make  a 
real  contribution  to  medical  education,  to 
medical  research  and  to  the  standards  of 
medical  care  in  the  region  in  which  they 
are  located.  However,  the  proposed  de- 
velopment of  new  medical  schools  is  a mat- 
ter of  grave  concern  to  American  medi- 
cine. Hence,  as  has  been  stated,  it 
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is  of  the  utmost  importance  that 
any  programs  for  the  development  of  a 
new  medical  school  include  a thorough 
study  of  all  of  the  factors  involved  in  a 
satisfactory  program  of  medical  education. 

Without  question  the  two  most  impor- 
tant basic  essentials  are  adequate  finan- 
cial support  and  the  ready  availability  of 
clinical  cases  both  in  a well  conducted 
hospital  and  in  an  outpatient  department. 
The  school  will  be  greatly  handicapped  in 
its  development  unless  these  clinical  cases 
are  ample  and  sufficiently  varied  to  meet 
the  requirements  of  all  its  departments. 
The  ready  availability  of  clinical  cases  to- 
gether with  an  adequate  clinical  faculty 
explains  the  location  of  most  of  our  suc- 
cessful medical  schools  in  the  metropolitan 
areas.  Furthermore,  a medical  school 
should  be  developed  as  an  integrated  whole. 
The  geographic  separation  of  the  basic 
science  departments  from  the  clinical  de- 
partments and  the  clinical  facilities  has 
been  found  to  be  inconsistent  with  a well 
coordinated  program  of  medical  education. 

One  of  the  first  problems  which  con- 
fronts a university  in  connection  with  a 
program  for  the  development  of  a medi- 
cal school  is  its  geographic,  organizational 
and  administrative  relationships  to  the 
university  and  its  other  schools.  These 
are  problems  which  are  complicated  and 
deserve  careful  study.  Their  solution  will 
vary  in  different  institutions,  depending 
on  a host  of  related  factors. 

When  all  other  requirements  can  be 
met  there  is  no  question  but  that  there 
are  advantages  in  the  location  of  a medi- 
cal school  on  a university  campus.  These 
advantages  include  close  contact  with  the 
administrative  departments  of  a universi- 
ty, with  its  building  and  grounds  depart- 
ments, inter-library  service  and  close  rela- 
tionship of  certain  of  the  departments  of 
the  medical  school  with  departments  of 


the  other  schools  of  the  University.  Such 
departmental  proximity,  although  theore- 
tically sound,  has  probably  at  times  been 
over-emphasized.  Frequently  medical 
school  departments  report  that  the  de- 
partments of  the  other  schools  of  the  uni- 
versity are  too  busy  with  their  own  pro- 
blems to  be  of  any  material  assistance. 
They  believe  that  they  make  more  satis- 
factory progress  by  bringing  into  their 
medical  school  departments  such  chemists, 
physicists  or  others  from  the  pure  science 
departments  as  they  may  need  in  connec- 
tion with  their  specific  problems.  How- 
ever, the  proximity  of  departments  is  un- 
doubtedly of  advantage  in  connection  with 
interdepartmental  seminars,  and  graduate 
programs  in  such  departments  as  bio- 
chemistry and  anatomy. 

On  the  other  hand,  there  are  certain 
hazards  in  connection  with  the  location 
of  a medical  school  on  a general  univer- 
sity campus.  It  may  lead  to  placing  on 
the  departments  of  the  medical  school  the 
responsibility  of  teaching  students  from 
other  schools  of  the  university  such  as 
physical  education,  dentistry,  pharmacy, 
nursing  and  home  economics.  In  fact,  it 
may  lead  to  the  development  of  university 
departments  which  merely  serve  the  medi 
cal  school  as  one  of  the  schools  of  the 
university. 

Medical  education  is  serious  business 
and  involves  enormous  public  responsibi- 
lities. The  medical  curriculum  must  be 
developed  as  a closely  integrated  whole, 
and  the  faculty  usually  has  all  it  can  do 
to  meet  its  responsibilities  to  medicine 
alone.  It  is  also  becoming  increasingly  im- 
portant that  all  the  facilities  and  labora- 
tories of  the  medical  school  be  available  to 
medical  students  at  all  times  and  not  mere- 
ly during  scheduled  hours. 

It  is  not  justifiable  to  say  that  no  med- 
ical school  department  can  serve  to  ad- 
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vantage  students  from  another  school  of 
the  university.  Given  adequate  laboratory 
facilities  and  adequate,  experienced  and 
interested  departmental  staffs,  such  cour- 
ses may  be  satisfactorily  developed.  How- 
ever, it  usually  happens  that  the  depart- 
mental staffs  are  not  adequate  to  assume 
such  additional  responsibilities  nor  do 
they  have  any  particular  interest  in  other 
than  medical  students  and  their  own  gra- 
duate students.  Under  such  circumstances 
any  effort  expended  in  teaching  other  than 
medical  students  detracts  from  their  med- 
ical teaching  and  research. 

All  of  what  has  been  said  should  in  no 
way  be  interpreted  as  minimizing  the 
contribution  which  such  non-medical  uni- 
versity departments  as  physics,  chemistry, 
biology,  psychology  and  even  mathematics 
have  made  to  the  advancement  of  medicine 
and  medical  education.  Neither  should  it  be 
interpreted  as  a failure  to  realize  the  need 
of  many  nonmedical  students  for  certain 
aspects  of  subjects  included  in  the  medi- 
cal curriculum.  This  need  can  probably 
best  be  met  by  using  as  teachers,  persons 
experienced  in  the  field  for  which  the 
student  is  preparing.  Such  a teacher  should 
have  a full  appreciation  of  the  needs  of 
the  student  and  the  objectives  and  impli- 
cations of  his  subject  in  his  particular 
field. 

Although  there  are  many  other  fac- 
tors which  should  be  carefully  studied  by 
a university  contemplating  the  develop- 
ment of  a program  of  medical  education, 
the  basic  considerations  are  the  need  for  a 
new  medical  school,  the  assurance  of  con- 
tinuing adequate  financial  support  and  the 
ready  availability  of  adequate  clinical  fa- 
cilities, fully  and  unquestionably  avail- 
able to  the  medical  school  for  teaching 
and  research. 

The  program  should  involve  the  de- 
velopment of  the  school  as  an  integrated 
whole  with  no  geographic  separation  of 


the  basic  sciences  departments,  the  cli- 
nical departments  and  the  clinical  facili- 
ties. In  certain  instances  all  of  these  con- 
siderations may  be  met  with  the  location 
of  the  school  on  the  university  campus.  If 
not,  it  is  important  that  the  entire  medi- 
cal school  be  developed  in  immediate  proxi- 
mity to  the  clinical  facilities  to  be  used 
for  teaching  and  research.  Granting  com- 
petent administration,  a university  should 
have  no  fears  in  regard  to  the  future  of 
a medical  school  simply  because  it  is  not 
developed  on  its  campus.  A number  of 
the  best  medical  schools  in  the  United  Sta- 
tes have  developed  under  such  circumstan- 
ces. 

The  determination  of  the  cost  of  con- 
ducting a new  medical  school  involves 
again  a study  of  many  factors.  Much  will 
depend  upon  the  size  and  nature  of  the 
school,  the  availability  of  competent  teach- 
ers, especially  in  the  clinical  departments 
and  the  nature  of  the  hospital  and  out- 
patient relationships. 

Under  the  most  favorable  circum- 
stances the  essential  basic  minimum  of 
support  required  for  the  conduct  of  a 
small  school  will  amount  to  between 
$400,000.00  and  $500,000.00  per  year  in- 
dependent of  any  hospital  costs. 

Given  adequate  facilities  and  support 
to  meet  the  basic  requirements  for  the 
development  of  a satisfactory  program  of 
medical  education,  a school  should  be  in 
a position  to  attract  and  justify  additional 
support  for  its  further  development.  If 
present  trends  continue  a satisfactorily 
developed  medical  school  having  the  facili- 
ties and  competent  personnel  need  have 
no  worry  in  regard  to  the  development  and 
support  of  its  research  programs.  There  is 
also  a powerful  movement  to  provide  at 
least  a portion  of  the  funds  required  for 
the  basic  support  of  the  medical  schools 
of  the  United  States. 


“Why  Should  I Prescribe  Pet  Milk?” 

Well,  you  want  assurance  of  high  and  dependable 
quality  in  the  milk  you  prescribe  for  babies. 

HOW  Well  Does  Pet  milk  Meet  That  Test?  ...  It  complies, 
of  course,  with  the  Federal  Government  requirement  for  butter- 
fat  and  total  solids  content.  But  that  alone  is  not  assurance  of 
high  and  dependable  quality. 

Pet  Milk  Company  spends  hundreds  of  thousands  of  dollars 
each  year  for  testing,  protecting  and  improving  the  sanitary 
quality  of  the  fresh  milk  from  which  Pet  Milk  is  produced. 

The  experience  of  six-ty-two  years  is  brought  to  bear  on  the 
processing  of  the  fresh  whole  milk,  accomplishing  in  Pet 
Milk  the  maximum  degree  of  perfection  in  those  points  of 
essential  quality  so  highly  regarded  by  physicians  for  infant 
feeding. 

Chief  among  tnese  points  are:  absolute  and  uniform  sterility, 
protein  that  is  heat-softened  and  easily  digested,  maximum 
retention  of  nutritive  value,  uniformity  of  flavor  and  viscosity, 
and  reliable  fortification  with  vitamin  D in  the  approved 
amount  for  optimal  nutrition. 

The  combination  of  these  qualities  is  the  result  of  a policy 
to  improve  the  quality  and  increase  the  usefulness  of  evapo- 
rated milk  whenever  that  can  be  accomplished  through  farm 
improvement,  better  processing  methods  or  the  application  of 
the  latest  findings  in  nutrition  research. 


This  is  your  assurance  of  high  and  dependable  quality  in  Pet  Milk. 


PET  MILK  COMPANY 


PET 


1472-A  Arcade  Building, 
St.  Louis  1,  Missouri 


rapid  tontrel  i 

In  POST  OPERATIVE  and  TRAUMATIC  INFECTIONS 


aids  esadaü'oH 


I 


shorteos  healing  time 


f 


promotes  granulation  tissae 


! 


Clinical  studies: 

Ili  9 series  of  94  patients  treated  post-operatively  with  Giycerite  of  Hydrogen  Peroxide  ipc 
for  hemorrhoidectomies^  fistulectomies,  excisions  of  anal  ulcers, 

abdomino-perineal  resections,  and  pelvi-rectal  abscesses 
demonstrated  healing  in  one  half  the  lime  required  by  a control  series  of  patients 

treated  by  the  usual  therapeutic  means  . . . 

Apply  directly,  or  as  a wet  dressing,  two — four  times  daily.  Supplied  in  four-ounce  bottles. 


GLYCERITE  OF  HYDROGEN  PEROXIDE 

Non-selective,  Non-toxic,  Non-sensitizing,  Non-irritating.  Prolonged  bactericidal  potency 


Bibliography:  New  Eng.  J.  Med.  234:468,  1946.  J.  Invest.  Derm.  8:11,  1947, 

Science  105:312,  1947.  Am.  J.  Surgery  In  press. 

Literature  on  request. 

PHARMACEUTICAL  CORPORATION 

132  Newbury  Street,  Boston  16,  Massachusett* 


Después  de  cuatro  años  de  investigaciones  y 
pruebas  clínicas*,  The  Seamless  Rubber  Company  ofrece  a 
la  profesión  médica  PRO-CAP  ...  el  único  esparadrapo 
que  tiene  sales  ácidas  grasas.  Dos  valiosos  ingredientes — 
propionato  de  cinc  y caprilato  de  cinc — han  sido  incor- 
porados al  esparadrapo  SEAMLESS  constituyendo  el 
PRO-CAP  que  posee  estas  cuatro  ventajas  especíñcas — 


O 

0 

0 

O 


Reduce  a un  mínimo  la  irritación  o picor. 
No  causa  maceración  de  la  piel. 

Pega  mejor — permanece  pegado. 

Puede  dejarse  puesto  por  largos  períodos. 


PRO-CAP  no  cuesta  más  que  el  esparadrapo  corriente. 
Escriba  pidiendo  folleto  descriptivo. 

*Referencia  Médica:  R.  E.  Humphries:  “Nuevos  Factores 
en  las  Fórmulas  de  Adhesivos  que  Disminuyen  la  Irritación”. 
J.  Investigative  Derm.  9:219-220  (Nov.)  1947. — S.  M. 
Peck  y otros:  “Sobre  la  Irritación  de  los  Esparadrapos”. 
(Journal  of  Investigative  Dermatology,  V.  10,  No.  5, 
May  1948.) 


SUPERIOR  CALIDAD  Desde  1877 


P 


DCrASrAMENTO  DE  EXPORTACION 

THE  SEAMLESS  RUBBER  EDMPANV 

MEW  HA/EN  3.  CONN.,  E.  Ü.  A. 


Distribuidores  exclusivos  para  Puerto  Rico 
PELEGRINA  & LLORENS,  INC. 

P.  O.  Box  3631,  San  Juan,  P.  R. 


si  desea 


T. PRONTA  RESTAURACION  DE  LA  HEMOGLOBINA  NORMAU 

2.  UNA  MAS  COMPLETA  ABSORCION  DEL  HIERRO 

3.  EXCELENTE  TOLERANCIA  GASTRO-INTESTINAL 
recete 

MOL-IRON 

Numerosas  pruebas  clínicas  han  demostrado  la  eficacia  de 
este  agente  hematopoyético  que  es  unaocertada  combinación  'i 
de  óxido  de  molíbdeno  y sulfato  ferroso.  En  la  restauración 
hemoglobínica  se  ha  registrado  un  aumento  en  algunos 
casos  de  más  de  100%.  Y aún  en  pacientes  que  han 
tenido  reacciones  desfavorables  en  otros  tratamientos  con 
hierro,  se  ha  podido  apreciar  la  facilidad  de  tolerancia 
gastro-intestinal. 


H fAUmiAi  i 

j 

JUAITS 

MOL-IRON 


fi  Tt*rA>Éit.vfO  oe  lAJ 
íji  HfiiO 

otOA  cemrvw 


WHTTÉ  !.AeOf*TO*ífí. 
nTv/aS»  ' ’tív,  V-  * 


*mtt  lASORAfOKi».  IN< 


LABORATORIES,  Inc, 

113  North  13th  Street  • Newark  7,  N.  J.  • E.  U.A. 


^ 

A ios  Señores  Médicos 
de  San  Juan  y Santurce 

Nos  permitimos  recordarles  que  en  caso  de  urgencia  los  se- 
ñores médicos  que  necesiten  del  servicio  de  nuestras  farmacias 
en  San  Juan  o en  Santurce,  durante  las  altas  horas  de  la  noche, 
pueden  llamar  personalmente  a los  encargados  de  dichas  farma- 
cias, al  teléfono,  como  sigue; 

Para  servicios  en  San  Juan:  2-6544 

Para  servicios  en  Santurce:  2-7002  2-6831 

Los  señores  médicos  pueden  tener  la  seguridad  de  que  serán 
inmediatamente  atendidos  en  dichos  casos  de  necesidad. 

No  se  atenderán,  sin  embargo,  llamadas  hechas  por  personas 
particulares  que  no  puedan  usar  el  debido  discernimiento  sobre 
la  urgencia  o necesidad  de  las  llamadas, 


FARMACIA  BLANCO,  INC. 

(San  Juan  - Santurce) 


. . . toda  una  noche  de  sueño 

para  el  paciente  que  sufre  de  . . . 

ASMA  BRONQUIAL  - FIEBRE  DE  HENO  - URTICARIA 

Los  síntomas  nocturnos  de  muchos  trastornos  alérgicos  se  controlan  con  éxito  con: 

LUASMIN 

CAPSULAS  y TABLETAS  CON  RECUBRIMIENTO  ENTERICO 

(para  acción  rápida)  (para  acción  retardada) 

Una  cápsula  de  LUASMIN,  administrada  cuando  se  requiera,  y suplementada  con  una 
tableta  con  recubrimiento  entérico,  hará  posible  que  casi  cualquier  paciente  pueda  go- 
zar de  los  beneficios  de  toda  una  noche  de  sueño,  reduciendo  así  a su  mínimo  la  ten- 
dencia a que  recurran  los  síntomas  el  día  siguiente. 

Cada  cápsula  o cada  tableta  con  recubrimiento  entérico  contiene: 

Acetato  sódico  de  teofilina  (3  granos)  192  mg. 

Sulfato  de  efedrina  (1^  grano)  32  mg. 

Penobarbital  sódico  (14  grano)  32  mg. 

También  hay  cápsulas  y tabletas  de  media  fórmula  para  niños  o para  adultos  cuyos 
síntomas  sean  leves. 

Sírvase  solicitar  literatura  descriptiva  y muestras  profesionales. 

BREWER  & CO.,  Worcester,  Mass.,  EE.UU. 

Químicos  Farmacéuticos  desde  1852 


V 


' ^ 

CLINICA 

FONT  MARTELO 

Humacao,  P.  R. 

Instituto  Oftálmico 

DE  PUERTO  RICO 

San  Juan,  P.  R. 

INSTITUCION  FUNDADA  EN 

EL  AÑO  1936 

FUNDADO  EN  EL  AÑO  1937 

Dr.  R.  Mejía  Ruiz 

Director 

Dres.  Luís  J.  y Ricardo  Fernández 

c 

Clínica  Batanees 

Clínica  Dr.  Perea 

Mayagüez,  P.  R. 

Mayagüez,  P.  R, 

INSTITUCION  FUNDADA 

EN  EL  AÑO  1934 

INSTITUCION  FUNDADA 

EN  EL  AÑO  1908 

Dr.  José  F.  ConziUz 

Director 

Dres.  Nelson,  Luís  y 

Augusto  Perea 

^ — 



CLINICA 

Pereira  Leal 

Río  Piedras,  P.  R. 

r ■ ■ ■ N 

HOSPITAL 

Dr.  Maldonado 

Hato  Rey,  P.  R. 

MEDICINA  Y CIRUGIA 

INSTITUCION  FUNDADA 

GENERAL 

EN  EL  1931 

Institución  fundada  en  el  1943 

Dr.  Basilio  Dávila 

Director 

Dr.  Eduardo  D.  Maldonado 

Director 

i. 

' 

' 

f ^ 

HOSPITAL 

CLINICA 

PAVIA 

Dr.  M.  Julia,  Inc. 

Fundada  en  el  año  1925 

Santurce,  P.  R. 

ENFERMEDADES  NERVIOSAS 

INSTITUCION  FUNDADA 

Y MENTALES 

EN  EL  1926 

Hato  Rey,  Puerto  Rico 

Dr.  Manuel  Pavía  Fernindex 

Dr.  Mario  Juliá 

Director 

Director 

V J 

^ 

^ 

CLINICA  QUIRURGICA 

Clínica  Dr.  Susoní 

DR.  PILA 

Arecibo,  P.  R. 

Ponce,  P.  R. 

INSTITUCION  FUNDADA 

INSTITUCION  FUNDADA 

EN  EL  AÑO  1916 

EN  EL  AÑO  1927 

Dr.  ManuttI  de  la  Pila 

Director 

Dr.  Antonio  H.  Susoni 

Director 

1— 

' 

THE  NEW  YORK  POLYCLINIC  ' 

ESCUELA  DE  MEDICINA  Y HOSPITAL 
(Organisada  en  1881) 

La  Primera  Institución  Médica  de  América  para  Postgraduados 


TROLOftlA 

^'iirso  combinado  en  Urología»  cubriendo  un  año 
académico  (8  meses).  Este  curso  comprende  ins- 
trucción en  farmacología;  fisiología;  embriología; 
bioquímica;  bacteriología  y patología;  trabajo 
próctico  en  anatomía  quiríírgica  y procedimien- 
tos urológicos  operatorios  en  el  cadáver;  anestesia 
regional  y general  (cadáver) ; ginecología  en  la 
oticina;  diagnóstico  proctológico ; el  uso  del  oftal- 
inoscopio;  diagnóstico  físico;  interpretación  ro- 
entgenológica ; interpretación  electrocardiográfica ; 
dermatología  y sifilología;  neurología;  terapia  fí- 
sica; instrucción  continua  en  diagnóstico  cistoen- 
doscópico  y manipulación  del  instrumental  quirúr- 
gico; clínicas  operatorias;  demostraciones  en  el 
tratamiento  quirúrgico  de  tumores  de  la  vejiga  y 
otras  lesiones  vesicales»  así  como  resección  endos- 
cópica  de  la  próstata. 


FISIOTERAPIA 

lecciones  didácticas  y aplicaciones  clínicas  acti- 
vas de  todos  los  métodos  actuales  de  fisioterapia 
en  medicina  interna,  cirugía  traumática  y general» 
ginecología,  urología,  dermatología,  neurología  y 
pediatría.  Demostraciones  especiales  de  electroci- 
rugíu  menor»  electrodiagnóstico»  piretoterapia.  lii- 
droterapia  (incluyendo  terapia  colónica)  actinote- 
rapia. 


PARA  EL  PRACTICO  GENERAL 

Instrucción  intensa  (full  time)  en  aquellas  asig- 
naturas que  son  de  interés  particular  para  el  mé- 
dico en  práctica  general,  consistente  de  clínicas» 
conferencias  y demostraciones  en  los  siguientes 
departamentos:  medicina,  pediatría»  cardiología»  ar- 
tritis, enfermedades  del  pecho»  gastroenterología» 
diabetes»  alergia,  dermatología»  neurología,  cirugía 
menor»  ginecología  clínica»  proctología,  enfermeda- 
des perivasculares»  fracturas»  urología»  otolaringo- 
logía, patología,  radiología.  Ua  clase  deberá  asis- 
tir a las  conferencias  generales»  así  como  a las  de 
los  distintos  departamentos.  

RADIOLOGIA^ 

Revisión  comprensible  de  los  conceptos  de  física 
y altas  «nateniáticas  necesarios,  interpretación  de 
placas,  todos  los  procedimientos  diagnósticos  de 
liso  standard,  métodos  de  aplicación  y dosis  de 
radioterapia,  radium  y rayos  X;  procedimientos 
fluoroscópicos  standard  y especiales.  Revisión 
de  lesiones  dermatológicas  y tumores  susceptibles 
de  radioterapia,  así  como  con  los  métodos  y 
cálculos  de  dosis  en  los  tratamientos.  Especial 
enseñanza  de  los  más  nuevos  métodos  diagnósticos 
por  medios  de  contraste  (broncografía)  al  lipiodol, 
uterosalpingografía,  visualización  de  las  cámaras 
cardíacas,  insuflación  perirrenal  y pielografía.  Se 
incluyen,  instrucciones  sobre  disposición  y direc- 
ción de  departamentos  radiólogos. 


PARA  INFORMES  DIRIGIRSE  A 

MEDICAL  EXECUTIVE  OFFICER:  345  West  50th  St.,  New  York  City 


DISPOMIBL 


BOLETIN  DE  LA  ASOCiACiON  MEDICA  DE  PUERTO  RICO 

(Publicación  Oficial  de  la  Asociación  Médica  de  Puerto  Rico) 
Avenida  Fernández  Juncos,  Parada  19 
Santurce,  Puerto  Rico 


DR.  R.  RODRIGUEZ  MOLINA 
Editor  y Administrador 

Editores  Asociados 


DR.  D.  RODRIGUEZ-PEREZ 
DR.  RAMON  LA V ANDERO 
DR.  DWIGHT  SANTIAGO 
DR.  RAFAEL  GIL  RIVERA 
DR.  G.  RUIZ  CESTERO 


DR.  ELI  S.  ROJAS 

DR.  PABLO  G.  CURBELO 

DR.  I.  RIVERA  LUGO 

DR.  LUIS  ORTEGA 

DR.  RICARDO  F.  FERNANDEZ 


El  BOLETIN  DE  LA  ASOCIACION  MEDICA  DE  PUERTO  RICO  es 
el  órgano  oficial  de  la  Asociación  Médica  de  Puerto  Rico.  Se  publica  el  día 
ultimo  de  cada  mes,  constando  cada  volumen  de  12  ediciones. 

Los  trabajos  originales  deben  ser  enviados  al  Editor-en-Jefe,  Apartado 
de  Correos  3866,  Santurce  29,  Puerto  Rico,  o entregarse  directamente  en  la 
Secretaría  de  la  Asociación  Médica,  Avenida  Fernández  Juncos,  Parada  19, 
Santurce,  Puerto  Rico. 

Los  originales  deben  venir  escritos  a máquina,  a doble  espacio. 

Las  citas  bibliográficas  deberán  mencionar,  en  el  siguiente  orden  de 
sucesión:  apellido  del  autor;  iniciales  de  sus  nombres;  título  del  trabajo; 
título  del  periódico  (abreviado) ; año;  volumen  y página.  Las  citas  lleva- 
rán un  número  de  acuerdo  a su  orden  de  presentación  en  el  texto  y corres- 
pondiente a la  numeración  colocada  al  final. 

Si  el  artículo  viene  acompañado  de  ilustraciones,  debe  indicarse  en  el 
texto  el  sitio  donde  se  desea  que  sean  éstas  intercaladas.  Al  dorso  ds 
cada  ilustración  debe  hacerse  constar  claramente  el  título  que  deberá 
acompañarla. 

No  se  devuelven  originales.  Los  autores  son  responsables  de  las  opi- 
niones que  emitan  en  sus  artículos.  Ningún  artículo  publicado  en  el  Boletín 
podrá  ser  reproducido  sin  la  previa  autorización  escrita  del  Editor-en-Jefe. 

Información  en  relación  con  anuncios  será  suplida  a solicitud  en  la  Se- 
cretaría de  la  Asociación.  Todo  material  de  anuncio  estará  sujeto  a la 
aprobación  del  Editor-cn-Jefe. 


Trps  Ofilar^g  ii  Entererl  »s  sci-oud  cIrsh  matter,  .laiuiar;  21,  al  the  Cost  Office 
Siiicriprlfin  Anual  II  at  San  Juan,  Puerto  Kleo  under  the  act  of  August  24,  1912. 


Dextri-Maltose 


WITH  EVAPORATED  MILK 


OR 

WITH  WHOLE  MILK 


Heat  until  almost 
boiling  and  stir  ; 
in  Dextri-Mdltosé. 


Mix 

whole  milk 
and  water. 


Boil  gently 
for  three 
minutes.'  - 


. . . FOR  38  YEARS  COW’S  MILK -DEXTRI-MALTOSE  FORMULAS 
HAVE  BEEN  EMPLOYED  BY  PHYSICIANS  TO  MEET  THE  VARY- 
ING NUTRITIONAL  REQUIREMENTS  OF  SICK  AND  WELL  IN- 
FANTS. MEAD  JOHNSON  & CO.,  EVANSVILLE  21,  IND.,  U.S.A. 


P.  O.  Box  3081 


San  .Tuan,  P.  R. 


Insuperable  en  el  tratamiento 


úlceras  pépticas 


Ciertos  problemas  que  presentan  las  mez- 
clas de  leche  y crema  para  el  tratamiento 
efectivo  de  úlceras  pépticas,  se  resuelven 
con  KLIM. 

KLIM,  una  fuente  más  concentrada  de 
proteína  antipéptica  y antácida,  es  más 
efectiva  en  su  acción  neutralizante.  Y, 
usando  Klim,  las  29  alimentaciones  diarias 
usuales  para  estos  casos  se  reducen  a 14. 

Lo  que  es  Klim 

KLIM  es  leche  íntegra  en  polvo  obtenida  de 
vacas  sometidas  a la  prueba  tuberculina. 

Alimentaciones  individuales  de  Wi  cu- 
charadas de  KLIM  en  90  cc.  (3  onzas)  de 
agua  contienen  3.3  gramos  de  proteína, 
mientras  que  la  mezcla  de  leche  y crema 
ordinaria  contiene  2.6  gramos  de  proteína. 

Además  los  coágulos  de  la  leche  son  más 
pequeños  en  KLIM,  por  lo  tanto,  el  efecto 
neutralizante  es  mayor,  klim  provee 
mayor  cantidad  de  beneficios  proteínicos, 
en  forma  más  efectiva. 

Considere  todas  estas  grandes  ventajas 
para  el  tratamiento  de  úlceras  pépticas. 


KLIM 


La  preferida  en  todo  el  mundo 


Para  informes  profesionale.»  escriba  a: 

THE  BORDEN  COMPANY,  350  MADISON  AVENUfc,  NEW  YORK  17,  N.  Y.,  U.  S.  A 


Distribuidores  para  Puerto  Rico 

PI.AZA  PROVISION  COMPANY,  Fortaleza  104,  San  Juan,  P.  R. 


ijpe 

PRECORDIAL  DISTRESS 


“The  cardiac  symptoms  of  the  male  climacterhim  represent 
a specific  type  of  precordial  distress  for  wiiicli  gonadal- 
hormone  therapy  is  the  most  satisfactory  treatment."' 
ORETON,  testosterone  propionate,  usually  eifects  a decrease 
in  the  frequency,  severity  and  duration  of  attacks  of  the 
form  of  angina  pectoris  caused  by  nta'e  sex  hormone 
deficiency. 


ORETON  (testosterone  propionate)  is  administered  by  intra- 
muscular injection  in  doses  of  25  mg.  two  to  tiiree  times 
weekly  for  six  to  eight  weeks.  After  improvement,  the  fre- 
quency and  dose  are  reduced  and,  often,  freedom  from 
further  pain  can  be  maintained  with  ORETON-M  Tablets, 
10  mg.  administered  one  to  three  times  daily. 

ORETON  (testosterone  propionate)  in  oil  for  intramuscular  injection 
in  ampules  of  1 cc.  containing  5,  10  and  25  mg.  in  boxes  of  3.  6 and 
50  and  in  vials  of  10  cc.,  each  cc.  containing  25  mg.  ORETO.N-M 
Tablets  (methyl  testosterone)  10  mg.  in  Ijoxes  of  15.  30  and  100. 
1,  McGavack,  T.  H.:  J.  Clin.  Endocrinol.  3:71.  1013. 

Trade-Marks  ORETON  and  ORETO\-M  — Keg.  li.S.  Pat.  Off. 


ORETON 


CORPORATION  • BLOOMFIELD,  N.  J. 

IN  CANADA,  9CUER1NL  CÜRPURATIO'  L1&J(TED  MONTREAL 


Distribuidores:  CESAR  CASTILLO,  INC 
Tetuán  155,  San  Juan,  P,  R. 


Dryco  es  tan  nutritiva 

como  la  leche  materna 


Al  sustituir  la  leche  materna  con  leche  de 
vaca,  es  preciso,  señores  médicos,  dar  al  bebé 
una  cantidad  mayor  de  proteína  de  leche  de 
vaca. 

Esto  se  debe  a las  deficiencias  proteínicas 
de  la  leche  de  vaca,  comparada  con  la  leche 
materna. 

En  Dryco,  por  lo  tanto,  se  ha  modificado 
el  volumen  de  proteína  a una  proporción  más 
elevada  que  en  la  leche  de  vaca.  Su  relación 
es  de  2.7  de  proteína  a 1 de  grasa,  mientras 
que  en  la  leche  de  vaca  es  aproximadamente 
igual.  Esto  asegura  al  bebé  normal  una  pro- 
porción óptima  de  proteína  para  un  vigoroso 
y saludable  desarrollo. 

, Otras  semejanzas  en  valor  nutritivo 

Durante  la  elaboración  de  Dryco  se  reducen 
considerablemente  las  partículas  de  grasa, 
haciéndolas  más  asimilables  para  el  bebé. 
Dryco  contiene  amplias  proporciones  de  las 
vitaminas  A,  B^,  B2,  y D.  Dryco  es  bacterio- 


lógicamente segura  y de  composición  uni- 
forme. Dryco  se  disuelve  rápidamente  en 
agua. 

Recete  Dryco.  Es  el  alimento  ideal  para  todos 
los  niños  — los  normales  y aquellos  que  re- 
quieren su  estricta  supervisión. 


Para  información  profesional  y tablas  de  alimen- 
tación acerca  de  Dryco  diríjase  a: 

THE  BORDEN  COMPANY, 

350  Madison  Avenue, 

New  York  17,  N.  Y.,  U.  S.  A- 


Distribuidores  para  Puerto  Rico 
FELIX  A.  RODRIGUEZ 
Sagrado  Corazón  602 
Santurce,  Puerto  Rico 


10$  ANGELES 


CALIFORNIA 


encourage 

Patienl-Doclor  Cooperation 
I When  Calcium  Thei  apy  is  Prescribed 

Mental  anxiety,  when  induced  by  aversion 
to  prescribed  therapy,  adds  to  the  patient's 
physical  distress.  Objection  to  calcium 
may  be  overcome  by  substituting  dosage ' 
in  more  agreeable  form.  CALCICAPS... 
an  easy-to-swallow,  capsule-shaped 
tablet . . . provide  suitable  supplement  for 
young  or  old,  where  diagnosis  reveals  a 
deficiency  in  calcium  and  phosphorus. 

Calciwafers  are  a pleasant  tasting 

wafer  containing  double  the  potency  of 
CALCICAPS. 

Calcicaps  with  Iron  are  especially 

suitable  in  pregnancy,  when  the  need  for 
calcium,  phosphorus  and  iron  increases. 


EachCflUIcapConiolni:  :r: 

DICAICWM  PHOSPHATE  • . 290  m®.  5= 

CALCIUM  GLUCONATE 190  mg. 

VITAMIN  0 (Irr.  Yaoit).  .375  U$P  Unin 


Calcicaps,  Calciwafers  and 

Calcicaps  with  Iron  contain  an  ade- 
quate amount  of  VITAMIN  D essential 
for  calcium  absorption. 


CALCIWAFERS  Each  wafer  contains: 
Dicalcium  Phosphate  580  mg. 

Calcium  Gluconate  580  mg. 

Vitamin  D 750  USP  Units 

Boxes  of  50  and  250 

CALCICAPS  Each  Calcicap  contains: 
Dicalcium  Phosphate  290  mg. 

Calcium  Gluconate  190  mg. 

Vitamin  D 375  USP  Units 

Bottles  of  100  and  500 


CALCICAPS  with  IRON 
Iron  contains: 
Dicalcium  Phosphate 
Calcium  Gluconate 
Ferrous  Gluconate 
Vitamin  D 


Each  Calcicap  with 


290  mg. 

190  mg. 

64  mg. 

375  USP  Units 


Bottles  of  100  and  500 


Los  Angeles.  California 


JOAQUIN  BELENDEZ  SOLA,  INC. 
I*.  O.  Box  1188,  San  Juan,  P.  R. 


...para  analgesia  urogenital  eficaz 


La  administración  oral  de  PYRIDIUM 
produce  un  determinado  efecto  analgé- 
sico en  la  mucosa  urogenital.  Esta  acción 
contribuye  al  alivio  rápido  y eficaz  que 
tanto  satisface  al  paciente  que  sufre  de 
desagradables  síntomas  urinarios. 

Como  actúa  directamente  sobre  la 
mucosa  del  conducto  urogenital,  este 


notable  efecto  del  PYRIDIUM  es  ex- 
clusivamente local.  No  ejerce  acción 
sistémica  narcótica  o sedativa. 

Se  pueden  administrar  dosis  terapéu- 
ticas de  PYRIDIUM  con  toda  confianza 
durante  el  tratamiento  de  la  cistitis, 
pielonefritis,  prostatitis  y uretritis. 


ItHpresos  disponibles  a solicitud 


PYRIDIUM  es  la  marca  registrada  en  los  Estados 
Unidos  del  producto  de  la  Pyridium  Corporation. 
Merck  & Co.,  Inc.,  únicos  distribuidores  en  E.U.A. 


DISTRIBUIDORES  DE  EXPORTACION 


Distribuidores  para  Puerto  Rico 
CESAR  CASTILLO,  INC. 
Tetuán  155  — San  Juan,  P.  R. 


N,  gonorrhoeae 
N.  intracellularis 
coli 

S.  schottmuelleri 
S.  paratyphi 
E.  typhosa 
S.  dysehteriae 
P.  Vulgaris 
CrViolaceum 
marcescens 
/V.  aerogenes 
K.  pneumoniae 

S.  aureus 
S.  albus 

Str.  faecalis  ' 

Str.  anhemolyticus 
Str.  pyogenes  . 

D.  pneumoniae 
histolyticuny, 
%óvyi 
sporogenes 
C.  tetani 
C.  septicum 
C.  perfringens 
B.  subtilis 

B.  anthracis 

C.  diphtheriae 
M.  tuberculosis 


La  eñcacia  clínica  puede  no  corresponder  a los  resultados  in  vitro. 


Ahora  asequible  en  forma 
de  APOSITO  SOLUBLE  DE  FURACIN 
para  heridas  y superficies  infectadas 


INDICACIONES:  Heridas  superfíciales  in- 
fectadas, o para  la  prevención  de  tales 
infecciones.  Infecciones  en  quemaduras  de 
segundo  y tercer  grado.  Carbuncos  y abs- 
cesos después  de  intervención  quirúrgica. 
Ulceras  varicosas  infectadas.  Ulceras  dia- 
béticas superficiales  infectadas.  Impétigo  en 
niños  y adultos.  Tratamiento  del  sitio  del 
injerto.  Osteomielitis  asociada  con  fracturas 
expuestas.  Infecciones  secundarias  a la 
dermatofitosis. 


Contiene  0.2% 
Furacin  (una 
marca  registra- 
da de  nitrofura- 
zone:  5-nitro-2'fu- 
raldehido  semicar- 
bazone)  en  unabaae 
hidrosoluble. 


Bibliografía.  Dodd.  M.  C.  tíi  Stillman,  W.  B . J.  r'harmacol  & Exper.  Therap.  02:11,  1944;  Cramer,  ü.  L.  & Dodd,  M.  C.:  J.  fiact. 
5i :293,  1946,  Neler,  E.  & Lamben!,  T G..  Am.  J.  Surg,  72:246,  1946;  Snyder,  M.  L.,  Kiebn.  C.  L df  Christopheraon,  J.  W.:  MU. 
Surg.  97:380.  1945;  Meleny,  F.  L.,  Johnaon,  B.  A.,  Pulaski,  E.  J.  & Colonna,  F. : J.A.M.A.  130  121,  1946,  Dodd,  M,C,:  J,  PhannacoU 
& Exper.  Therap  06:311,  1946,  Downing,  j.  C,,  Hanson,  M,  C & Lamb,  M.  J A.M  A,  133  299,  1947. 


Distribuidores:  CESAR  CASTILLO,  INC.  — Tetuán  155,  San  Juan,  P.  R. 


INSTRUMENTOS 

OPTICOS 

BAUSCH&LOMB 


El  Queratómetro  de  Bausch  & Lomb 


JJE  reconoce  universalmente  el  valor  de 
la  queratometría  en  casos  de  astig- 
m-a,  alaquia  o ambliopía.  Sin  embarero 
la  exíictitud  de  los  datos  así  averigua- 
dos está  limitada  por  la  exactitud  del 
inslrumento  empleado  para  lograrlos.  El 
()uercVtómeti‘o  de  R&L  mide  objetiva- 
mente la  curvatura  de  la  córnea.  Con 
él  es  fácil  colocar  en  posición  al  pacien- 
te y se  ahorra  tiempo  para  que  éste 
concentre  la  mirada  de  modo  fijo.  Por 
ser  un  instrumento  de  una  sola  posición, 
su  enfoque  resulta  rápido  y exacto.  Sólo 


con  el  Queratómetro  se  puede  obtener 
exactamente  la  medida  de  la  córnea  pa- 
ra ajustar  lentes  de  contacto. 

Agente:  H.  V.  CROSCH  C O. 

Comercio  St.  21  - San  Juan 

BAUSCH  & LOMB 

Optical  Co.  - Rochester,  N.  Y.,  E.U.A. 
Fundada  en  1853 


' '7n  adéiU^J 

“ --'-^  ■ ; •■  . . ;4¿«^’íW' 

, , becau.se  of  its  yitáí  ' 

' mi’n  0 : content,  Oleujm  Pef" 
como/pbum:  (1)  ploys  an  important 
role,  in  tooth  formation;  (2)  aids  in  prevent- 
ing and  arresting  dental  carigs  in  some  instances; 
(3)  exercises  a favorable  influence  on  calcium  an'd.phov 
phorus  metobolism.  By  virtue  of  its  vitamin  A content,  OleurtT  Perco- 
morphum:  (4)  prevents  and  cures  night  blindness  due. to  vitamin  A'deficiency; 
(5)  is  helpful  in  preventing  and  treating  eye  diseases  due  to  vitamin  A deficiency, 
such  as  xerophthalmia;  (6)  is  effective  in  treating  certain  hyperkeratoses  of  the 
skin  which  sometimes  accompany  severe  vitornin  A deficiency  ....  Atead’s  Oleum 
Percomorpbym  With  Other  Fish  Liver  Oils  and  Viosterol  is  Council  Accepted,  and  is 

' advertised  only  to  the  medical  profession.  Atead’s  Oleum  Perccmorphum  is  economical. 

♦ . • * • 

Alead's  Oleum  Percomorphum  has  stood  the  test  of  16  years  of  clinical  use. 

Mead  j OHNSON  & Company  EVANSVILLE  21,  indiana,  u.s.a. 


SctMi4HH4.  "^idem. 


PLEASE  SPECIFY  MEAD'S— 


P.  ().  Box  3081 


San  Juan,  P.  R. 


four  blood-building  essentials  in  one  capsule 


for  prompt  and  positive  hemoglobin 
regeneration  and  reticulocyte  response 

Individually,  each  constituent  in  liafon  plays  a 
significant  role  in  the  development  of  the  red 
blood  cell. 

when  iron  alone  is  not  enough  . . . 
simultaneous  administration  of  the  four  blood- 
building essentials  in  liafon  ordinarily  results  in 
an  early  and  striking  improvement  in  the  patient’s 
blood  picture. 

LIAFON  is  specific  for  macrocytic  and/or  micro- 
cytic anemias,  whether  they  occur  singly  or  in 
combination. 

EACH  LIAFON  CAPSULE  PROVIDES: 


Desiccated  Liver 0.5  Gm. 

equiv.  2 Gm 
whole  fresh  liver 

Ferrous  sulfate  exsic 0. 1 3 Gm. 

equiv.  38  mg.  etemenlol  iron 
USP  or  0.19  Gm.  ferrous  sulfole 

Ascorbic  Acid  50  mg. 


Folic  Acid 1 .67  mg. 


Bottles  of  25  and  1 00  Capsules 


Liafon . . . 
four 

fundamentals 
for  red 
blood  cell 
development 


"LIArON’'  IS  A TRADIMARX  OF  C.  R.  SOUIBB  B SONS 


Squibb 


Which  would  you  prescribe 
for  Infant  Feeding? 


NATURALLY,  you’d  choose  a name  you 
know  ...  a name  worthy  of  your 
confidence. 

AND  CARNATION  protects  your  recom- 
mendation with  the  most  scrupulous 
standards  of  safety,  uniformity  and 
nutritional  value. 

EVERY  DROP  of  Carnation  Milk  is 
processed  with  "prescription  accuracy” 
—in  Carnation’s  own  plants  under  Car- 
nation’s own  continuous  supervision. 
That  is  why  you  can  have  complete 
confidence  in  Carnation.  It  is  evap- 


orated, homogenized,  enriched  in 
vitamin  D,  and  sterilized,  under  the 
most  rigid  controls.  Constant  tests 
and  vigilant  inspection  are  your  guar- 
antee that  every  can  bearing  the 
name  Carnation  meets  the  highest 
requirements  of  the  medical 
profession. 

NO  WONDER  nation-wide  surveys  show 
more  babies  are  fed  on  Carnation  than 
on  any  other  brand  of  evaporated  milk. 
It’s  the  milk  you  can  confidently 
prescribe  by  name— á?iy  in  and  year  out. 


Nation-wide  surveys  show  that  Carnation 
Milk  is  more  widely  used  in  infant  feeding 
than  any  other  brand  of  evaporated  milk. 


The  Milk  Every  Doctor  Knows 


"From 

Contented  Cows" 


1 


iPORATtD- 

ILI^ 

• VITAMIN  0 


iraatii 


Now  fortified  with 
Folic  Acid  and 
B vitamins- 


Patients  with  chronic  or  nutritional  anemias  may  be  deficient 
in  several  factors  essential  for  blood  regeneration — iron,  liver 
factors  and  B vitamins,  including  folic  acid. 


Each  daily  dose  of  Bepron  Fortified  (J  fluidounce)  supplies— 

Total  soluble  constituents  of  2 ounces 
of  whole  beef  liver 
3 grains  of  iron  (Fe)  as  saccharated 
ferrous  iron,  equivalent  to  9.6  grains 
of  dried  ferrous  sulfate 
5 mg.  of  folic  acid 
2 mg.  of  thiamine  hydrochloride 
2 mg.  of  riboflavin 
15  mg.  of  niacinamide. 

Bepron  Fortified  is  recommended  for  the  treatment 
of  clironic  or  nutritional  hypochromic  microcytic 
anemias,  and  for  maintenance  therapy  of  certain 
macrocytic  or  normocytic  anemias. 


Supolied  in  bottles  of 
Jó  fíuidounces. 


BEPRON'  FORTIFIED 


WYETH  INCORPORATED  • PHILADELPHIA  3, 

Distribuidores:  FRANCISCO  N.  CASTAGNET 
Santurce,  Puerto  Rico 


PA 


No... it  won’t 
taste  gritty  to 
his  tongue. . . 

Mothers  appreciate  the  smoothness  of 
texture  and  uniform  consistency  of 
Libhy’s  Baby  Foods.  Infants  are  quick 
to  detect  large  particles  and  to  spit 
them  out  . . . with  Libby’s  this  never 
occurs.  Through  Libby’s  exclusive 
process  of  homogenization,  cellulose 
capsules  are  ruptured,  and  cell  enve- 
lopes are  reduced  to  microscopic  di- 
mensions. Nutrients  are  homoge- 
neously dispersed  throughout  the  food 
mass,  making  for  greater  and  easier 
availability.  Grittiness  is  impossible 
with  this  process.  In  consequence, 
Libby’s  have  been  fed  as  early  as  the 
6th  week  of  life,  since  they  flow  freely 
through  normal  nipple  openings  when 
mixed  with  the  milk  formula. 


Beets  • Carrots  • Green  Beans  • Peas  • Spinach  • Sqnash  • Vegetable  Soap  • Mixed 
Vegetables  • Garden  Vegetables  • Liver  Soup  • Vegetables  with  Bacon  • Vegetables 
with  Beef  and  Barley  • Vegetables  with  Lamb  • Apples  and  Apricots  • Apples  and 
Prunes  • Apple  Sauce  • Apricot-Farina  • Peaches  • Peaches-Pears  Apricots  • Pears 
and  Pineapple  • Prunes  (with  Pineapple  Juice  and  Lemon  Juice)  • Custard  Puddmg 

Lihby,  ¡W9Ne¡ll  & Libby  • Chicago  9,  Illinois 
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IN  CHRONIC  ARTHRITIS 


micmims? 


In  ALL  published  cases  (*)  of  chronic  arthritis  treated  with  Ertron  since 
1936,  in  which  results  were  clinically  evaluated  [852)  — significant 
improvement  was  reported  in  701  cases  ...  or  82.2%. 


miCITY? 


In  ALL  published  cases  (*)  of  chronic  arthritis  treated  with  Ertron  since 
1936,  in  which  toxicity  was  considered  {1,020)  — severe  toxicity  was 
reported  in  only  14  cases  ...  or  1.4%.  Medication  without  physician 
control  accounted  for  a majority  of  these  toxic  findings. 

What  other  treatment  for  chronic  arthritis  can  equal  this  record? 

(*)  All  of  these  cases  (both  favorable  and  critical)  in  which  Ertron — Steroid 
Complex,  Whittier  was  used  by  52  investigators,  are  abstracted  in  "A  Report 
to  the  Medical  Profession,"  covering  the  period  from  1936  through  September 
1947.  If  your  copy  isn’t  at  hand,  we'll  gladly  send  one  to  you. 


ERTRON  is  a Registered  Trode  Mark 


ííiyí^ 
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to  relieve  nausea  and  vomiting 
of  pregnancy  and  in  adoles- 
cent acne 


•»•  ««Ml  »♦••••••  . 

PYRIBEXIH 


(Pyridoxine  HCI  Thiamine  Chloride) 
Each  1 cc  contains; 

Vitamin  Bl  50  mg 

Vitamin  B6 50  mg 

VIALS  OF  10  cc 


• ' *»  1 1 • f » ►» "' 


IROBLEX 


for  use  in  hypochromic  and 
tritional  anemias 

IROBLEX 

(Iron  - Liver  - B Complex) 
Each  cc  contains: 

Thiamine  HCl  (Bl)  100. 

Riboflavin  (B2)  0.5 

Pyridoxine  HCl  (B6)  1. 

NICOTINAMIDE  50. 

IRON  CACODYLATE  10. 

LIVER  (10  U.S.P.  UNITS 

PER  CC)  0.2 

Phenol  (As  preservative)  0.5%» 

VIALS  OF  10  cc 


Improved 


Formula 


'•N'  sss 


NION  CORPORATION  los  angeles  38,  california 

JOAQUIN  BELENDEZ  SOLA,  INC. 

P O,  BOX  1188,  SAN  JUAN,  PUERTO  RICO 


ANTIBIOSIS  MAXIMA  CONTRA  LAS 

INFECCIONES  CUTANEAS 


La  aplicacién  local  del  ungüento 
TYRODERM  lleva  la  poderosa  acción 
antibiótico  de  la  tirotricina  hasta  las  anfrac- 
tuosidades más  profundas  de  los  tejidos. 

% TYRODERM  posee  acción  antimicrobia- 
na intensa  y prolongada  contra  los  gram- 
positivos  y es  sorprendentemente  eficaz 
aún  en  presencia  de  pus, exudado, necrosis. 

• TYRODERM  es  de  gran  ayuda  en  el  tra- 
tamiento de  los  quemaduras,  heridas  in- 
fectadas, úlceras  varicosas,  etc.,  y muy 
útil  en  las  dermatosis  provocadas  por 
gérmenes  grampositivos. 

• TYRODERM  es  terapéuticamente  supe- 
rior a los  ungüentos  sulfamidados  o de 
penicilina. 


TYRODERM 

(Crema  de  tirotricina) 

SHARP  & DOHME,  Philadelphia  1,  Pa.,  E.U.A. 

l\p»  En  tubos  de  28  gm. 


Anemias  Macrocítícas 
e Hípoférricas . . . 


ACIDO  FOLICO  Y HIERRO 


Ofic.  P*t.  EE.  UU 


ESPECIFICO  PARA  LOS  PROCESOS  DE  MADU- 
RACION DE  LAS  CELULAS  ROJAS  Y PARA  LA 
PRODUCCION  DE  LA  HEMOGLOBINA 

Los  preparados  FOLVRON  (Acido  Fólico  y Hierro) 
combinan  al — ácido  fólico — factor  específico  para 
la  maduración  de  las  células  rojas  de  la  sangre, 
con  el  ion  ferroso — un  estimulante  específico  para 
la  formación  de  la  hemoglobina. 

INDICACIONES:  Para  el  tratamiento  de  las  ane- 
mias macrocíticas  (esprúo;  anemias  macrocíticas 
de  la  pelagra,  gestación  e infancia)  y anemias 
hipoférricas  (anemias  nutricionales,  post-infec- 
ciosas,  microcítica  primitiva  e hipo-marcianas 
gravídicas). 

El  FOLVRON  se  presenta  en  forma  de; 

CAPSULAS:  Proseos  de  30,  100  y 1000 
TABLETAS:  Frascos  de  30,  100  y 1000 
ELIXIR:  Frascos  de  237  y de  474  cc. 

LEDERLE  LABORATORIES  DIVISION 

American  Cyanamid  Company 
30  Rockefeller  Plaza,  New  York  20,  N.  Y.\ 


St  Precedencia  Filaricídfca  del 


Dietilcarbamazina 


...  de  Acción  Específica  contra 
las  Microfilarias!! 

En  los  experimentos  prácticos  conducidos  recientemente 
en  la  India,  Africa,  Tahiti,  Islas  Vírgenes  y Guayana 
Inglesa,  el  HETRAZAN  rindió  resultados  clínicos  suma- 
mente satisfactorios  que  dejaron  establecida  su  superiori- 
dawl  terapéutica  para  combatir  y tratar  la  filariosis  y la 
oncocercosis. 

Este  novísimo  ñlaricida  cuyo  descubrimiento  anuncia- 
mos aquí  a la  Profesión  Médica,  es  un  compuesto  orgánico 
que  no  contiene  metales  pesados  ni  otros  ingredientes 
tóxicos.  El  HETRAZAN  ejerce  sus  enérgicos  efectos  por 
virtud  de  su  eñcaz  especificidad  contra  las  microfilarias. 
•Reg.  Ofic.  Pal.  EE-UU. 

ENVASES: 

Frascos  de  100  y 1000  tabletas 


LEDERLE  LABORATORIES 
DIVISION 

American  Cyanamid  Company 

30  Rockefeller  Plaza 
Nueva  York  20,  N.  Y. 


ri." 


In  manifest  vitamin  defitien<^s  it  is  inadvisable  and 
impractical  to  rely  primarily  on  dietary  correction.  The 
deprivation  of  essentiol  nutrient  fact&rs  usually  has 
ej^isted  for  many  yedrsrand  Itjs  importanf  to  give 
adequate  treatment  in  order  to  restoreJwalth- promptly. 
Pluraxin  is  especially  designed  for  intensive'vltomin  therapy. 

Special  Therapeutic  Formula 

Vitamin  A (from  fish  liver  oil) 

Vitamin  B]  (thiamine) 


Vitamin  Bj  (riboflavin)  . 
Vitamin  B6  (pyridoxine) . 
Nicotinamide  . . . 

Calcium  pantothenate  . 
Vitamin  C (ascorbic  acid) 
Vitamin  Dj  (calciferol)  . 


25,000  U.S.P.  Units 
. . . 15  mg. 

. i .10  mg. 

. 2 mg. 

Í [,  . 150  mg. 

Í I .10  mg. 

5 . 150  mg. 

. 1,000  U.S.P.  Units 


X' 


One  capsule  of  Pluraxin  daily  is  usually  sufficient. 

Some  patients  may  require  larger  doses  during  the  early 
stages  of  treatment.  In  vitamin  therapy,  "it  is  far  better  to 
prescribe  too  much  than  too  little,  too  soon  rather  than  too 
late"  (Spies).  Available  in  bottles  of  30  and  100  capsules, 

PLURAXIX 


CHEMICAL  COMPANY,  INC. 

NEW  YORK  13,  N.  Y.  m WINDSOR,  ONT. 


PLURAXIN,  trodemork  Reg.  U.  S.  Pot.  Off.  & Canada 


Professional  Building  — Ave.  de  Diego  308 
P.  O.  Box  6217  — Loiza  Street  Station 
Santurce,  Puerto  Rico 
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A REVIEW  OF  THERAPEUTIC  TRIALS  OF  SOME  NEW  CHEMOTHE- 
RAPEUTIC COMPOUNDS* ** 

STANTON  M.  HARDY,  M.D.*- 


I feel  greatly  honored  to  be  a guest  at 
this  forty-fifth  annual  meeting  of  your 
Association  and  privileged  indeed  to  par- 
ticipate again  in  a scientific  assembly  of 
your  membership. 

Progress  in  therapeutics  has  been  ra- 
pid and  spectacular.  Paced  by  the  deve- 
lopment of  the  sulfonamide  compounds 
and  penicillin,  and  stimulated  by  the 
urgent  pressure  and  demands  of  the  war 
years,  many  new  drugs  and  anti-biotic 
agents  have  been  developed,  tested  and 
proven  clinically,  and  added  to  the  arma- 
mentarium of  our  profession  as  weapons 
in  the  unceasing  conquest  of  disease.  I 
would  like  to  talk  briefly  about  the 
therapeutic  trials  and  the  results  of  cli- 
nical research  on  certain  of  these  with 
which  I have  been  most  closely  associat- 
ed, since  they  represent  the  outcome  of 
basic  investigations  carried  on  by  as- 
sociates in  the  research  division  of  the 
Pearl  River  Laboratories. 

The  synthesis  of  folic  acid  (pteroyl- 
glutamic  acid : liver  L.  casei  factor) , 
which  I had  the  opportunity  of  discussing 
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before  this  Association  several  years  ago, 
has  been  the  starting  point  and  the  basis 
for  the  synthesis  of  a series  of  compounds 
of  considerable  interest  and  importance. 
Although  it  has  been  shown  that  pteroyl- 
glutaniic,  or  folic,  acid  does  not  neces- 
sarily protect  the  patient  with  Addisonian 
pernicious  anemia  against  combined  sys- 
tem disease  and  the  development  of  neu- 
rological complications  associated  with 
pernicious  anemia,  it  does  appear  to  play 
a role  of  some  importance  in  the  treat- 
ment of  patients  with  pernicious  anemia 
who  are  sensitive  to  liver  extract,  or  re- 
fractive to  liver  extract  therapy.  The  ef- 
fectiveness of  pteroylglutamic  acid,  how- 
ever, in  the  therapy  of  the  nutritional 
macrocytic  anemias  of  pregnancy,  infancy 
and  of  sprue  appears  to  have  been  de- 
monstrated conclusively  by  numerous  in- 
vestigators. 

Vitamin  as  reported  by  Rickes  et 
ah  and  the  Animal  Protein  Factor  report- 
ed by  Jukes-  are  of  great  importance  in 
relation  to  the  treatment  of  the  primary 
anemias.  Results  of  further  clinical  trials 
will  doubtless  assist  in  the  evaluation  of 
the  role  these  agents  play  in  the  therapy 
of  the  primary  macrocytic  anemias;  both 
appear  capable  of  producing  the  charac- 
teristic reticulocytosis  and  normoblastic 
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response  in  the  megaloblastic  bone  mar- 
row in  some  cases ; in  others  they  do  not, 
while  pteroylglutamic  acid  does.  Vitamin 
B,._,  appears  to  be  effective  in  ameliorat- 
ing the  signs  and  symptoms  of  combined 
system  disease  appearing  in  patients  with 
pernicious  anemia. 

The  work  of  Lewisohn  and  his  associa- 
tes'^ appeared  to  indicate  that  some  inhi- 
bitory effect  in  experimental  mouse  car- 
cinom.ata  was  obtained  when  so-called 
‘•fermentation”  folic  acid  was  injected 
into  the  mice.  This  substance,  differing 
from  the  liver  L.  casei  factor,  pteroylglu- 
tamic acid,  in  having  three  glutamic  acid 
groups  in  its  chemical  structure  instead 
of  only  one,  and  known  as  pteroyltriglu- 
tamic  acid  or  Teropterin,  was  synthesized 
by  SubbaRow’s  group. 

Farber  and  his  associates*  on  the  basis 
of  Lewisohn’s  experiments  studied  the 
effect  of  the  administration  of  pteroyl- 
triglutamic  acid  to  patients  with  inoper- 
able malignancies.  The  results  indicated 
that  in  a certain  percentage  of  these  pa- 
tients a definite  palliative  effect  could  be 
demonstrated,  with  relief  of  pain,  im- 
proved appetite  and  an  almost  euphoric 
sense  of  well-being  subjectively.  In  a 
small  percentage  of  cases  there  appeared 
to  be  an  objective  decrease  in  the  size  or 
softening  of  the  primary  tumor  or  regres- 
sion in  demonstrable  metastases.  Lehv 
and  Wright--’  confirmed  this  palliative  ef- 
fect and  the  lessened  need  for  narcotics  in 
a series  of  patients  studied  at  Harlem 
Hospital,  New  York  City.  Such  actual  re- 
missions or  regressions  as  occurred  ap- 
pear to  have  been  temporary,  but  pallia- 
tion and  the  sense  of  subjective  well-being- 
persisted  in  many  cases  of  late,  inoper- 
able malignancy  until  the  death  of  the 
patient. 

During  the  therapeutic  trial  phase  of 


the  work  with  pteroyltriglutamic  acid, 
over  500  individual  case  reports  were  re- 
ceived from  physicians  and  clinics  using 
this  folic  acid  conjugate  as  a palliative  in 
m.alignant  disease.  Statistical  analysis  of 
these  case  reports  show  that  approxi- 
mately 50%  of  the  patients  did  obtain 
such  palliative  effects. 

In  view  of  these  results,  the  palliative 
use  of  pteroyltriglutamic  acid  in  late,  in- 
operable malignancies  appears  to  be 
worthv/hile;  no  hope,  however,  of  cura- 
tive or  specific  inhibiting  effect  on  the 
malignant  growth  or  metastases  there- 
from can  be  justifiably  entertained  by 
the  physician  or  offered  to  the  patient  or 
his  relatives.  All  such  results  indicating 
apparent  regression  have,  to  date,  proved 
to  be  temporary  in  the  rare  instances  in 
which  they  were  actually  observed. 

It  has  been  shown  by  a number  of  in- 
vestigators that  folic  acid  conjugates,  for 
example  pteroyltriglutamic  acid,  have 
much  the  same  effect  on  the  megaloblas- 
tic bone  marrow  of  patients  with  primary 
macrocytic  anemias  as  pteroylglutamic 
acid  which  appears  to  be  released  in  the 
body  and  excreted  as  such  in  the  urine 
when  the  conjugates  are  administered. 
The  occurrence  of  what  Farber**  inter- 
preted as  an  “acceleration  phenomenon” 
in  the  leukemic  progress  as  seen  in  the 
bone  marrow  and  viscera  of  children  with 
acute  leukemia  when  treated  with 
pteroyltriglutamic  acid,  and  studies  on 
folic  acid  deficiency,  suggested  to  him 
the  possiblity  that  folic  acid  antagonists, 
in  relation  to  the  growth  of  Streptococcus 
faecalis  R,  might  be  of  value  in  the  treat- 
ment of  patients  with  acute  leukemia'^. 
Meyer^  reported  significant  changes  in 
the  peripheral  blood  and  bone  marrow  of 
patients  having  acute  myeloblastic  leu- 
kemia treated  with  pteroylaspartic  acid 
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and  methylpteroic  acid  with  a lowering 
of  the  white  blood  cell  count,  when  ex- 
tremely high,  and  a decrease  in  the  num- 
ber of  blast  cells  present.  These  remis- 
sions, if  they  could  be  called  such,  were 
temporary  and  short-lived;  similar  alte- 
rations in  the  blood  or  bone  marrow  pic- 
ture of  patients  with  chronic  leukemia 
were  not  observed. 

Further  clinical  observations  of  a pre- 
liminary character  by  Farber  using 
pteroylaspartic  acid,  the  first  antifolic 
compound  tested  clinically,  and  methyj- 
pteroic  acid  showed  significant  bone  mar- 
row changes  in  children  with  acute  leu- 
kemia. Hypoplasia  of  the  bone  marrow 
of  patients  thus  treated  occurred  which 
was  of  so  significant  a degree  as  to 
justify  further  studies  on  the  effect  of 
more  powerful  antagonists  to  folic  acid 
on  the  course  of  acute  leukemia  in  child- 
ren. Such  anti-folic  compounds  had  been 
prepared  by  the  late  Dr.  Y.  SubbaRow 
and  his  colleagues'*- and  one  of  these,  a 
powerful  folic  acid  antagonist,  4-amino- 
pteroylglutamic  acid  (aminopterin) , was 
used  by  Farber  and  his  co-workers  by  in- 
tramuscular injection.  The  results  ob- 
tained in  sixteen  children  with  acute 
Leukemia  thus  treated  form  the  basis 
of  a report  published  in  the  New  England 
Journal  of  Medicine  in  June  1948“. 

In  this  report,  Farber’s  group  state 
that,  of  the  sixteen  children  treated  with 
Aminopterin,  many  of  whom  were 
moribund  at  the  onset  of  therapy,  ten 
showed  clinical,  hematologic  and  patholo- 
gical evidences  of  improvement  of  an  im- 
portant nature  of  three  months  duration 
at  the  time  of  the  report,  six  patients  did 
not  respond  well,  two  being  unimproved 
with  four  progressing  to  a fatal  outcome. 
In  general,  daily  intramuscular  injec- 
tions of  Aminopterin  of  1 mgm.  were 


used,  but  this  schedule  was  variable  and 
treatment  interrupted  if  necessary  be- 
cause of  the  appearance  of  toxic  side  ef- 
fects. Each  case  was  treated  as  an  indi- 
vidual problem. 

The  remissions,  when  they  occurred, 
were  dramatic.  The  children  gained 
weight,  had  improved  appetites,  the  en- 
larged spleen  and  glands  regressed  and 
the  children  appeared  normal.  Hemato- 
logical remission  was  characterized  by  a 
decrease  in  the  white  blood  cell  count 
when  high,  a decrease  in  the  number  of 
blast  cells  which,  in  some  cases,  totally 
disappeared,  and  rising  blood  cell  and 
platelet  counts.  Completely  normal  blood 
and  marrow  pictures  during  the  period  of 
remission  were  encountered  in  some 
cases. 

Farber  points  out,  however,  that  there 
is  no  evidence  to  suggest  use  of  the  word 
“cure”  in  these  cases;  the  remissions  are 
frequently  temporary  — and  the  period 
of  observation  thus  far  too  short,  and  re- 
lapses under  therapy  occur.  Severe 
toxic  effects  may  make  continued  treat- 
ment with  aminopterin  impossible  in  any 
one  case. 

These  toxic  effects  are  severe,  oc- 
casionally fatal  and  somewhat  unpredict- 
able. Originally  it  was  thought  that  folic 
acid  or  crude  liver  extract  might  help  in 
preventing  their  occurrence ; they  are  now 
generally  discounted  as  prophylactic 
measures.  Stomatitis  with  early  ulcera- 
tion, pathological  changes  in  the  gastro- 
intestinal mucosa,  dermatitis,  alopecia, 
aplasia  — occasionally  irreversible  — of 
the  bone  marrow  and  perhaps  hemorrhage 
are  among  the  toxic  effects  noted. 

Early  results  when  adults  with  acute 
leukemia  were  treated  with  Aminopie- 
rin  were  discouraging;  toxic  reactions 
were  frequent,  severe  and  sometimes  fa- 
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tal.  Recently,  however,  Dameshek^^  has 
been  successful  in  obtaining  satisfactory 
remissions  in  a group  of  adult  patients 
with  acute  leukemia  by  means  of  treat- 
ment with  Aminopterin,  although  severe 
toxicity  was  encountered  in  many  ins- 
tances. At  present  he  has  used  oral  Ami- 
nopterin with  success. 

A number  of  clinical  research  groups 
have  since  begun  the  use  of  Aminopterin 
in  the  treatment  of  acute  leukemia  in 
children  and  adults.  The  results,  as  indi- 
cated in  informal  reports  to  us,  hitherto 
unpublished,  are  variable  and  range  from 
complete  failures  and  extreme  toxicity  to 
striking  remissions;  certainly  less  than 
fifty  per  cent  of  the  cases  treated  give  a 
favorable  response,  but  when  one  is  ob- 
tained it  is  usually  so  complete  and  dra- 
matic as  to  cause  the  investigator  to  con- 
tinue clinical  experimentation  with  Ami- 
nopterin. 

Opinions  expressed  by  investigators 
are  as  varied  as  the  results.  However, 
one  fact  seems  undeniable  — results  have 
been  obtained  in  some  cases  which  appear 
to  justify  further  clinical  trials  with 
Aminopterin  in  selected  cases.  Obviously, 
the  final  answer  has  not  yet  been  found; 
the  dangerous  toxicity  of  Aminopterin 
precludes  its  widespread  use  and  per- 
force must  limit  the  therapeutic  trials  to 
clinical  ^research  groups  where  patients 
can  be  closely  followed,  treated  as  indivi- 
duals and  under  continuous  observation  by 
competent  hematologists. 

The  preliminary  results  thus  far  ob- 
tained have  encouraged  further  experi- 
mental work  with  the  anti-folic  com- 
pounds, synthesized  around  the  basic  pte- 
roylglutamic  acid  nucleus.  A number  have 
been  tested  clinically,  thus  far  with  equi- 
vocal results,  and  other  new  folic  acid  an- 
togonists  are  currently  undergoing  thera- 
peutic trial,  with  some  promise  of  having 


equal  or  superior  clinical  efficacy  too,  but 
with  appreciably  less  toxicity  than  Ami- 
nopterin. 

In  conclusion,  I would  like  to  take  up 
briefly  one  other  compound,  totally  un- 
related to  the  pteroyl  series,  which  has 
proved  to  be  of  considerable  local  interest. 

Hetrazan  diethylcarbamazine,  a pi- 
perazine derivate,  is  a synthetic  organic 
compound  with  a structural  formula. 

Developed  in  the  course  of  a wartime 
intensive  search  for  anti-malarial  agents, 
Hetrazan  proved  inefective  as  an  anti- 
malarial,  but  routine  screening  against 
other  parasites,  and  particularly  against 
filarial  infections  in  cotton  rats  and  dogs 
by  Hewitt^'*  and  his  co-workers  demons- 
trated the  fact  that  Hetrazan  produced 
an  immediate  and  sustained  reduction  in 
the  microfilariae  in  infected  cotton  rats 
and  dogs  treated  orally  or  parenterally 
with  this  compound. 

Following  comprehensive  pharmaco- 
logical and  toxicity  studies  by  Harned  and 
his  associates'^  which  demonstrated  the 
low  toxicity  and  safety  of  the  drugs,  hum- 
an clinical  trials  were  undertaken  in  Puer- 
to Rico  by  Santiago-Stevenson,  Oliver 
González  and  Hewitt.^-^  They  reported  on 
twenty-six  individuals  with  filariasis  Ban- 
crofti  to  whom  Hetrazan  was  given  in 
varying  doses  for  different  lengths  of 
time.  In  all  instances,  the  number  of  micro- 
filariae were  markedly  reduced  by  the 
second  day  of  treatment  and  in  88%  of 
the  patients  receiving  1-2  mgm./kg.  per 
three  times  a day  for  six  days  or  longer, 
no  microfilariae  were  found  after  five  to 
nine  months  of  observations. 

No  severe  toxic  reactions  were  noted. 
Some  patients,  on  the  higher  dose  sched- 
ule, experienced  malaise,  headache,  gastro- 
intestinal disturbances  and  fever  for  the 
first  48  hours  of  treatment,  but  were 
thereafter  free  from  .symptoms  for  the 
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balance  of  the  treatment  period.  Later 
observations  seem  to  indicate  that  mas- 
sively infected  individuals  may  experience 
reactions  under  treatment,  of  greater  or 
less  severity,  allergic-like  in  type,  and 
seemingly  precipitated  by  the  death  of 
large  numbers  of  parasites.  Rarely,  how- 
ever, was  it  necessary  to  discontinue 
therapy.  Presumptive  evidence  of  the 
adult  worms  death  has  been  reported  by 
Hewitt,  but  actual  demonstration  of  this, 
in  human,  is  of  course  difficult. 

Mazzotti  and  Hewitt^®  in  Mexico  and 
Burch^'  in  Guatemala  have  reported  that 
Hetrazan  has  proven  effective  against  On- 
choceriasis  volvulus,  although  rather 
marked  allergic  reactions  occur  and  some- 
what smaller  doses  are  recommended. 

Treatment  is  by  the  oral  route  and  in 
Bancroftian  filariasis  the  therapeutic  dose 
appears  to  be  2 mgm./kg.  three  times  a 
day  for  21  days. 

Confirmatory  results  have  been  report- 
ed from  Samoa,  Equatorial  Africa  and 
British  Guiana  where  clinical  studies  have 
been  conducted.  The  effectiveness  of 
Hetrazan  against  Loa  Loa  has  been  de- 
monstrated, and  preliminary  studies  in- 
dicate that  this  compound  may  be  useful 
in  the  treatment  of  larva  migrans  or 
“creeping  eruption”  and  active  against 
ascaris  infestation.  Conclusive  data  on  its 
value'  against  adult  hookworm  in  humans, 
trichinosis  and  other  nematode  infesta- 
tions in  man  are  still  lacking;  clinical 
trials  are  currently  being  conducted  along 
these  lines. 

The  ease  of  administration,  low  toxicity 
and  ability  to  cause  the  disappearance  of 
microfilariae  from  the  peripheral  blood 
which  Hetrazan  has,  suggested  its  use  in 
a mass  treatment  program  in  an  effort  to 
eradicate  filariasis  from  an  isolated  area 
where  it  is  endemic. 

The  island  of  St.  Croix  in  the  Virgin 


Island  with  about  20%  of  the  population 
infected  appeared  to  be  an  excellent  area 
for  this  attempt,  and  the  project  was  start- 
ed in  the  spring  of  1948.  A report  on  the 
first  phase’®  of  the  mass  treatment  ex- 
periment has  been  submitted  for  publica- 
tion. With  full  cooperation  of  the  insular 
government,  public  health  official,  school 
and  local  organizations,  a preliminary  sur- 
vey was  made  and  then  an  attempt  made 
to  treat  every  inhabitant  — around  13,000 
— with  Hetrazan  on  a dose  schedule  (100 
mgm.  T.I.D.  for  adults,  50  mgm.  T.I.D. 
for  children)  arrived  at  on  the  basis  of 
a previously  treated  control  group,  for  a 
period  of  seven  days.  It  is  estimated  that 
around  60%  - 70%  of  the  population  was 
treated.  In  theory,  it  might  be  expected 
that,  if  Hetrazan  proved  effective,  the  re- 
servoir of  infection  might  be  dried  up  and 
filariasis  eliminated.  Whether  these  ex- 
pectations will  be  fulfilled  will  be  deter- 
mined when  we  undertake  a resurvey  on 
St.  Croix  this  coming  year.  The  United 
States  Navy,  on  the  basis  of  the  St.  Croix 
project,  is  undertaking  a similar  and 
larger  mass  treatment  trial  in  the  South 
Pacific,  in  American  Samoa. 
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Dr.  González  Ramírez:  We  have  not 
been  able  to  make  the  arrangements  for 
the  next  conference  but  you  all  will  be  ad- 
vised by  the  usual  invitation  of  the  sub- 
ject to  be  discussed.  Tonight  we  have  a 
Clinico-pathological  conference  and  parti- 
cipating will  be  Dr.  Sabatelle,  Dr.  Rodri- 
guez Molina,  Dr.  Ferraiouli  and  Dr.  Reyes. 
Dr.  Rudo  will  read  us  the  history  and 
physical  examination  of  the  case  presented 
tonight. 

Dr.  Rudo:  This  patient  was  a 60  year 
old  white  male,  who  was  admitted  to  San 
Patricio  Hospital  on  March  15,  1948  for 
symptoms  referable  to  a fracture  of  the 
right  femur.  The  patient  stated  that  he 
suffered  an  epileptic  seizure  on  March  14, 
1948,  fell  down  suddenly  on  the  curb,  and 
struck  his  right  thigh.  This  became  pain- 
ful and  swollen.  He  was  immediately  taken 
to  a local  clinic,  given  first  aid,  and  sent 
to  San  Patricio  Hospital  for  treatment. 

The  patient  was  a veteran  of  World 
War  I,  and  had  not  worked  since  1918.  He 
claimed  that  he  was  receiving  100%  dis- 
ability for  his  epileptic  attacks.  These 
were  manifested  by  convulsions,  dizziness, 
and  fainting.  Headache  was  always  pre- 
sent. States  he  feels  an  aura  which  is  not 
described  in  the  chart,  then  falls  uncons- 
cious, and  has  convulsions  and  oral  froth- 
ing (convulsions  not  described).  The  pa- 
tient’s history  otherwise  is  without  im- 
portance. 

On  admission,  he  presented  the  follow- 
ing physical  picture : Poorly  developed 

* Presented  at  the  monthly  staff  meeting  held 
May  18.  1948  at  the  V.  A.  Center,  San  Patricio 
Hospital. 

“Published  with  permission  of  the  Chief  Medi- 
cal Director,  Department  of  Medicine  and  Surgery, 
Veterans  Administration,  who  assumes  no  respon- 
sibilities for  the  opinions  or  conclusions  drawn 
by  the  authors”. 


lying  in  bed  in  obvious  pain.  Skin  traction 
was  present  at  the  time,  on  the  affected 
extremity.  The  left  eye  lens  was  hazy;  no 
teeth  were  presented.  The  peripheral  ar- 
teries were  hardened.  No  physical  signs  of 
disease  were  noted  on  cardiac  examination. 
The  right  foot  was  rotated  externally  with 
moderate  swelling  at  the  upper  1/3  of  the 
thigh  and  inguinal  region.  All  active  mo- 
tions of  the  extremity  were  absent.  Pas- 
sive motions  were  restricted  and  painful. 
Crepitation  at  the  hip  area  and  2”  short- 
ening of  the  extremity.  There  was  a small 
laceration  on  the  right  elbow,  and  a well 
healed  occipital  scar  3”  long.  Neurological 
examination  was  apparently  normal.  Blood 
pressure  was  158/88,  pulse  90,  respiration 
22.  Laboratory  on  admission  revealed  mo- 
derate anemia.  The  following  is  the  only 
laboratory  work  we  have  of  the  patient: 

Blood  Count 


R.B.C. 

W.B.C. 

Hemoglobin  10.5  gms. 
Neutrophils 
Juvenile  2 

Stab  3 

Segmented  71 

Lymphocytes 
Monocytes 


3 


,670,000 

16,400 

67% 

76 


23 

1 


Urinalysis 


Color  & Appearance 

Reaction 

Specific  Gravity 

Albumin 

Sugar 

Microscopic 

Bleeding  Time 
Coagulation  Time 


Yellow-cloudy 

Acid 

QNS 

Positive  1-f- 
Negative 
Some  WBC 
3’ 

4’ 
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X-Rays  on  admission  were  as  follows: 

Pelvis:  Intertrochanteric  comminuted 
fracture  of  the  right  femur  with  moderate 
displacement  of  the  fragments. 

C h e st : Old  healed  fractures  of  the  6th, 
7th  and  8th  ribs,  right  side. 

On  3-17-48  the  patient  was  taken  to 
the  Operating  Room  for  performance  of  an 
open  reduction  operation  on  the  femur. 
Condition  was  drowsy.  Anesthetic  admi- 
nistration was  uncomplicated,  although  the 
patient  became  light  when  hammering  was 
performed.  At  this  point  he  moved  his 
arm,  and  intravenous  anesthetic,  fluids 
and  blood  slipped  out  of  the  vein.  His  blood 
pressure  dropped  to  110/95,  but  the  pulse 
remained  constant.  The  former  returned 
to  normal,  30  minutes  after  it  began  to 
decline.  No  other  irregularities  occurred 
in  the  anesthesia,  which  consisted  of  So- 
dium Pentothal,  drip  method  0.02%  solu- 
tion and  gas  oxygen.  The  operation  took 
2-1 12  hours.  A total  of  1-1 12  gms.  was 
given.  1,000  cc  of  whole  blood  were  given 
in  the  operation.  A Moore  plate  had  been 
inserted  through  the  neck  of  the  femur, 
under  x-ray  guidance,  and  screwed  to  the 
shaft. 

The  postoperative  course  was  as  follows : 
First  Day : the  patient  was  restless  and  had 
a persistent  hicough.  Upon  returning  from 
Operating  Room  respirations  were  deep 
and  slow  and  12  per  minute,  but  later  re- 
turned to  normal.  B.  P.  and  pulse  were  nor- 
mal. Temperature  varied  from  99°  to 
101.2^  (penicillin,  100,000  units  was  ad- 
ministered pre  and  post  operatively).  De- 
merol was  given  for  pain.  250  cc  of  plas- 
ma were  also  given  1st.  day.  Hicough  con- 
tinued during  night.  Second  Day:  patient 
was  restless,  talked  incoherently  at  times, 
and  hicough  continued.  Total  fluid  intake 
since  operation,  3,990  cc. ; output  450  cc. 


Temperature  99°F  to  101.4  F.  Pulse  90  to 
120.  Respiration  18  to  26.  Third  Day: 
Buck’s  extension  was  applied.  Daily  ami- 
gen  therapy  was  instituted.  Patient  vomit- 
ed in  bed  once  last  night  brownish  liquid; 
he  talked  much  nonsense  and  incoherently 
during  night ; hicough  continues ; he  voided 
on  the  floor.  Patient  uncooperative,  re- 
moved needle  from  vein  during  intrave- 
nous medication,  requiring  restraint.  Tem- 
perature 98  to  101.4  F.  Pulse  100-120.  Res- 
piration 24.  Fluid  intake  3,890  cc. ; output 
750  cc.  Restlessness  and  hicough  continued 
during  the  day.  Complained  of  pain  in  both 
legs.  Fourth  day:  at  1:00  A.M.  patient  was 
given  1|4  grain  of  morphine  sulfate.  At 
6:15  the  Officer  of  the  Day  was  called  for 
the  nurse  felt  that  the  patient  was  in 
shock.  The  Officer  of  the  Day  reported  the 
following : 

“B.  P.  down  to  96/56.  Pulse  120.  Res- 
piration 36.  Skin  was  cold  and  clammy. 
Patient  comatose,  sweating  profusely,  with 
stertorous  Cheyne-Stokes  respiration.  Pul- 
se was  rapid,  full,  irregular.  Right  pupil 
was  contracted  (pin-point),  and  left  was 
not  (cataract  in  this  eye).  Fingernails  and 
lips  were  cyanotic,  and  froth  was  coming 
from  his  mouth.  The  lungs  were  full  of 
moist  crepitant  rales,  and  only  the  first 
cardiac  sound  was  audible  at  the  apex.  His 
right  leg  was  in  traction  (patient  had  an 
open  reduction  with  application  of  Bos- 
worth  pin  for  intertrochanteric  fracture 
of  right  femur)  and  there  was  marked 
edema  of  right  knee  and  thigh.  The  pa- 
tient expired  at  6:35  A.M.” 

The  Officer  of  the  Day  added  state- 
ment that  the  patient  had  been  incoherent 
in  speech  for  the  2 days  preceding  death. 

Dr.  González:  Dr.  Sabatelle  will  talk 
to  you  now  on  the  subject. 

Dr.  Sabatelle:  Had  we  known  this 
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case  would  be  a very  interesting  one  for 
the  Pathologist  I would  probably  not  have 
operated  on  him.  Let  us  review  his  x-rays. 

This  is  the  x-ray  of  the  pelvis,  on  ad- 
mission, with  the  intertrochanteric  frac- 
ture and  with  the  lesser  trochanter  sepa- 
rated in  the  form  of  a large  piece  with 
considerable  displacement.  There  is  an  x- 
ray  here  which  I think,  was  taken  for  rib 
pathology.  Here  you  notice  the  old  frac- 
ture of  the  ribs  which  were  reported. 
Quite  a distortion  in  the  organs  of  the 
chest,  but  this  was  not  taken  as  a chest 
plate.  We  only  have  x-rays  which  were 
taken  during  the  operation.  This  is  the 
Moore  plate  which  was  inserted.  I have 
one  here  so  that  you  can  appreciate  it 
better.  This  is  taken  during  the  operation 
in  order  to  act  as  guide  for  the  poriion 
which  goes  into  the  neck.  Here  you  see  the 
fracture  lines,  and  you  can  appreciate  the 
comminution  more  here,  the  greater  tro- 
chanter was  completely  separated  and  the 
lesser  trochanter  as  noticed  before,  is  also 
completely  separated.  This  is  the  lateral 
view  also  taken  at  operation,  the  lateral 
view  shows  the  plate  going  properly  in  the 
other  dimension.  We  did  have  a later  plate 
of  the  completed  operation  with  the  screws 
going  through  the  plate  but  it  was  mis- 
placed. These,  of  course,  are  just  towel 
clips  which  were  present  during  the  opera- 
tion. In  the  completed  operation,  this 
piece  (great  trochanter)  was  wired  to  the 
plate  and  the  lesser  trochanter  was  also 
wired  to  the  plate. 

Now,  as  I said,  one  x-ray  was  unfor- 
tunately misplaced  and,  therefore,  you  do 
not  have  a good  picture  of  the  completed 
piece  of  work.  But  I have  some  x-rays 
here  of  other  cases  which  will  give  you  a 
better  picture  of  what  was  done.  This  is 
the  fracture ; this  case  is  a little  different, 
in  that  it  is  really  a subtrochanteric  frac- 
ture rather  than  an  intertrochanteric  frac- 


ture. Here  is  the  plate  inserted.  That  gives 
you  a better  idea  of  how  the  plate  is  in- 
serted. The  advantage  of  a good  plating 
is  that  the  patient  is  able  to  walk  even 
without  crutches  because  as  you  see  here 
you  have  a lot  of  strength  in  that  plate, 
you  don’t  need  any  cast  or  any  support 
whatever.  This  is  just  a lateral  view  to 
show  that  the  plate  is  in  the  center  of  the 
neck  and  this  is  the  same  case  a few 
months  later  about  7 weeks  I think,  show- 
ing that  the  fracture  is  already  united. 
There  is  another  case  here  which  is  simi- 
lar to  the  previous  case  and  is  a case  with 
rather  severe  comminution.  I want  you  to 
notice  how  innocent  some  of  these  frac- 
tures look,  with  just  a flat  plate;  it  does 
not  look  like  much  of  a fracture,  and  does 
not  appear  to  have  a great  deal  of  displace- 
ment. 

This  area  consists  of  cancellous  bone 
and  is  in  these  particular  patients  who 
get  this  fracture,  usually  very  soft  and 
fragile.  It  sometimes  gives  you  the  impres- 
sion of  being  almost  cystic  at  operation. 
Note  the  difference  when  one  is  reduced 
and  put  in  place.  Now,  look  at  all  the  frag- 
ments you  have.  The  greater  trochanter  is 
really  free  and  the  lesser  trochanter  is  al- 
so free,  although  you  can’t  appreciate  it 
here  (on  the  previous  plate).  You  see  how 
extensive  the  fracture  lines  are.  In  other 
words,  the  whole  top  is  as  soft  as  a tomato 
and  usually  there  are  many  pieces.  You  see 
here  in  addition  to  the  plate,  I had  to  wire 
the  greater  trochanter  to  the  plate  and 
also  put  in  screws  to  attach  the  trochanter 
to  the  base  of  the  neck.  This  is  a lateral 
view,  although  it  is  really  an  oblique.  That 
is  a better  lateral  view,  and  shows  the 
plate  inside  the  bone,  and  not  extending 
out,  in  the  other  dimension. 

The  subject  comes  up,  especially  when 
we  have  a case  of  death,  of  why  we  should 
operate  on  these  cases.  We  usually  take 
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inventory  and  wonder  if  we  are  doing  the 
right  thing. 

Since  we  do  not  have  a series  of  cases 
large  enough  to  give  us  a general  view  of 
the  subject  I think  the  best  thing  to  do 
is  give  you  a little  summary  of  a paper 
published  recently  which  reported  133 
cases. 

This  is  a paper  on  “Intertrochanteric 
Fractures  of  the  Femur  by  Drs.  Cleveland 
Bosworth  and  Thompson  published  in  the 
Journal  of  Bone  and  Joint  Surgery”  in 
October  1947,  from  the  Orthopedic  Serv- 
ice of  the  St.  Luke’s  Hospital  in  New  York 
City. 

The  period  of  study  extended  from 
August  1938  to  January  1947.  A total  of 
133  cases  were  reported.  38  cases  were 
treated  by  traction  before  1942,  that  is, 
of  course,  by  conservative  treatment.  95 
cases  were  treated  by  internal  fixation 
from  1942  on.  In  relation  to  sex,  90%  were 
women.  This  gives  you  an  indication  that 
there  must  be  some  peculiarity  about  the 
fracture.  The  assumption  is  we  presume, 
that  there  is  an  increased  fragility  of 
bones  in  older  women. 

Rate:  In  133  cases  there  were  no 
negroes,  that  is  in  spite  of  the  fact  that 
the  St.  Luke’s  Hospital  is  near  Harlem. 
This  is  an  interesting  fact  too. 

Location:  The  left  hip  has  involved 
with  a ratio  of  2 to  1.  The  age  limit  was 
41  to  over  100  years  of  age. 

Now,  and  this  is  the  interesting  point 
of  this  paper,  the  associated  diseases  en- 
countered are  worthy  of  special  mention. 
I quote  from  the  author: 

'“These  elderly  people  represented  a 
veritable  museum  of  pathological  changes, 
antedating  their  trauma.  The  most  serious 
and  most  common  associated  lesions  were 
cardiac,  diabetic,  and  senile  mental 
changes.  . . Renal  lesions,  severe  crippling 
arthritis,  syphilis,  carcinoma,  hemiplegia, 


and  the  many  afflictions  of  the  aged  were 
seen.  Rarely  was  a “good  operative  risk”, 
in  the  general  surgical  sense,  encountered. 
Despite  this,  they  withstood  operative 
trauma,  when  the  procedure  was  rapid  and 
attended  with  careful  supportive  treatment 
and  anesthesia.  . .” 

The  etiology  was  usually  a trivial  in- 
jury. The  reasons  for  attempting  internal 
fixation  were  that  in  the  cases  treated 
conservatively,  pressures  sores  over  sa- 
crum and  buttocks  were  the  rule.  Cystitis 
and  bladder  complications  frequent;  knees 
were  stiff  from  prolonged  traction;  many 
residual  contractures  of  hip  or  knees  were 
found;  permanent  vascular  changes,  pe- 
roneal nerve  palsies,  muscle  atrophy,  psy- 
choses, prolonged  general  inanition  and 
debility,  and  a high  mortality  were  en- 
countered. Crippling  external  rotation  was 
found  in  many  patients  in  spite  of  good 
x-ray  reports. 

Anesthesia — Blood  transfusion  was 
given  at  operation.  Morphine  and  Hyos- 
cine  an  hour  before  a minimum  dose  of 
avertin.  Complete  anesthesia  20  minutes 
later  with  a mixture  of  cyclopropane,  ni- 
trous oxide  and  oxygen. 

Complication — Two  cases  died  of  pul- 
monary embolus.  One  was  autopsied  and 
showed  that  it  was  caused  by  the  deep 
veins  of  the  uninjured  leg,  there  being  no 
sign  of  thrombosis  of  the  veins  on  the 
injured  side.  This  patient  was  neglected 
for  10  days  prior  to  admission  to  the 
hospital. 

Postoperative  pneumonia  in  2.1  per 
cent  — no  fatality. 

The  mortality — In  conservative  treat- 
ment was  18  out  of  38,  that  is  48%.  With 
operative  treatment  it  was  12  out  of  95, 
or  12.6%.  You  see  the  mortality  rate  was 
much  lower  in  the  operative  cases.  And 
of  the  operative  group  1 case  of  pulmonary 
embolus,  1 day  P.  0.,  1 case  of  shock,  1 
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day  P.O.,  2 cases  of  gas  gangrene,  8 cases 
of  cardiac  failure  and  1 embolus,  5 to  28 
days  P.O. 

Severe  Psychoses — Conservative  treat- 
ment 11%  and  operative  treatment  2.1%. 

Survival  Rate — Conservative  group, 
only  32%  living  after  one  year.  The 
operative  group  72%  living  after  one  year; 
and  the  survival  rate  at  4 years  was,  17% 
higher  in  the  operative  group. 

So,  in  these  cases,  there  is  interestingly 
mentioned  by  the  author,  one  phase  of  the 
question  of  geriatrics. 

We  ordinarily  have  a natural  tendency 
to  think  that  the  mortality  is  high  in 
radical  treatment  because  we  operate  on 
these  cases  and  a death  occurring  within 
the  few  days  after  operation  makes  a deep 
impression  on  us ; in  the  conservative 
group  the  deaths  usually  occur  at  a later 
period  and  therefore  do  not  impress  us  as 
m.uch  as  in  the  operative  group,  hence  the 
general  impression  is  that  the  operative 
group  has  a higher  mortality.  This  is 
false  because  when  we  have  a conservative 
group  we  lose  track  of  them;  very  often 
they  will  go  home  and  unimpressively  die 
off,  and  you  will  notice  in  this  group,  the 
conservative  group,  that  there  is  only  a 
32%  survival  rate  after  one  year.  Anyone 
who  has  dealt  with  these  patients  knows 
the  serious  problem  they  present  from  the 
standpoint  of  hospital  care  and  as  a burden 
to  other  members  of  the  family.  They  are 
not  wanted  in  any  hospital ; nobody  wants 
them.  They  create  a terrific  nursing  pro- 
blem so  that,  generally,  the  man  who  is 
treating  them  radically,  feels  he  is  ren- 
dering a needed  service.  When  several 
cases  are  operated  on  it  is  usually  proven 
that  the  mortality  rate  is  higher  in  the 
conservative  group. 

Considering  the  complications  in  these 
cases,  the  second  case  I showed  you  did 
develop  a thrombosis  of  the  operative  leg 


with  an  edema  of  that  leg.  But  it  cleared 
uneventfully.  So  that  basically,  the  real 
problem  is  the  question  of  venous  throm- 
bosis in  the  operative  leg,  or  the  other  leg, 
or  both.  It  is  probably  more  related  to 
the  problem  of  old  age  of  the  patient 
rather  than  the  operative  trauma  because 
you  will  note  in  one  operative  case  that 
thrombosis  was  in  the  good  leg  and  not 
in  the  injured  leg.  Sometimes  of  course, 
we  have  possible  complications  of  embolus 
either  single  or  multiple. 

This  is  the  usual  course  of  events  in 
these  cases.  Whenever  discussion  arose 
about  this  case.  Dr.  Reyes  would  just 
snicker  a little  and  continue  to  keep  it  a 
great  secret. 

I believe  this  patient  had  a venous 
thrombosis  with  resultant  embolus,  either 
single  or  multiple. 

Dr.  González:  Dr.  Ferraiouli  will  talk 
to  you  now  on  this  case. 

Dr.  Ferraiouli:  I have  very  little  to 
add  after  Dr.  Sabatelle’s  discussion,  becau- 
se he  has  covered  almost  everything.  But 
I like  to  mention  a couple  of  facts. 

In  spite  of  the  fact  that  we  lost  the 
first  case  that  we  did  here  I certainly 
believe  that  open  reduction  should  be  the 
treatment  of  choice. 

Dr.  Bosworth  in  his  article  reporting 
133  cases  of  intertrochanteric  fractures 
concludes  his  article  by  saying  that  in  spite 
of  the  poor  general  condition  of  the 
patients  and  the  poor  surgical  risk,  he 
operates  all  of  his  cases.  He  does  it  for 
several  reasons:  because  all  these  cases, 
as  Dr.  Sabatelle  said,  are  a burden  to  the 
families  and  nobody  wants  to  take  care  of 
them.  All  cases  that  are  treated  conser- 
vatively remain  in  the  hospital  for  an 
average  of  100  days  and  all  the  cases  that 
were  treated  by  open  reduction  remained 
in  the  hospital  52  to  57  days. 

Now,  we  must  not  forget  that  some 
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of  these  cases  can  not  be  treated  by  open 
reduction  too  because  they  might  be  suf- 
fering from  some  general  debilitating 
disease  such  as  diabetes,  cardiovascular 
disease,  myocarditis.  It  is  also  well  to 
know  that  there  are  other  forms  of  treat- 
ment such  as:  Abduction  Plaster  Spica; 
the  Buck’s  extension  traction ; skeletal 
suspension  traction  and  the  so-called 
Roger  Anderson  Splint  which  have  been 
used  and  is  still  advocated  by  the  Ortho- 
pedists in  the  West  Coast  headed  by  Roger 
Anderson. 

All  these  cases  that  come  to  the  Autop- 
sy, usually  show  thrombosis  of  the  lower 
extremities,  from  the  injured  leg  as  well 
as  from  the  good  leg. 

It  has  been  recommended  in  cases  of 
severe  fracture  of  the  lower  extremities, 
bilateral  prophylactic  femoral  ligation  as 
femoral  thrombosis  may  appear  in  the 
good  leg  or  in  the  injured  leg;  and  I think 
that  this  is  a right  step  to  take. 

Although  we  din’t  do  it  in  this  case, 
we  might  have  prevented  the  death  of 
this  patient. 

Dr.  González  Ramírez:  Dr.  Rodríguez 
Molina  will  discuss  the  case  now. 

Dr.  Rodriguez  Molina:  Before  I start 
the  discussion  on  the  cause  of  death  of 
this  man  I wish  to  ask  Dr.  Frederick  J. 
González  to  say  to  us  something  about 
the  anesthesia  and  the  use  of  Sodium  Pen- 
tothal. 

Dr.  Frederick  González:  Since  we 
have  brought  up  Dr.  Bosworth’s  name, 
and  since  Dr.  Bosworth  went  out  on  a limb 
about  cyclopropane,  some  people  will 
wonder  why  we  did  not  use  cyclopropane 
in  this  case.  But  I also  had  the  privilege 
of  working  with  Dr.  Bosworth  and,  if  you 
see  a little  hair  on  my  head  you  will  re- 
alize that  one  of  the  reasons  is  that  Dr. 
Bosworth  insisted  on  us  using  cyclopropa- 
ne. He  loves  this  anesthesia  for  all  his 


cases,  in  spite  of  the  fact  that  he  wheels 
in  an  x-ray  machine  and  starts  shooting 
x-rays  from  all  ends  of  the  room.  In 
other  words,  he  does  not  worry  about  the 
explosive  hazards.  But  I assure  you  that, 
at  the  amphitheater  at  Polyclinic,  when- 
ever they  started  shooting  all  those  x-rays 
half  of  the  people  used  to  go  out  and  start 
smoking  cigarettes.  They  use  to  keep  out 
of  that  amphitheater  as  much  as  possible, 
for  fear  of  the  explosion  that  could  occur 
at  that  moment. 

Dr.  Bosworth,  in  his  article,  which  is 
a very  good  one,  states  that  his  choice  for 
all  these  cases  is  cyclopropane.  Well,  my 
choice  was  a little  different  in  this  case. 
I was  not  present  at  the  operation,  being 
out  of  town,  but  the  choice  would  have 
been  the  same,  had  I been  there  and  this 
would  have  been  Sodium  Pentothal,  pos- 
sibly with  nitrous  oxide  and  oxygen.  But 
at  least  I would  have  definitely  used  the 
Sodium  Pentothal. 

So  as  to  criticize  the  choice  of  anes- 
thesia with  respect  to  something  having 
happened  on  the  operating  table,  all  I caii 
say  is  that  there  is  a certain  routine  to 
be  followed  in  all  of  these  patients.  We 
should  try  to  do  the  following: 

1.  Don’t  sedate  them  too  well.  We 
prefer  to  have  them  awake  when  they 
come  to  the  operating  table.  We  prefer 
to  use  more  of  the  mental  suggestion  than 
the  actual  drugs.  That  is  our  routine  here 
and  that  is  what  I have  been  taught.  De- 
merol is  our  preference,  around  50  mili- 
grams.  This  patient  was  quite  drowsy 
when  he  came  to  the  operating  room. 

2.  As  regards  the  use  of  Sodium  Pen- 
tothal, the  literature  still  states — at  least 
the  literature  that  comes  with  the  little 
Vial  of  Pentothal — that  Sodium  Pentothal 
should  be  used  only  in  small  short  cases. 
We  all  know,  from  our  war  experiences, 
that  that  is  not  true.  We  know  that  in  the 
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military  service  we  used  Sodium  Pentothal 
for  2,  3 and  4 hour  operations.  But  you 
do  know  this,  that  if  you  have  a well 
trained  anesthetist  he  should  be  smart 
enough  to  stay  within  the  safety  limits  of 
Sodium  Pentothal.  My  safety  limit  is 
around  2 grams.  I invariably  do  not  go 
over  that.  In  this  case  we  stayed  within 
the  safety  limits  for  we  only  used  1-1|2 
grams. 

3.  Now,  as  to  the  method  of  adminis- 
tration of  Sodium  Pentothal.  You  notice 
that  we  used  the  drip  method  rather  than 
the  concentrated  2-1  ¡2%  solution  which 
is  used  in  most  hospitals.  This  is  the 
method  where  we  give  it  drop  by  drop  from 
an  intravenous  saline  solution.  But  this 
method,  we  have  found  out,  that  we  give 
much  less  for  a longer  period  of  operation. 
So  we  can  not  criticize  in  any  way,  the 
choice  of  the  anesthetic  agent  or  the 
method  of  administration,  which  in  my 
experience  is  what  is  most  wrong  with 
anesthesia  in  Puerto  Rico.  Invariably  the 
patient  is  given  the  worst  choice  of  anes- 
thesia before  the  operation  is  even  started. 
This  may  be  due  to  the  fact  that  we  do  not 
have  enough  trained  anesthetists  on  the 
Island. 

Now,  as  regards  what  happened  on  the 
Operating  Table.  I can  not  seem  to  find 
out  whether  the  patient  did  or  did  not  go 
into  shock.  Nobody  seems  to  say.  But 
this  we  do  know.  That  at  a critical  moment 
of  the  operation,  when  the  surgeons  were 
doing  the  most  difficult  part  which  con- 
sisted of  hammering,  the  patient  did  sud- 
denly become  light  and  I am  not  one  bit 
surprised  that  this  happened,  because  ac- 
cording to  our  experiences,  we  have  found 
that  this  hammering  is  about  the  most 
traumatic  part  of  the  operation  to  the 
point  of  breaking  through  the  barrier  of 
Sodium  Pentothal.  This  part  is  also  the 
most  shocking.  The  patient  became  light 


and  displaced  the  intravenous  needle.  So 
he  was  without  blood  and  anesthesia  for  at 
least  10  or  15  minutes,  while  they  were 
trying  to  get  back  in  there.  I think,  what 
should  have  been  done  at  that  time  was 
to  stop  the  operation  until  the  patient  was 
once  again  under  control.  However,  I don’t 
know  whether  or  not  this  was  done,  but  we 
know  that  eventually  the  patient  was  once 
again  brought  under  control. 

Now,  one  other  thing  about  Dr.  Bos- 
worth.  Dr.  Bosworth  does  not  like  the 
use  of  Sodium  Pentothal  in  elderly  people. 
Well,  that  is  the  experience  of  one  hospital. 
Each  hospital  has  its  own  experiences.  I 
know  that  at  Methodist  Hospital,  where 
they  do  not  use  cyclopropane  due  to  the 
explosive  hazards,  they  fill  about  80  syrin- 
ges of  Sodium  Pentothal  the  night  before 
and  just  keep  them  on  hand  in  sterile 
towels,  to  be  used  all  during  the  day.  And 
they  used  to  find  that  the  older  people 
tolerate  this  type  of  anesthesia  well.  I 
have  since  followed  that  method  with  very 
good  success. 

In  regards  to  what  happened  after  the 
operation.  The  patient  left  the  Operating 
Room,  supposedly  in  good  condition.  But 
once  back  in  his  bed  the  respirations  drop- 
ped to  12  and  the  blood  pressure  remained 
about  130/95  or  at  100.  We  may  notice  that 
the  pulse  pressure  also  was  very  small. 
Thus,  the  patient  went  into  a mild  respira- 
tory depression  but  not  severe  enough  to 
promote  clinical  cyanosis.  The  respirations 
seemed  to  be  deep  enough  and  later  on  they 
returned  to  normal,  and  the  patient  seem- 
ed to  be  getting  along  all  right.  This  could 
possibly  have  been  caused  by  the  Sodium 
Pentothal  or  due  to  the  fact  that  the  pa- 
tient was  no  longer  being  stimulated  by 
the  operative  technic. 

I think  that  this  patient  should  have 
I’eceived  a little  carbon  dioxide  at  the  end 
of  the  operation  for  stronger  stimulation 
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of  respiration.  I criticize  the  anesthetist 
for  not  having  done  this. 

! 

Dr.  Rodriguez  Molina:  Dr.  Sabatelle 
stated  that  this  case  was  very  interesting 
for  the  Pathologist.  I think  is  very  in- 
teresting to  the  Clinician  as  well  as  to  the 
Pathologist.  As  the  so-called  medical  man 
I was  asked  to  analyze  the  case  from  the 
point  of  view  of  internal  medicine  and  co 
give  the  causes  which,  we  believe,  were 
responsible  for  this  man’s  death.  I like  to 
add  something  to  the  history  and  physi- 
cal examination,  or  rather  laboratory,  on 
this  case.  The  blood  Kahn  which  is  not 
reported  on  the  mimeograph  copy  which 
you  all  have,  was  negative.  There  was  a 
history  of  trauma  which  was  given  by  the 
family  of  this  man  to  Dr.  Julia;  and  as  a 
result  of  that  trauma  which  was  on  the 
head,  there  was  a well  healed  occipital 
scar  o”  long.  That  trauma  occurred  some- 
time before,  we  don’t  know  exactly  when, 
before  the  patient  was  admitted  to  the 
hospital  and  according  to  the  family,  his 
epileptic  attacks  or  fits  appeared  shortly 
after  the  trauma. 

Another  point  in  the  history  noted  by 
Dr.  Julia  who  was  the  physician,  the  Of- 
ficer of  the  Day,  who  last  saw  this  patient 
alive,  is  that  a patient  on  the  next  bed  to 
our  patient  said  that  our  patient,  the  one 
we  are  discussing  tonight,  had  complained 
of  pain  in  the  right  iliac  fossae  the  night 
before  he  died.  I think  that  is  a very  in- 
teresting point  in  the  history. 

Now,  as  to  the  x-rays  of  the  chest 
which  Dr.  Sabatelle  presented  from  the 
point  of  view  of  the  fractured  ribs,  that 
plate  is  not  fitted  for  a good  view  of  the 
the  lungs  or  heart.  In  other  words, 
the  heart’s  contour  is  distorted,  as  it 
was  a 40  inch  plate.  So  we  do  not  have 
a plate  of  the  chest  and  heart.  We  presume 
that  was -negative.  I am  going  to  make  a 


summary  of  the  case  and  I intend  to  dis- 
cuss also  various  factors  which  had  to  do 
whether  this  patient  could  be  considered 
a good  or  bad  risk  for  operation.  Then  I 
will  enumerate  the  various  conditions  that 
I believe  should  be  discussed,  which  lead 
to  this  man’s  death,  and  endeavor  to  dis- 
cuss them  the  best  I can,  and  at  the  end, 
I will  write  in  the  board  the  clinical  diag- 
noses made  by  the  attending  physician  and 
our  own  diagnoses. 

In  summary  this  is  a white  male  of 
60,  poorly  developed  and  poorly  nourish- 
ed which  I think  is  a very  important  point ; 
of  asthenic  appearance  who  had  a red  nose 
and  cheeks,  generalized  arteriosclerosis 
manifested  by  arcus  senilis,  hardened  peri- 
pheral arteries,  and,  who  died  rather  sud- 
denly five  days  following  admission  and 
on  the  fourth  day  following  major  opera- 
tion for  which  he  received  an  intravenous 
and  general  anesthetic.  Following  opera- 
tion, that  is,  immediately  following  opera- 
tion, the  patient  became  restless,  he  devel- 
oped hicough  which  persisted  until  death, 
frequently  talked  incoherently,  nonsense, 
was  uncooperative  and  required  restraint 
when  intravenous  fluid  were  given  the  day 
prior  to  death.  He  voided  and  vomited  in 
bed  and  once  voided  on  the  floor;  he  vo- 
mited once,  two  days  before  death  and  also 
voided  on  the  floor  day  before  death. 

At  5:00  o’clock  in  the  morning  of  the 
day  of  death,  the  patient  was  sleeping, 
apparently  quietly  and  soundly.  The  last 
temperature  taken  shortly  before  was 
100®F,  the  pulse  104,  the  respiration  22 
and  he  was  noted  to  be  perspiring  some. 

At  5:55  the  respiration  was  said  to 
be  labored  and  rapid,  abdominal  in  type. 
When  the  Officer  of  the  Day  saw  the  pa- 
tinet  at  6:15  A.  M.,  the  patient  was  found 
to  be  in  coma  with  a rapid  pulse,  cyanosis 
of  the  nails  and  lips,  and  froth  was  coming 
from  his  mouth.  The  pupils  were  unequal. 
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that  is,  he  had  anisocoria  and  the  lunge 
were  full  of  moist  rales  and  only  the  first 
cardiac  sound  was  heard  at  the  apex.  His 
right  leg  was  in  traction.  The  patient  had 
had  an  open  reduction  for  intertrochan- 
teric fracture  of  the  right  femur.  There 
was  marked  edema  of  the  right  thigh  and 
leg.  The  patient  died  shortly  afterwards  at 
6:30  A.M.  On  admission  the  pupils  of  this 
man  were  equal  and  reacted  to  light  and 
distance.  When  he  was  dying,  they  were 
found  to  be  unequal.  The  man  received  a 
1 '4  of  a grain  of  morphine  four  hours  be- 
fore death  but  he  also  had  a cataract  in 
the  left  eye,  that  is,  the  eye  in  which  the 
pupil  was  found  to  be  dilated.  I am  not 
giving  very  much  importance  to  this  ani- 
socoria, because  a cataract  in  one  eye  may 
produce  dilatation  of  the  pupil  and  will  not 
respond  to  a mydriatic,  while  the  other 
apparently  good  pupil,  that  of  the  right, 
was  pin-point  under  the  effect  of  mor- 
phine. 

This  patient  claimed  that  he  has  not 
worked  since  1918,  because  of  100%  dis- 
ability due  to  epilepsy,  then  received  a 
$60.00  a month  pension.  The  patient  admits 
smoking  10  cigars  daily  and  frequently 
drinks  alcoholic  beverages.  I like  to  point 
out  that  the  history  of  drinking  frequently, 
with  the  red  nose  and  red  cheeks,  on  admis- 
sion, in  spite  of  the  fact  that  the  man  was 
found  to  be  anemic,  suggests  that  this 
man  could  be  a habitual  drinker  and  per- 
haps have  cirrhosis  of  the  liver. 

Now,  was  this  man  a good  operative 
risk?  I like  to  discuss  the  various  factors 
that  are  present  in  judging  whether  a pa 
tient  is  a good  operative  risk  or  not.  First 
factor  is  age.  This  man  was  60  years  old. 
We  now  know  that  age  is  not  a detriment 
or  contra-indication  to  surgery,  no  matter 
how  major  that  surgery  may  be.  However, 
it  is  not  the  chronological  age  that  we  have 
to  consider  but  the  physiological  age  and 


we  know  that  this  man,  I think,  is  older 
than  60  by  the  fact  that  he  had  general- 
ized arteriosclerosis  and  arcus  senilis. 
Next  we  have  to  consider  the  presence  of 
oral  sepsis.  Our  case  was  edentulous.  The 
presence  of  respiratory  infection  prior  to 
operation  must  be  considered.  There  is  no 
record  of  this  and  I may  say  that  this  man 
did  not  have  a respiratory  infection  prior 
to  death  such  as  the  common  cold.  Next 
factor  is  dehydration.  I can  not  say  that 
this  man  was  dehydrated  or  not ; however, 
he  had  an  asthenic  appearance  and  was 
poorly  nourished  and  many  of  the  patients 
that  come  to  this  hospital,  particularly 
when  they  come  in  pain  following  an  in- 
jury, may  show  signs  of  some  dehydration, 
and  this  man  as  you  may  remember,  sus- 
tained a trauma  day  prior  to  admission  to 
this  hospital,  a fracture  of  his  right  femur. 
There  is  something  else  we  have  to  con- 
sider concerning  the  operative  risk  and 
that  is  the  presence  of  anemia.  As  you 
will  recall,  this  man  had  a hemoglobin  of 
10.5  grams  recorded  by  the  Sahli  ap- 
paratus, which  is  pretty  accurate,  or  67% 
and  3,670,000  red  blood  cells;  while  the 
RBC  is  not  so  bad  his  hemoglobin  is  on 
the  border  line,  or  what  makes  a poor  risk 
from  the  standpoint  of  anemia.  Mason,  in 
his  text  of  preoperative  and  postoperative 
treatment,  feels  that  with  a hemoglobin  of 
60%  the  patient  should  receive  a transfu- 
sion prior  to  operation,  which  was  not 
done  in  this  case.  Another  factor  to  con- 
sider as  to  whether  this  man  was  a good 
operative  risk  or  not  is  malnutrition  which 
is  quite  typical  here  in  Puerto  Rico  and 
particularly  among  the  group  of  our  World 
War  I veterans.  We  have  quite  a number  of 
cases,  not  only  of  chronic  malnutrition,  but 
with  clinical  evidence  of  hypovitaminosis 
along  with  malnutrition. 

Still  another  factor  is  diabetes  which  on 
the  basis  of  one  urinalysis  that  was  sugar 
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negative  has  to  be  ruled  out.  Another  fac- 
tor is  heart  disease  in  general.  Coronary 
artery  disease,  arteriosclerotic,  rheumatic 
or  luetic.  And  another  factor  is  syphilis 
which  may  be  ruled  out  in  this  case.  An- 
other factor  is  hyperthyroidism  which  ap- 
parently this  man  did  not  have.  In  con- 
clusion, we  have  to  evaluate  all  these  fac- 
tors in  considering  this  man  a good  or  poor 
risk.  I think  the  man  was  a fairly  good  risk 
except  for  his  anemia.  I would  have  given 
him  a transfusion  prior  to  operation.  Some- 
thing which  does  not  really  come  under 
the  factors  which  determines  a good  or 
bad  risk,  but  something  I would  have  done, 
is  to  repeat  the  urinalysis;  because  the 
only  urinalysis  that  was  apparently  done, 
at  least  reported  on  the  chart,  gave  us  a 
1+  albumen  and  some  red  blood  cells  in 
the  microscopic,  which  may  or  may  not 
mean  anything,  but  I would  have  liked  to 
have  it  repeated.  In  considering  the  factor 
or  factors  which  lead  to  this  man’s  death, 
we  have  to  include  various  so  called  post- 
operative phenomena  and  which  some 
authorities  believe  them  to  be  postopera- 
tive complications  which  follow  or  may 
follow  any  surgical  intervention.  Some  of 
these  conditions  I do  not  believe  can  be 
considered  post  operative  complications. 
They  are  phenomena  which  may  or 
may  not  occur  postoperatively  but  which 
can  occur  at  any  time  without  any 
operation.  These  can  be  divided  into 
three  main  classes  or  categories:  First, 
the  pulmonary,  second,  cardiovascular- 
renal,  third,  cerebral.  Under  pulmo- 
nary we  have  atelectasis,  bronchopneumo- 
nia, pneumonia  and  lung  abcess.  Atelecta- 
sis occurs  rather  early  after  the  operation 
and  is  one  of  the  most  frequent  complica- 
tions seen  following  abdominal  surgery. 
Now,  I do  not  believe  that  this  man  devel- 
oped any  atelectasis.  There  was  no  change 
in  the  respiratory  rate  after  the  man,  as 


Dr.  González  mentioned,  came  back  from 
the  Operating  Room  and  the  respirations 
returned  to  normal  and  remained  so  short- 
ly afterwards.  I do  not  believe  this  man 
had  any  signs  of  bronchopneumonia,  the 
pulse  rate  was  maintained  about  the  same 
and  the  respiratory  rate,  until  the  end.  I 
think  we  can  dispense  with  these  so  called 
postoperative  pulmonary  complications 
and  certainly  I do  not  believe  our  patient 
lived  long  enough  after  operation  to  devel- 
op a lung  abscess.  As  to  the  cardiovascular- 
renal:  we  have  to  consider  first,  shock 
following  operation.  Well,  this  man  had 
some  degree  of  respiratory  depression  im- 
mediately following  the  operation,  but,  the 
fact  that  he  died  on  the  fourth  day  rules 
that  out,  that  he  died  of  shock,  immediate- 
ly or  connected  with  the  operation.  I do  not 
think  he  died  of  hemorrhage,  and  certainly 
not  of  postoperative  shock.  Second,  we 
have  to  consider  reactions  following  trans- 
fusions of  blood,  of  which  he  received 
1,000  cc  in  the  operating  table.  There  is 
no  history  of  jaundice,  temperature  was 
not  increased  or  the  pulse,  so  I think  we 
can  dispense  with  that. 

We  now  come  to  something  which  is 
not  considered  a postoperative  complica- 
tion, something  that  can  happen  to  any- 
body, even  to  some  of  us  here  tonight. 
That  is,  acute  coronary  artery  disease 
with  an  acute  thrombosis  due  to  arterios- 
clerosis, or  complete  occlusion,  that  can 
cause  a sudden  death  to  any  person  simi- 
lar to  what  this  man  underwent. 

Another  one  is  the  pulmonary  artery 
embolism  with  or  without  pulmonary  in- 
farction. Embolism  which  may  be  due  to 
air,  may  be  result  of  trauma  received  prior 
to  operation  or  trauma  at  the  operation. 
It  may  be  result  of  infection,  the  result 
of  circulatory  disturbance  or  the  result  of 
fat  embolus  due  to  trauma  either  prior  to 
or  during  the  operation;  pulmonary  ede- 
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ma  due  to  circulatory  disturbance ; or  ure- 
mia, due  to  a sudden  impairment  of  renal 
function  following  operation ; given  the  ad- 
vanced age  of  this  man,  with  the  amount 
of  arteriosclerosis  which  he  seemed  to 
have  had  and  the  cerebral  manifestations. 
Of  these  you  have  to  consider,  first, 
hemorrhage  of  the  middle  cerebral  arte- 
ries, of  the  lenticulo-striate  arteries  due 
to  arteriosclerosis.  We  have  to  consider 
cerebral  thrombosis,  cerebral  embolism 
either  due  to  fat,  or  multiple  fat  emboli 
which  may  appear  following  surgery  and 
which  is  very  rare  by  the  way,  and  air 
embolus  due  to  circulatory  disturbance. 
And  fourth,  we  have  to  consider  encepha- 
lopathy, and  encephalomalacia,  those  that 
are  traumatic.  As  you  will  remember  this 
patient  received  an  injury  some  years  back 
and  after  the  injury  he  developed  so  called 
epileptic  attacks.  Let  us  discuss  more  in 
detail  some  of  these  conditions,  one  of 
which  was  the  cause  of  this  man’s  death, 
in  my  opinion.  Coronary  thrombosis:  The 
differential  diagnoses  between  coronary 
artery  thrombosis  and  embolism  of  the 
pulmonary  artery  is  very  difficult.  The 
mode  of  death  can  be  very  similar  in  both 
conditions.  However  in  coronary  artery 
disease  there  is  pain  more  frequently  than 
not.  We  are  not  told  that  this  man  had 
any  precordial  pain  before  he  died ; he  did 
complain  that  night,  before  death,  of  pain 
in  the  right  leg  and  that  was  why  he  was 
given  1/4  grain  of  morphine  at  1:00 
o’clock  in  the  morning.  But  at  no  time,  at 
least  from  the  records,  I have  found  that 
this  man  complained  of  pain  in  the  chest 
of  any  type.  In  coronary  artery  disease 
there  ought  to  be  less  cyanosis  than  what 
was  described  on  this  man.  This  patient, 
I am  informed,  had  cyanosis  of  the  lipa, 
of  the  face  and  nails  along  with  other 
things;  and  in  severe  coronary  occlusion 
you  can  have  also  signs  of  shock,  like  we 


had  in  this  man  with  grayish  pallor  over 
the  face,  severe  sweating  followed  by  cya- 
nosis which  is  not  so  frequent  as  I said 
before,  restlessness,  apprehension,  feeble 
heart  tones,  tachycardia  and  may  be  ar- 
rhythmia or  even  auricular  fibrillation. 
But  the  fatal  cases  of  coronary  occlusion 
without  pain,  while  they  do  occur,  are 
rare,  and  are  considered  atypical.  It  is 
generally  the  consensus  of  opinion  among 
internists  that  pain  is  very  common  and 
persistent  in  many  cases.  We  come  now  to 
pulmonary  artery  thrombosis.  When  does 
this  phenomena  appear  following  any 
operation?  It  is  rather  late  and  it  rarely 
appears  before  the  fourth  day  following 
operation.  Our  patient  died  on  the  fourth 
day  following  operation.  However,  pul- 
monary embolism  is  one  of  the  most  fre- 
quent causes  of  postoperative  death,  par- 
ticularly in  pregnancy,  in  trauma  of  the 
extremities  and  in  abdominal  operations. 
Death  from  pulmonary  embolism  is  con- 
sidered by  surgeons  one  of  the  most  dread- 
ed sequela  of  surgical  operations.  Why  it 
develops  in  some  patients  and  not  in 
others,  I do  not  know.  The  predisposing 
factors  leading  to  formation  of  pulmonary 
embolism  are  age,  being  common  after  50, 
and  infection,  which  this  man  did  not 
have,  and  serious  trauma  which  this  man 
did  have.  In  a fairly  good  percentage  of 
cases  there  is  no  evidence  of  phlebitis  or 
thrombophlebitis  of  the  extremities  prioi- 
to  occurrence  of  pulmonary  embolism.  The 
symptoms  of  pulmonary  embolism  depend 
upon  its  size  and  location  in  the  arterial 
system,  and  the  symptoms  that  will  follow 
an  embolus  obstructing  the  main  pulmo- 
nary arteries  if  it  is  large  enough,  are 
mainly  those  of  acute  shock  as  this  man 
had,  accompanied  by  cyanosis,  sweating 
and  tachycardia  leading  to  death.  As  to 
the  cause  of  death  in  pulmonary  embolism 
it  is  not  very  clear.  It  has  been  found 
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experimentally  that  artificial  obstruction 
and  insufficient  pulmonary  circulation  are 
not  adequate  explanations.  In  other 
word^  about  80%  of  the  lung’s  arterial 
supply  in  a dog  can  be  destroyed  without 
causing  death  to  the  animal.  However,  it 
is  believed  that  pulmonary  air  embolus 
may  cause  spasm  of  the  pulmonary  artery 
with  reflex  action  on  the  respiratory  and 
circulatory  centers  of  the  brain.  Sudden 
death  following  pulmonary  embolus  occurs 
only  in  10%  of  those  who  died  within  the 
first  10  minutes  after  the  embolus  occur- 
red, and  the  usual  time  when  death  ensues 
following  the  embolus  is  about  1/2  hour. 
I think  our  patient  lasted  40  minutes  from 
the  time  the  symptoms  were  noticed  and 
the  time  of  death. 

I will  mention  uremia  secondary  to  re- 
nal insufficiency.  The  death  in  uremia  is 
not  well  known,  that  is,  the  mechanism.  It 
may  simulate  death  in  a cerebral  vascular 
accident,  that  of  encephalitis  or  menin- 
gitis with  sudden  loss  of  consciousness 
like  this  man  had,  but  along  with  con- 
vulsions, which  our  case  did  not  have.  Our 
patient  had  a type  of  respiration  which  is 
very  interesting  and  which  is  of  very  bad 
omen,  and  that  is  the  Cheyne-Stokes  res- 
piration, which  frequently  is  associated 
with  advanced  renal  disease,  with  increase 
of  intracraneal  pressure,  and  which  may 
be  the  result  of  anoxia  of  the  respiratory 
center.  As  to  the  cerebral  condition  which 
may  have  been  contributory  to  the  death 
of  this  patient,  the  clinical  picture  of  this 
man  is  not  to  my  mind  that  of  cerebral 
hemorrhage.  Of  course  in  cerebral  hemor- 
rhage you  may  have  sudden  loss  of  cons- 
ciousness with  complete  relaxation  of  the 
extremities;  the  patient  can  not  be  arous- 
ed, the  face  is  injected,  cyanotic,  the  pu- 
pils are  dilated,  inactive,  and  they  also 
may  be  unequal ; the  respirations  are  deep, 
noisy,  accompanied  by  stertors.  You  all 


have  seen  this  picture  which  is  quite  fa- 
miliar to  you.  Convulsions  are  not  com- 
mon in  cerebral  hemorrhage.  Thrombosis 
may  give  a similar  picture  to  this  although 
not  as  acute  and  multiple  cerebral  em- 
bolism due  to  fat,  multiple  fat  emboli  can 
also  produce  a sudden  death  with  shock. 
I have  discussed  more  or  less  rapidly  the 
various  conditions  that  may  have  been  res- 
ponsible for  the  death  of  this  man.  I think 
that  Dr,  Sabatelle  as  well  as  all  of  you 
have  that  something  in  mind,  which  judg- 
ing all  the  factors  in  this  case,  was  mainly 
responsible  for  the  death  of  this  man.  How- 
ever, I may  say  that  pulmonary  artery 
embolism  was  not  the  only  cause  of  death 
in  this  man,  and  I might  add  that  the  pul- 
monary artery  embolism  came  from  the 
deep  veins  of  the  affected  leg.  May  be 
from  the  other  leg,  as  Dr.  Sabatelle  said, 
but  I am  inclined  to  think  that  they  came 
from  the  affected  leg.  And  that  point  in 
the  history  where  this  man  complained  of 
pain  in  the  right  iliac  fossae  the  night 
before  he  died  is,  I think,  the  time  when 
the  embolus  was  being  dislodged  and  go- 
ing into  the  iliac  vein.  I think  this  is  the 
main  condition  which  lead  to  this  man’s 
death.  However,  there  is  something  else, 
and  you  will  notice  that  we  made  it  very 
emphatically,  made  it  very  clear  enough 
in  the  history,  that  this  man’s  mental 
state  was  disturbed,  his  behavior,  posto- 
peratively,  was  not  entirely  normal.  This 
man  was  restless,  he  talked  nonsense,  ac- 
cording to  the  nurses  description,  he  was 
incoherent  at  times.  I did  not  see  this 
man  before  death  but  Dr.  Sabatelle  and  Dr. 
Ferraiouli  told  us  that  they  talked  to  him 
the  day  before  death  and  he  was  quiet  and 
answered  questions  intelligently  and  he 
seemed  to  be  oriented.  However,  the 
nurse’s  notes  consistently  report  of  the 
restlessness  that  this  man  had,  of  the  hic- 
cough which  he  had  and  he  did  a few 
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things  which  are  not  considered  normal 
behavior.  He  vomited  in  bed,  voided  once 
on  the  floor  and  did  not  ask,  apparently, 
for  a pus  basin,  or  urinal.  So  I think  that 
we  have  to  consider  also  something,  that 
is  central,  something  that  was  happening 
in  this  man’s  brain  and  which  to  my  mind 
is  not  hemorrhage,  thrombosis  and  I do 
not  think  is  embolism.  Lets  recall  and 
emphasize  that  this  man  had  trauma  to 
the  head  some  years  ago.  I am  inclined  to 
think  that  this  man  of  60,  with  moderate 
arteriosclerosis,  having  some  degree  of 
post-traumatic  encephalomalacia  and  per- 
haps edema  of  the  brain  was  contributory 
and  responsible  for  the  peculiar  behavior 
this  man  exhibited  prior  to  death. 

Mason’s  book,  on  the  “Preoperative  and 
and  Postoperative  Care”  mentions  that 
patients  who  have  open  reduction  of 
fractures  like  the  one  this  patient  had, 
frequently  exhibit  mental  symptoms  simi- 
lar to  this  and  no  one  has  been  able  to 
prove,  to  find  the  cause  of  these  symp- 
toms. There  is  a belief  that  this  may  be 
due  to  multiple  fat  emboli  of  the  brain. 
But  this  condition  is  very  rare  and  the  few 
cases  that  are  reported  in  the  literature, 
the  death  occur  during  the  operation.  How- 
ever, it  can  occur  within  two  or  three  days 
after  operation  and  when  emboli,  multiple 
fat  emboli  are  present  it  is  not  only  of  the 
brain  but  also  of  the  lungs  and  of  the 
kidneys. 

I am  going  to  list  on  the  blackboard  the 
causes  of  death  given  in  the  clinical  record 
and  the  causes  of  death  which  I believe 
were  responsible  for  this  man’s  death. 

CLINICAL  DIAGNOSES 

1.  Fracture-intertrochanteric,  right  fe- 
mur. 

2.  Multiple  embolism,  fatty 

3.  Epilepsy,  Grand  Mai 


4.  Pulmonary  edema 

5.  Cataract,  senile,  incipient,  left  lens 

DR.  RODRIGUEZ-MOLINA’S 
DIAGNOSES 

1.  Pulmonary  artery  embolism  secondary 
to  trauma  and  circulatory  disturbance. 

2.  Pulmonary  edema,  acute,  due  to  cir- 
culatory disturbance. 

3.  Thrombosis  of  deep  veins  right  leg, 
following  trauma  and  operation. 

4.  Encephalomalacia  due  to  head  trauma 
with  cerebral  edema. 

5.  Arteriosclerosis  of  coronary  arteries 
and  of  aorta. 

6.  Cardiac  Insufficiency  with  dilatation 
of  heart. 

7.  Cirrhosis  of  liver. 

Dr.  González  Ramírez : Thank  you  Dr. 
Rodriguez  Molina.  Are  there  any  questions 
or  is  there  any  discussion  on  Dr.  Rodri- 
guez’ comments  in  this  case?  I think  Dr. 
Lang  has  something  to  say. 

Dr.  Lang:  There  is  one  diagnosis 
which  Dr.  Rodriguez  Molina  mentioned 
during  his  talk,  but  failed  to  include  in  his 
final  list  of  diagnoses,  and  this  is  uremia. 
I have  noticed  that  the  urinary  output, 
during  the  two  days  that  it  was  recorded, 
was  very  much  smaller  than  expected 
with  the  intake  he  had.  It  is  unfortunate 
that  we  have  no  blood  chemistry  deter- 
minations, no  renal  function  tests  and  only 
one  urinalysis.  This  one  urinalysis,  how- 
ever, shows  a 1+  albuminuria.  However, 
with  the  evidence  on  hand  we  can  strongly 
suspect  renal  insufficiency  and  some  renal 
disease.  I believe  Dr.  Rodriguez  Molina 
did  not  include  this  in  his  final  list  of 
diagnoses  because  of  the  lack  of  definite 
proof. 

Dr.  Rodriguez  Molina:  I think  Dr. 
Lang’s  point  is  very  weH  taken  and  I 
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thought  of  uremia.  I intended  to  mention 
the  question  of  poor  urinary  postoperative 
output  but  I forgot.  Is  there  any  one  else 
who  has  a basically  different  diagnosis 
from  what  we  have  listed  in  the  board? 
Is  there  any  other  discussion  before  we 
let  Dr.  Reyes  to  carry  on  and  tell  us  what 
mistakes  we  have  made  and  what  omis- 
sions ? 

Dr,  Sabatelle : I will  add  a word  about 
one  or  two  points.  The  question  of  the  ge- 
neral appearance  of  the  man.  From  the 
record,  we  have  the  opinion  of  the  Ward 
Officer;  I just  questioned  Dr.  Ferraiouh 
in  order  to  compare  his  opinion  with  mine, 
and  both  of  us  had  the  general  opinion 
that  this  patient  was  as  good  an  operative 
risk  as  is  found  in  this  age  group. 

He  looked  like  a patient  that  was  ge- 
nerally of  fairly  good  appearance  without 
evidence  of  marked  anemia  and  asthenia. 
As  far  as  anemia  goes,  the  patient  had  a 
67%  hemoglobin  and  at  this  figure  we 
don’t  get  too  excited  about  given  a trans- 
fusion prior  to  operation  specially  when 
we  know  that  we  will  give  1,000  cc  of  blood 
during  the  operation  in  this  type  of  case. 

As  far  as  the  mental  condition  of  the 
patient  is  concerned,  I think  that  any  one 
who  has  seen  enough  of  these  cases  will 
agree  that  the  occurrence  of  severe  psy- 
chosis is  a very  common  thing,  more  so 
than  is  reported  in  the  literature.  It  is 
amazing  how  you  often  get  a patient  with 
a history  of  a good  clear  mentality,  who 
has  received  one  of  these  hip  injuries; 
then  put  him  to  bed  and  after  two  or  three 
days  (even  more  or  so  with  conservative 
treatment)  you  will  notice  the  development 
of  a severe  psychosis.  It  is  to  be  feared. 

I was  very  much  impressed  with  this  while 
serving  my  residency  and  I distinctly  re- 
member three  cases  that  were  sent  to  the 
State  Insane  Asylum  which  shows  how 
bad  the  psychosis  was.  In  the  figures 


given  by  Dr.  Bosworth  you  will  notice 
that  a severe  psychosis  occur  in  11%  of 
the  conservative  group  and  only  2%  of  the 
operative  group.  And  I had  that  expe- 
rience with  one  of  these  patients.  In  one 
of  the  cases  I had  the  patient  beginning 
to  develop  a psychosis  on  the  third  or 
fourth  day  post-fracture  and  before  sur- 
gery. The  family  was  getting  a little  wor- 
ried about  it.  I operated  on  him;  he  was 
up  in  10  days  and  after  the  man  became 
ambulatory  and  out  of  bed  his  psychosis 
cleared  up  completely.  These  patients  sud- 
denly being  put  to  bed  fear  that  they 
might  be  in  bed  all  their  liife  because  they 
see  and  hear  of  others  of  their  contempo- 
rary age  group  who  break  their  hips  and 
are  put  to  bed  never  to  get  up  again.  Whe- 
ther or  not  this  is  the  cause  I do  not  know, 
but  it  is  known  and  it  is  feared  that  these 
hip  injuries  in  older  people,  for  some  re- 
ason, very  commonly  precipitate  a psycho- 
sis. 

From  the  general  discussion  of  whe- 
ther this  man  was  a good  operative  risk  or 
not,  all  the  reasons  that  Dr.  Rodriguez-Mo- 
lina  gave  were  true,  but  those  reasons 
make  the  man  also  a very  poor  bed  risk  as 
well  as  a poor  operative  risk  and  probably 
more  or  so.  Patients  in  this  group,  who 
with  a small  trauma  receive  a hip  fractu- 
re, must  have  something  generally  wrong 
about  their  physiology,  and  for  that  rea- 
son you  start  with  a poor  operative  risk 
by  necessity  for  you  are  dealing  with  that 
type  of  patient,  and  as  a general  rule  near- 
ly every  one  of  these  patients,  I guess, 
would  generally  be  called  a poor  operative 
risk  by  the  medical  service.  Hence,  we 
are  guided  by  general  experience,  and  in 
general  experience  any  one  who  has  done 
any  work  in  these  cases  knows  that  the 
mortality  is  considerably  less  with  radical 
treatment  and  the  reason  is  that  we  get 
them  out  of  bed  usually  within  one  week 
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instead  of  keeping  them  in  bed  2 to  6 
months  which  would  occur  with  conserva- 
tive treatment. 

Dr.  Reyes : I hope  you  may  have  some 
patience  to  hear  me  conclude  this  case.  It 
seems  that  the  surgeons  and  the  internists 
have  come  to  an  agreement. 

The  patient  was  anemic  and  poorly 
nourished.  He  revealed  a marked  swelling 
and  pitting  edema  of  the  right  lower 
extremity  extending  from  the  inguinal 
region  to  the  foot.  The  right  femoral 
vein  presented  a thrombus  which  ex- 
tended into  the  right  iliac  vein.  He 
presented  a long  vertical  surgical  in- 
cision in  the  lateral  aspect  of  the  up- 
per 1/2  of  the  right  thigh.  This  inci- 
sion corresponded  to  an  open  reduction 
and  fixation  of  a comminuted  fracture  of 
the  proximal  extremity  of  the  right  femur. 
The  right  pupil  was  markedly  contracted 
(pin-point  in  size)  and  the  left  was  round, 
regular,  and  in  mid-dilatation.  The  heart 
was  normal  in  size  and  it  presented  a 
small  subendocardial  area  of  calcification 
at  the  root  of  the  aortic  leaflet  of  the  mitral 
valve.  This  organ  weighed  275  grams.  He 
showed  a slight  to  moderate  arteriosclero- 
sis of  the  aorta  and  coronary  arteries  and 
passive  congestion  of  the  brain,  lungs, 
liver  and  kidneys.  Multiple  small  hemor- 
rhagic infarctions,  thrombo  embolic  in  na- 
ture, were  encountered  in  both  lungs;  and 
a mild  acute,  bronchopneumonic  process  of 
the  lower  lobe  of  the  right  lung.  The  mu- 
cosa of  the  distal  1/2  of  the  esophagus 
presented  many  irregular,  slightly  elevat- 
ed, whitish  patches.  The  liver  weighed 
1200  grams.  The  external  surface  of  this 
organ,  particularly  the  inferior  surface 
of  the  right  and  left  lobes,  presented  an 
inconspicuous  yellowish  granularity.  The 
cut  surfaces  of  this  organ  were  yellowish- 
brown  and  its  normal  lobular  pattern  was 
found  to  be  somewhat  irregular  due  to  a 


fine  nodularity  of  the  hepatic  substance. 
The  pancreas  was  small  and  hard  in  con- 
sistency. The  cut  surfaces  of  this  organ 
presented  an  irregular,  lobular  structure 
interpersed  by  fine  grayish  bands  of  con- 
nective tissue.  The  combined  weight  of 
the  kidneys  was  212  grams.  The  external 
surface  of  these  organs  were  pale  and  ir- 
regularly spotted  by  many  hemorrhages. 
These  organs  presented  few  stellate-shap- 
ed areas  of  cortical  scarring.  The  testicles 
were  moderately  atrophic.  A small  area  of 
cortical  encephalomalacia  was  encountered 
on  the  inferior  surface  of  the  left  temporal 
lobe.  No  thrombotic  or  embolic  lesions 
were  found  in  the  brain.  The  cerebral  ar- 
teries manifested  a moderate  degree  of  ar- 
teriosclerosis. The  brain  did  not  reveal 
any  gross  pathological  changes  outside  of 
evidence  of  congestion  and  edema.  The 
remainder  of  the  organs  were  found  to 
be  within  normal  limits. 

The  histologic  study  of  the  case  reveal- 
ed thromboembolic  pulmonary  lesions 
occasionally  associated  with  small  areas  of 
hemorrhagic  infarction,  and  an  acute  bron- 
chopneumonic process  of  the  right  lower 
lobe.  The  mucosa  of  the  distal  1/2  of  the 
esophagus  showed  acanthosis  of  the  stra- 
tified squamous  epithelial  lining  and  di- 
latation of  the  venous  channels  of  the  sub- 
mucosa, and  a mild  inflammatory  reaction 
in  this  layer  of  the  esophagus.  The  liver 
revealed  an  early  cirrhosis  associated  with 
severe,  diffused  fatty  metamorphosis.  The 
pancreas  exhibited  a mild  degree  of  a sub- 
acute inflammatory  process  associated 
with  a diffused  mild  fibrosis  and  no- 
dulation  in  some  areas.  The  testicles  show- 
ed extensive  atrophy  and  fibrosis  of  the 
seminiferous  tubules  with  marked  di- 
minution in  the  spermatogenic  activity  of 
these  organs.  The  microscopic  study  of 
the  brain  from  the  area  of  encephaloma- 
lacia revealed  that  this  was  confined  to  the 
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external  portion  of  the  cortex  of  the  left 
temporal  lobe.  It  also  showed  marked 
congestion  and  edema  of  this  organ. 

SUMMARY 

This  is  a case  of  accidental  traumatic 
fracture  of  the  proximal  extremity  of  the 
left  femur  of  a 60  year  old  white  male  for 
which  he  underwent  an  open  reduction  se- 
veral days  after  the  accident.  The  case 
was  complicated  by  a thrombosis  of  the 
left  femoral  vein  from  which  originated 
small  multiple  pulmonary  emboli  with  the 
formation  of  small  infarcts.  Probably  the 
thromboembolization  was  the  immediate 
cause  of  death.  He  also  manifested  a 
traumatic  cortical  encephalomalacia  of  the 
inferior  surface  of  the  left  temporal  lobe. 
The  case  was  also  complicated  by  an  acute 
bronchopneumonia  of  the  lower  of  the 
right  lung. 

The  case  presented  other  features  of 
interest,  as  an  early  cirrhosis  of  the  liver 
with  fatty  metamorphosis,  probably  an 
early  nodular  or  Laennec’s  cirrhosis;  an 
esophagitis  with  a leucoplasic  acanthosis 
of  the  stratified  squamous  epithelial  lin- 
ing of  the  mucosa;  a mild  subacute  pan- 
creatitis. The  structural  changes  of  the 
liver  may  be  explained  on  the  basis  of  the 
malnutrition  state  of  the  patient  secondary 
to  a deficiency  in  vitamin  B and  prote- 
ins (choline  or  methionine)  in  his  diet; 
and  this  dietary  deficiency  was  in  addition 
intensified  by  alcohol  to  which  the  patient 
was  addicted  in  the  form  of  various  bever- 
ages. The  leukoplastic  patches  of  the  es- 
ophagus and  mild  esophagitis  and  the  su- 
bacute pancreatitis  possibly  were  due  to  a 
deficiency  of  vitamin  A and  secondary  in- 
fection. The  patient  died  in  apparent  state 
of  shock  due  to  multiple  pulmonary  throm- 
boembolic lesions. 


PATHOLOGICAL  DIAGNOSES 

Musculo-Skeletal  System : 

1.  Fracture,  Comminuted,  of  femur, 
proximal  extremity,  left,  traumatic 
(accidental). 

2.  Operation:  Opened  reduction. 

3.  Thrombosis  of  femoral  vein,  left,  se- 
condary to  1 or  2. 

4.  Edema  of  thigh  and  leg,  secondary 
to  3. 

Cardiovascular  System: 

5.  Calcification  of  heart,  subendocardial 
slight,  cause  unknown. 

6.  Arteriosclerosis  of  the  aorta,  coro- 
naries and  cerebral  arteries,  slight  to 
moderate. 

7.  Congestion  (passive)  of  brain,  lungs, 
liver,  spleen  and  kidneys. 

Respiratory  System: 

8.  Infarction  of  lungs,  embolic,  multiple, 
secondary  to  3. 

9.  Bronchopneumonia,  acute,  of  right 
lung,  L.L. 

10.  Fibropleural  adhesions,  left. 

Digestive  System: 

11.  Leukoplakia  of  esophagus,  cause  un- 
determined, 

12.  Cirrhosis  of  the  liver,  early,  with  fatty 
metamorphosis. 

13.  Chronic  interstitial  pancreatitis. 
Genital  System: 

14.  Atrophy  of  testicles  due  to  unknown 
cause. 

Nervous  System: 

15.  Encephalomalacia  of  brain,  temporal 
lobe  (cortical). 

16.  Edema  of  brain. 

Body  as  a Whole: 

17.  Malnutrition. 

Other  Systems: 

Under  7. 
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Dr.  González  Ramírez:  Any  other  to  thank  all  those  that  have  attended.  You 
question?  If  there  are  no  further  discus-  will  receive  due  notice  of  the  next  con- 
sions  I just  want  to  say  that  this  has  been  ference  by  the  usual  invitation.  The 
a very  interesting  conference  and  I wish  meeting  is  adjourned. 
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LA  MEDICINA  SOCIALIZADA* 

J.  RODRIGUEZ  PASTOR,  M.  D. 


Es  nuestra  misión  en  el  día  de  hoy  pre- 
sentar a ustedes  un  tema  que  está  siendo 
debatido  en  el  mundo  entero:  la  medicina 
socializada. 

¿Qué  es  la  medicina  socializada?  Se  han 
dado  muchas  definiciones,  algunas  de  ellas 
confusas.  La  Asociación  Médica  America- 
na, en  sus  publicaciones  oficiales,  distin- 
gue entre  la  Medicina  Socializada,  la  Me- 
dicina del  Estado  (State  Medicine)  y el 
Seguro  contra  Enfermedad,  que  puede  ser 
voluntario  o compulsorio. 

La  Medicina  Socializada  incluye  todos 
los  sistemas  en  que  los  servicios  del  mé- 
dico, en  vez  de  ser  pagados  individual- 
mente por  cada  paciente,  se  pagan  de  un 
fondo  común.  De  acuerdo  con  esta  defini- 
ción las  sociedades  mutualistas,  como  El 
Auxilio  Mutuo,  son  una  forma  de  Medi- 
cina Socializada.  También  lo  son  La  Cruz 
Azul,  el  servicio  médico  de  la  Adminis- 
tración de  Veteranos  y nuestro  sistema 
de  beneficencia  municipal.  Todo  seguro 
contra  enfermedad,  voluntario  o compul- 
sorio, es  necesariamente  una  forma  de 
medicina  socializada. 

La  Medicina  del  Estado  es  una  forma 
de  medicina  socializada  en  que  el  gobier- 
no asume  la  responsabilidad  de  proveer 
servicios  médicos  y lo  hace  con  fondos  de- 
rivados de  contribuciones. 

La  Asociación  Médica  Americana  no 
se  opone  a todas  las  formas  de  la  medici- 
na socializada.  Favorece  algunas,  como  por 
ejemplo  el  seguro  contra  enfermedad  vo- 
luntario, según  lo  ofrece  la  Cruz  Azul.  A 
lo  que  se  opone  la  Asociación  Médica  Ame- 
ricana es  a aquellas  formas  de  medicina 


*Leído  en  la  Asamblea  Anual  de  la  Asociación 
de  Salud  Pública  de  Puerto  Rico,  Febrero  9,  1949. 


socializada  en  que  el  seguro  contra  enfer- 
medad es  compulsorio,  y sobre  todo  a 
aquéllas  en  que  el  gobierno  distribuye  los 
servicios  médicos  y convierte  a todos  los 
médicos  en  empleados.  A esto  es  a lo  que 
llaman  Medicina  del  Estado,  State  Me- 
dicine. 

Esta  presentación  va  a limitarse  a la 
forma  de  medicina  socializada  que  más 
controversias  ha  causado:  al  Seguro  Com- 
pulsorio contra  Enfermedad.  Esto  es  lo 
que  el  Presidente  Truman  quiere  que  el 
Congreso  Americano  apruebe,  y esto  es 
lo  que  la  Asociación  Médica  Americana 
está  tratando  de  evitar  por  todos  los  me- 
dios a su  alcance. 

Nuestro  enfoque  de  este  problema  tiene 
que  ser  desde  el  punto  de  vista  de  la  con- 
veniencia del  país,  de  nuestro  Puerto  Ri- 
co. No  podemos  mirar  este  asunto  como 
lo  miran  nuestros  amigos  del  norte.  Te- 
nemos que  enfocarlo  con  nuestros  propios 
lentes  para  ver  si  se  ajusta  al  medio  am- 
biente en  que  vivimos,  y al  hacer  este 
enfoque  no  es  la  conveniencia  de  los  mé- 
dicos, ni  de  las  enfermeras,  ni  de  los  den- 
tistas ni  de  los  farmacéuticos  lo  que  tie- 
ne que  interesamos  en  primer  lugar.  Es  el 
bienestar  de  los  centenares  de  millares  de 
seres  humanos  en  todos  nuestros  muni- 
cipios, lo  que  debe  constituir  nuestra  ma- 
yor preocupación. 

El  problema  que  se  nos  plantea  es 
hasta  cierto  punto  nuevo.  En  el  mundo 
entero  se  debate  el  modo  de  hacer  efec- 
tivos ciertos  derechos  que  ya  se  recono- 
cen como  patrimonio  del  hombre  común. 
Entre  éstos  está  el  derecho  a i'ecibir  aten- 
ción médica  adecuada  en  caso  de  enfer- 
medad. El  reconocimiento  de  este  dere- 
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cho  implica  una  nueva  responsabilidad  de 
la  sociedad,  que  puede  descargarse  de  dos 
modos:  por  la  iniciativa  particular,  a tra- 
vés de  sociedades  o cooperativas  con  su- 
ficientes recursos  económicos  y facilida- 
des para  garantizar  buenos  servicios,  o 
por  acción  del  gobierno. 

En  ciertos  países  donde  la  riqueza  está 
bien  distribuida  es  posible  organizar,  me- 
diante la  iniciativa  particular,  planes  coo- 
perativistas al  estilo  de  la  Cruz  Azul,  que 
garanticen  buenos  servicios  médicos  a 
casi  toda  la  población.  Tal  es  posiblemen- 
te el  caso  de  los  Estados  Unidos,  donde 
muchas  personas  y entidades  responsa- 
bles creen  que  las  necesidades  de  la  po- 
blación en  lo  que  se  refiere  a servicios 
médicos  pueden  ser  atendidas  mediante 
organizaciones  particulares,  sin  tener  que 
recurrirse  al  seguro  obligatorio  contra  en- 
fermedad administrado  por  el  gobierno. 

Tal  no  es  el  caso  de  Puerto  Rico.  Aquí 
la  riqueza  está  mal  distribuida.  Los  ingre- 
sos por  persona  son  muy  bajos.  Por  otra 
parte,  el  índice  de  morbilidad  es  muy  alto. 
Son  muchos  los  enfermos,  y la  gran  ma- 
yoría carece  de  los  recursos  necesarios 
para  pagar  servicios  médicos.  Es  eviden- 
te que  donde  prevalecen  tales  condicio- 
nes ha  de  hacerse  sumamente  difícil  ga- 
rantizar el  derecho  de  cada  ciudadano  a 
recibir  atención  médica  adecuada  en  caso 
Lie  enfermedad,  no  importa  el  sistema  que 
se  utilice  para  distribuir  los  servicios. 
Pero  sobre  todo  resulta  claro  que  en  ta- 
les circunstancias  las  organizaciones  par- 
ticulares no  podrían  dar  esa  garantía.  So- 
lamente el  gobierno,  mediante  el  estable- 
cimiento de  un  seguro  compulsorio  con- 
tra enfermedad,  puede  reunir  los  fondos  y 
allegar  las  facilidades  necesarias  para  ata- 
car el  problema  con  algunas  probabilidades 
de  éxito. 

• La  necesidad  de  una  mejor  distribu- 


ción de  los  servicios  médicos  es  tan  nota- 
ble en  nuestro  país,  que  apenas  se  necesi- 
tan estadísticas  para  convencer  a los  que 
conocen  nuestras  condiciones  de  vida. 
Bástenos  citar  al  Dr.  Costa  Mandry,  quien 
ha  dicho  que  el  setenta  por  ciento  de  los 
que  mueren  en  nuestro  país,  mueren  sin 
haber  recibido  atención  médica.  Estos  da- 
tos envuelven  una  terrible  acusación  con- 
tra el  actual  sistema  de  práctica  médica. 

El  presidente  Truman  ha  expuesto  la  fi- 
losofía del  Seguro  Compulsorio  contra 
Enfermedad  en  las  siguientes  palabras: 
“Si  el  costo  de  las  enfermedades,  en  vez 
de  ser  pagado  solamente  por  los  que  se 
enferman,  se  distribuyese  entre  todos  los 
ciudadanos,  creándose  un  fondo  al  cual 
contribuyeran  los  que  tienen  salud  al 
igual  que  los  que  no  la  tienen,  habría  los 
medios  de  atender  debidamente  a todos 
los  enfermos,  sin  que  nadie  resultara  ex- 
cesivamente gravado.’’ 

En  otras  palabras,  el  costo  de  una  ope- 
ración de  la  vesícula  biliar,  o de  un  es- 
tudio radiológico  del  sistema  gastrointes- 
tinal o de  una  hospitalización  larga  po- 
dría ser  más  de  lo  que  un  obrero  que  ga- 
na veinte  dólares  semanales  puede  pagar; 
pero  si  cada  obrero  que  gana  veinte  dó- 
lares semanales  contribuye  medio  peso 
semanalmente  para  un  fondo  común  des- 
tinado a pagar  servicios  médicos  para  to- 
dos los  obreros,  entonces  cualquier  obre- 
ro que  se  enferme  contará  con  dinero  su- 
ficiente para  pagar  hasta  los  servicios 
médicos  más  costosos.  En  el  Seguro  con- 
tra Enfermedad  el  costo  de  cada  enfer- 
medad se  distribuye  por  igual  entre  los 
sanos  y los  enfermos  y así  se  hace  posi- 
ble atenderlos  a todos,  sin  que  nadie  gaste 
más  de  lo  que  puede.  La  mayor  diferencia 
entre  este  sistema  de  práctica  médica  y el 
actual  sistema  sería,  en  las  palabras  del 
presidente  Truman,  la  siguiente:  “que  los 
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servicios  que  un  paciente  determinado  re- 
cibiera no  dependerían  de  la  cantidad  de 
dinero  que  ese  paciente  tuviera  en  el  bol- 
sillo.” 

El  Seguro  contra  Enfermedad  existe  en 
alguna  forma  en  casi  todos  los  países  de 
Europa,  así  como  en  Australia  y Nueva 
Zelandia.  En  Inglaterra  existía  en  forma 
limitada  desde  el  año  1,911;  pero  el  5 de 
julio  de  1948  se  inauguró  en  aquel  país  el 
sistema  de  práctica  médica  más  revolu- 
cionario que  se  haya  establecido  en  una 
democracia.  Este  sistema  se  conoce  allí 
con  el  nombre  ‘‘The  National  Health  Ser- 
vice” (Servicio  Nacional  de  Salud)  y es 
un  plan  de  medicina  socializada  que  ofre- 
ce servicios  médicos,  incluyendo  medici- 
nas, espejuelos,  servicio  de  dentista  y de 
enfermera  y de  hospitalización  a todos 
los  habitantes  de  la  Gran  Bretaña,  pobres 
y ricos,  a base  de  una  prima  que  se  pa- 
ga al  gobierno  y que  equivale  a menos  de 
un  dólar  mensual  por  cada  persona.  (La 
prima  del  Seguro  Social,  que  incluye  la  an- 
terior, es  de  un  dólar  semanal,  y cubre  ade- 
más el  seguro  contra  desempleo,  el  derecho 
a pensión  en  la  vejez  y beneficios  en  metá- 
lico en  casos  de  enfermedad). 

Suponiendo  que  se  decida  establecer  en 
Puerto  Rico  un  Seguro  contra  Enferme- 
dad que  cubra  a toda  la  población  ¿cómo 
deberá  organizarse? 

A mi  juicio,  tal  Seguro  en  Puerto  Rico 
debe  ser  compulsorio  y debe  ser  en  su 
principio  administrado  por  el  gobierno. 
Debe  ser  compulsorio,  porque  sólo  de  este 
modo  es  posible  conseguir  un  fondo  lo  su- 
ficientemente amplio  para  atender  a las 
necesidades  médicas  de  toda  la  población. 
Y debe  ser  administrado  por  el  gobierno 
en  sus  principios,  porque  sólo  el  gobierno 
estaría  en  condiciones  de  proveer  el  per- 
sonal y las  facilidades  necesarias  para  or- 
ganizarlo  con  éxito.  Creemos  que,  para 


evitar  en  lo  posible  la  intervención  de  la 
politiquería,  el  sistema  debe  ser  adminis- 
trado por  una  corporación  ó autoridad 
autónoma,  y que,  más  tarde,  cuando  las 
condiciones  lo  permitan,  se  debe  pasar  la 
administración  a una  corporación  parti- 
cular, que  funcione  como  una  cooperativa. 

Cualquier  ley  que  se  apruebe  para  es- 
tablecer el  Seguro  contra  Enfermedad  de- 
be tener  la  aprobación  de  la  mayoría  de 
los  médicos  del  país.  Ningún  sistema  de 
medicina  socializada  podría  funcionar  efi- 
cientemente sin  este  requisito.  Es  posi- 
ble, desde  luego,  imponer  el  sistema  a los 
médicos;  pero  en  una  democracia  tales 
imposiciones  se  ven  muy  mal,  y al  fin  ha- 
cen más  daño  que  bien. 

En  Inglaterra,  el  nuevo  programa  de 
medicina  socializada  no  fué  puesto  en  vi- 
gor hasta  después  de  haberse  obtenido  el 
consentimiento  de  una  gran  mayoría  de 
los  médicos,  mediante  un  plebiscito.  El  Mi- 
nistro de  Salud  celebró  una  serie  de  con- 
ferencias con  los  representantes  de  la  cla- 
se médica;  consideró  las  objeciones  que 
los  médicos  hacían  al  plan,  é hizo  las  con- 
cesiones necesarias  para  que  quedaran 
satisfechos.  Un  plebiscito  entre  los  mé- 
dicos, después  de  darse  a conocer  las  con- 
cesiones, reveló  que  la  mayoría  aceptaba 
el  nuevo  sistema.  Así  fué  como  se  inau- 
guró el  5 de  julio  del  pasado  año  el  Segu- 
ro Nacional  de  Salud  de  Inglaterra:  con 
el  visto  bueno  de  la  clase  médica.  De  otro 
modo  hubiera  resultado  un  completo  fra- 
caso. 

Los  representantes  autorizados  de  nues- 
tra clase  médica  deben  ser  consultados 
antes  de  presentarse  el  proyecto  de  ley 
que  establezca  el  Seguro  contra  Enferme- 
dad. Deben  tener  la  oportunidad  de  discu- 
tirlo ampliamente,  de  pulsar  la  opinión  de 
todos  los  médicos  del  país  y de  sugerir  en- 
miendas. Hemos  de  esperar  de  estos  re- 
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presentantes  que  al  definir  su  actitud 
frente  a cualquier  proyecto  de  esta  natu- 
raleza, lo  hagan  a base  del  problema  que 
se  le  presenta  al  país,  y no  en  imitación 
de  lo  que  diga  o haga  la  Asociación  Médi- 
ca Americana.  Esta  última  entidad  basa 
sus  opiniones  en  las  condiciones  existen- 
tes en  el  país  más  rico  del  mundo,  el  de 
los  mejores  y más  grandes  hospitales,  el 
de  las  más  ricas  y mejor  organizadas  ins- 
tituciones privadas  de  bienestar  público. 
Nuestras  condiciones  son  enteramente 
distintas  y los  remedios  que  exigen  nues- 
tros problemas  son  distintos  también. 

La  medicina  socializada  puede  ser  mu- 
chas cosas.  Puede  ser  buena  o mala  me- 
dicina, puede  ser  garantía  u opresión  pa- 
ra el  médico.  Lo  que  sea  en  nuestro  país 
dependerá  en  gran  parte  de  la  participa- 
ción que  tenga  en  la  confección  y aplica- 
ción de  la  ley,  la  clase  médica  organizada. 
Si  ésta  estudia  el  problema  sin  prejuicios, 
juzgándolo  a base  de  la  conveniencia  ge- 
neral; si  asume  una  actitud  de  leal  coope- 
ración con  el  gobierno;  si  se  sienta  en  la 
mesa  de  conferencias  con  los  legisladores 
y trata  de  delinear  con  ellos  un  sistema 
que  cumpla  las  demandas  del  pueblo  y 
mantenga  a la  vez  los  rigurosos  cánones 
de  la  práctica  médica  moderna,  podremos 
esperar  un  Seguro  contra  Enfermedad 
que  no  sea  opresivo  para  nadie  y que  pro- 
teja tanto  los  derechos  de  la  comunidad, 
como  los  de  la  clase  médica.  Si  esto  hace 
nuestra  Asociación  Médica,  cumplirá  ca- 
balmente su  deber  para  con  el  pueblo  y 
servirá  los  intereses  de  sus  afiliados.  No 
llenaría  ninguno  de  estos  fines  si  por  des- 
gracia se  aferrase  a una  actitud  intran- 
sigente, que  colocara  la  clase  médica  del 
país  frente  a los  intereses  públicos.  Esto 
último  nos  parece  improbable,  teniendo  en 
cuenta  la  limpia  historia  de  servicio  pú- 
blico de  nuestra  Asociación. 


Por  otra  parte,  debemos  esperar  de,  los 
legisladores  que  cuando  llegue  el  momen- 
to de  redactar  alguna  ley  para  establecer 
el  Seguro  Oficial  contra  Enfermedad  en 
nuestro  país,  soliciten  el  consejo  de  la  cla- 
se médica  organizada;  porque  el  sistema 
de  servicios  médicos  que  se  establezca  sin 
tal  consejo  no  podrá  ser  bueno.  Es  natu- 
ral que,  tratándose  de  un  sistema  de 
práctica  médica,  sean  los  médicos  los  que 
más  tengan  que  decir;  y es  justo  que  se 
les  permita  expresarse  a través  de  la  or- 
ganización democrática  que  ellos  mismos 
han  constituido  para  mejor  exteriorizar 
sus  anhelos  de  clase.  Igual  oportunidad  de 
expresarse  deben  tener  otras  organizacio- 
nes profesionales  que  habrían  de  ser  afec- 
tadas por  el  Seguro  contra  Enfermedad, 
como  la  Asociación  de  Enfermeras,  la  So- 
ciedad de  Farmacéuticos  y la  Asociación 
Dental. 

Si  se  decide  establecer  en  nuestra  isla 
el  Seguro  compulsorio  contra  Enferme- 
dad, la  ley  que  lo  establezca  debe  ajus- 
tarse á ciertas  normas  ya  reconocidas  en 
los  países  democráticos  que  han  adopta- 
do tal  sistema.  Estas  normas,  según  han 
sido  expuestas  por  Oscar  R.  Ewing  en  su 
reciente  informe  al  Presidente  de  los  Es- 
tados Unidos,  titulado  “The  Nation’s 
Health”,  y por  'otras  autoridades,  son  co- 
mo sigue: 

Primero:  La  ley  que  establezca  el  Se- 
guro no  debe  entrar  en  vigor  hasta  dos 
o tres  años  después  de  ser  aprobada,  con 
el  objeto  de  que  haya  un  período  de  pre- 
paración que  sirva  para  organizar  el  ser- 
vicio, proveer  las  facilidades  necesarias, 
entrenar  cierto  personal  y llevar  a cabo 
una  campaña  educativa  que  sirva  para 
conseguir  la  mayor  cooperación  del  pú- 
blico. 

Segundo:  La  ley  debe  contener  una  cla- 
ra exposición  de  motivos,  que  sirva  para 
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dar  a conocer  las  finalidades  que  se  per- 
siguen con  esta  clase  de  legislación. 

Tercero : Debe  especificarse  quienes 
tendrán  derecho  a recibir  los  beneficios 
del  seguro.  Este  debe  cubrir  el  mayor  nú- 
mero posible  de  personas,  sobre  todo  a los 
trabajadores  y a sus  familias.  Para  ga- 
rantizar servicios  médicos  a los  que  no 
pueden  asegurarse  por  carecer  de  medios 
de  vida,  se  proveerán  asignaciones  ade- 
cuadas para  un  servicio  eficiente  de  be- 
neficencia médica. 

Cuarto : Debe  especificarse  la  cuantía 
de  las  primas,  y la  parte  proporcional  de 
dichas  primas  que  hayan  de  pagar  los 
asegurados  y el  gobierno.  Las  primas  pue- 
den establecerse  a base  de  un  porcentaje 
de  lo  que  gane  el  asegurado  (algunas  au- 
toridades han  propuesto  que  el  obrero 
asegurado  pague  el  uno  y medio  por  cien- 
to de  su  salario  y el  patrono  una  ])arte 
igual.) 

Quinto:  La  ley  debe  detallar  los  servi- 
cios a que  tengan  derecho  las  personas 
aseguradas.  Los  servicios  que  se  ofrezcan 
deben  ser  tan  amplios  como  sea  posible. 
Debe  haber  juntas  locales  para  adminis- 
trar el  seguro  en  los  municipios.  Debe 
aclararse  que  los  pagos  por  servicios  a 
médicos,  dentistas,  enfermeras,  laborato- 
rios y hospitales  habrán  de  hacerse  de 
conformidad  con  las  tarifas  y métodos  que 
aprueben,  de  común  acuerdo,  los  que  rin- 
dan servicios  médicos  y los  que  adminis- 
tren el  seguro. 

Sexto:  La  ley  debe  ofrecer  las  siguien- 
tes garantías  a los  asegurados  y a sus  fa- 
milias: que  podrán  seleccionar  libremen- 
te el  médico,  dentista,  hospital,  etc.,  que 
sea  de  su  agrado,  teniendo  además  el  de- 
recho de  hacer  cambios  en  tal  selección, 
cuando  así  lo  deseen;  que  los  records  que 
se  lleven  de  sus  enfermedades  serán  do- 
cumentos confidenciales;  que  recibirán  la 


debida  protección  contra  toda  clase  de  ar- 
bitrariedades, teniendo  el  derecho  de  que- 
jarse ante  comités  debidamente  constitui- 
dos, cuando  crean  que  sus  derechos  han 
sido  lesionados,  y de  recurrir  a las  cortes 
para  la  revisión  de  aquellas  órdenes  ad- 
ministrativas que  a su  juicio  sean  in- 
justas. 

Séptimo:  La  ley  debe  dar  ciertas  ga- 
rantías a los  miembros  de  las  profesiones 
que  provean  servicios,  incluyéndose  entre 
estas  garantías  el  derecho  a participar  o 
no  en  el  plan,  de  acuerdo  con  su  libre  de- 
cisión; a organizarse  en  grupos,  si  así  lo 
desean;  a aceptar  o rehusar  ciertos  pa- 
cientes; a retener  el  control  de  los  aspec- 
tos profesionales  del  servicio;  a escoger 
el  modo  de  pago  que  mejor  les  convenga; 
a discutir  con  los  administradores  del  se- 
guro los  honorarios  y otros  asuntos  me- 
diante representantes  escogidos  por  ellos 
mismos;  a presentar  quejas  y hacer  ape- 
laciones ante  comités  debidamente  cons- 
tituidos y a recurrir  a las  cortes  para  la 
revisión  de  las  decisiones  administrativas 
que  consideren  injustas. 

Octavo:  La  ley  debe  dar  a los  adminis- 
tradores del  seguro  los  medios  de  hacer 
arreglos  especiales  para  garantizar  un 
servicio  médico  adecuado  en  la  zona 
rural. 

Noveno:  La  administración  del  seguro 
debe  estar  en  manos  de  una  Junta  Admi- 
nistrativa pequeña  compuesta  de  perso- 
nas a sueldo,  entre  ellos  algunos  médicos, 
que  dediquen  todo  su  tiempo  a este  tra- 
bajo, y de  una  junta  consultora  que  in- 
cluya representantes  del  público,  de  los 
asegurados  y de  los  profesionales,  para 
aconsejar  a la  Junta  Administrativa. 


Si  en  Puerto  Rico  se  estableciera  el  Se- 
guro Compulsorio  contra  Enfermedad  de 
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acuerdo  con  las  anteriores  normas,  éste 
es  el  modo  como  funcionaría: 

Durante  el  período  de  preparación  de 
dos  o tres  años  dispuesto  por  la  ley,  se 
llevaría  a cabo  una  intensa  campaña  edu- 
cativa para  familiarizar  al  público  con  los 
pormenores  del  nuevo  sistema,  dándose  a 
conocer  tanto  los  privilegios  como  las  res- 
ponsabilidades del  asegurado.  Se  darían  a 
conocer  también  los  deberes  y derechos  de 
los  profesionales  dentro  del  nuevo  sis- 
tema. Se  harían  los  contratos  con  los  mé- 
dicos, dentistas,  farmacéuticos  y hospita- 
les que  desearan  participar  en  el  plan.  Se 
ampliarían  los  hospitales.  Se  buscarían  los 
medios  de  conseguir  mejor  servicio  mé- 
dico en  los  pueblos  pequeños  y en  la  zo- 
na rural,  creando  centros  de  diagnóstico 
bien  equipados  y ofreciendo  a los  médicos 
ventajas  económicas  y facilidades  cultu- 
rales que  los  indujeran  a establecerse  en 
estos  sitios.  Durante  este  período  de  pre- 
paración se  escogería  el  personal  admi- 
nistrativo, se  entrenaría  personal  técnico, 
especialmente  enfermeras,  y se  harían 
contratos  con  algunos  médicos  del  extran- 
jero para  completar  el  número  de  facul- 
tativos necesarios  para  el  nuevo  servicio. 
Los  contratos  con  médicos  del  exterior 
serían  por  un  tiempo  limitado,  hasta  que 
hubiera  suficientes  médicos  nativos  para 
llenar  las  necesidades  del  país. 

Al  empezar  a regir  la  ley,  la  mayoría  de 
los  médicos  del  país  tendría  ya  contratos 
con  el  gobierno  para  prestar  servicios  a 
los  asegurados.  Algunos  médicos  traba- 
jarían a sueldo,  pero  la  mayor  parte  pre- 
feriría trabajar  a base  de  una  cantidad 
anual  por  cada  cliente.  En  Inglaterra,  a 
esta  forma  de  pago  se  le  llama  “capitation 
fee”  (pagos  por  capitación,  podríamos  de- 
cir en  español).  El  médico  cobra  de  acuer- 
do con  los  clientes  que  tiene.  Si  se  le  pa- 
gan tres  dólares  anuales  por  cada  cliente 


y tiene  dos  mil  clientes,  cobra  seis  mil 
dólares  al  año,  En  Inglaterra  se  le  permi- 
te a un  médico  tener  hasta  4,000  clientes, 
y se  le  paga  el  equivalente  de  $3.40  al  año 
por  cada  cliente. 

Cada  asegurado  tendría  el  derecho  de 
escoger  el  médico  que  deseara.  Cada  mé- 
dico llevaría  un  registro  o “panel”,  donde 
se  inscribirían  las  personas  que  quisieran 
ser  atendidas  por  él.  Uno  de  los  inconve- 
nientes de  este  sistema  está  en  que  los 
registros  de  los  médicos  más  competentes 
ó de  mayor  prestigio  se  llenan  pronta- 
mente, y muchas  personas  que  quisieran 
tratarse  con  un  médico  determinado  se 
ven  obligadas  a escoger  a otro  que  les 
agrada  menos.  El  cliente  tiene  el  derecho 
de  cambiar  de  médico,  y el  facultativo  tie- 
ne el  derecho  de  negarse  a inscribir  en  su 
“panel”  a cualquier  cliente  que  a su  jui- 
cio sea  indeseable.  Esta  última  disposi- 
ción ha  causado  algunos  trastornos  en  In- 
glaterra. Por  ejemplo,  algunos  médicos  se 
negaron  a aceptar  cierta  clase  de  clientes, 
tales  como  niños  pequeños  o ancianos 
(alegando  que  a tales  edades  las  enfer- 
medades abundan  más  de  lo  corriente)  o 
personas  con  enfermedades  crónicas;  pero 
la  Asociación  Médica  Británica  declaró 
anti-ético  este  procedimiento  y prohibió 
que  se  rehusaran  clientes  a base  de  tales 
alegaciones. 

El  Seguro  Obligatorio  contra  Enferme- 
dad daría  a todos  los  asegurados  el  de- 
recho de  obtener  gratis  todas  las  medi- 
cinas que  necesitaren,  sin  tener  en  cuen- 
ta su  costo.  Esto  quiere  decir,  desde  lue- 
po,  que  el  gobierno  tendría  que  hacer 
grandes  contratos  con  los  farmacéuticos. 
También  tendrían  derecho  los  asegurados 
a obtener  espejuelos,  ajiaratos  para  oir 
mejor  y toda  clase  de  efectos  ortopédicos, 
tales  como  soportes  de  acero  en  casos  de 
parálisis,  brazos  y piernas  artificiales. 
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etc.  En  Inglaterra  la  demanda  de  espejue- 
los ha  sido  tan  grande  después  de  insti- 
tuirse el  seguro,  que  las  fábricas  no  han 
podido  suplir  todos  los  pedidos.  Parece 
como  si  todo  el  mundo  se  hubiera  queda- 
do medio  ciego  de  pronto.  Lo  que  pasa, 
desde  luego,  es  que  muchos  miles  de  per- 
sonas que  necesitaban  espejuelos  no  po- 
dían comprarlos  por  falta  de  recursos,  y 
ahora  todos  los  piden  a la  vez.  Los  espe- 
juelos que  suple  el  gobierno  son  de  mon- 
tura relativamente  barata.  Las  personas 
que  prefieran  monturas  lujosas,  de  oro  o 
de  plata,  deberán  pagar  la  diferencia  del 
costo. 

Los  dentistas  en  Inglaterra  rehusaron 
al  principio  entrar  en  el  plan.  Luego  acepta- 
ron, y ahora  se  quejan  de  que  la  labor 
que  se  les  ha  echado  sobre  los  hombros 
es  enorme.  Todo  el  mundo  tiene  la  denta- 
dura mala.  Todos  quieren  servicios  den- 
tales, y como  tienen  derecho  a toda  clase 
de  arreglos,  incluyendo  coronas,  puentes, 
cajas,  etc.  la  demanda  de  servicios  es  ver- 
daderamente abrumadora.  Es  un  fenóme- 
no parecido  al  de  los  espejuelos.  Miles  de 
personas  que  se  pasaban  con  dentaduras 
deficientes,  porque  no  tenían  dinero  para 
ir  donde  el  dentista,  ahora  quieren  tener 
buenas  dentaduras.  Es  natural,  es  huma- 
no, y en  todo  sistema  de  esta  naturaleza 
hay  que  esperar  tales  entusiasmos  por 
parte  de  los  que  han  carecido  toda  la  vida 
de  lo  indispensable. 

Con  el  Seguro  contra  Enfermedad  en 
Puerto  Rico,  la  demanda  de  servicios  mé- 
dicos seria  extraordinaria,  como  lo  ha 
sido  en  Inglaterra.  Allí  la  afluencia  de  en- 
fermos a las  oficinas  de  los  médicos  es 
tal,  que  el  ministro  de  Salud  ha  tenido 
que  dirigirse  varias  veces  al  pueblo,  a tra- 
vés de  la  Radio  y la  Prensa,  aconsejando 
prudencia  en  el  uso  de  los  privilegios  que 
concede  el  seguro,  y recomendando  a los 


asegurados  que  se  abstengan  de  abusar  de 
tales  privilegios.  Los  médicos  están  se- 
riamente preocupados  con  lo  que  ocurri- 
ría si  se  presentara  en  el  país  alguna  epi- 
demia. Creen  que  sería  imposible  en  tales 
condiciones  atender  la  demanda  de  servi- 
cios médicos. 

El  seguro  incluiría  el  derecho  a toda 
clase  de  servicios  de  especialistas,  siem- 
pre que  estos  fueran  recomendados  por  el 
médico  de  cabecera.  Los  especialistas  se- 
rían pagados  a base  de  sueldo  o por  ser- 
vicios. En  Inglaterra,  los  especialistas  que 
trabajan  a sueldo  en  los  hospitales  perci- 
ben salarios  que  fluctúan  entre  $6,000  y 
$20,000  anuales  (muy  pocos  ganan  más 
de  $10,000). 

Los  asegurados  tendrían  derecho  a re- 
cibir ayuda  en  metálico  en  tiempos  de  en- 
fermedad, para  compensar  la  pérdida  de 
jornales.  Así,  al  enfermarse  el  padre,  no 
quedaría  desamparada  la  familia. 

Un  plan  de  esta  naturaleza  envuelve 
cambios  revolucionarios  en  la  práctica 
médica.  La  clientela  privada  de  los  médi- 
cos y los  dentistas  se  reduciría  considera- 
blemente. Es  de  presumir  que  habiendo 
médicos  y dentistas  gratis  para  todo  el 
mundo,  sólo  aquellos  profesionales  de 
gran  prestigio  podrían  darse  el  lujo  de  una 
clientela  particular.  Algunas  personas  ri- 
cas seguirían  acudiendo  a los  consulto- 
rios de  sus  médicos  particulares  y pagan- 
do por  las  consultas;  pero  el  número  de 
tales  personas  sería  necesariamente  redu- 
cido y la  gran  mayoría  de  los  médicos 
tendría  que  vivir  de  los  cheques  del  go- 
bierno. Tenemos  que  aceptar  que  esta  si- 
tuación no  sería  muy  provechosa  para  el 
médico,  ni  desde  el  punto  de  vista  econó- 
mico, ni  desde  el  punto  de  vista  de  su  li- 
bertad profesional.  Este,  es,  desde  luego, 
uno  de  los  incovenientes  de  la  medi- 
cina socializada.  No  es  el  único.  Este  sis- 
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tema,  que  tiene  grandes  méritos,  tiene 
también  muchas  y graves  desventajas, 
que  no  deben  ocultarse,  sino  exponerse  y 
analizarse,  para  corregirlas,  si  se  puede,  o 
para  buscar  un  sistema  mejor. 

La  Asociación  Médica  Americana  está 
llevando  a cabo  una  intensa  campaña  en 
contra  del  establecimiento  del  Seguro  de 
Salud  Compulsorio  en  Estados  Unidos. 
Sus  mejores  argumentos  se  basan  en  que 
Estados  Unidos  es  uno  de  los  países  más 
saludables  del  mundo;  que,  con  la  excep- 
ción de  Nueva  Zelandia,  es  más  saluda- 
ble que  todos  los  países  donde  se  ha  esta- 
blecido la  medicina  socializada;  que  el 
actual  sistema  de  práctica  médica  ha 
traído  consigo  un  gran  progreso  en  la  me- 
dicina y un  notable  aumento  en  la  dura- 
ción de  la  vida;  que  no  hay  justificación 
para  descartarlo.  Aduce  además  que  la 
medicina  oficial  tiende  a convertir  a los 
médicos  en  instrumentos  de  los  políticos, 
que  sería  un  atentado  contra  la  demo- 
cracia y que  rebajaría  la  calidad  de  los 
servicios  médicos;  que  al  perder  los  mé- 
dicos su  independencia  la  carrera  de  la 
medicina  se  haría  menos  atractiva  para 
los  jóvenes,  y llegaría  el  momento  en  que 
sería  difícil  conseguir  estudiantes  desea- 
bles para  las  escuelas  de  medicina;  que  el 
Seguro  Compulsorio  traería  consigo  una 
burocracia  enorme  que  se  interpondría  en- 
tre el  médico  y el  enfermo.  Cesarían  las 
relaciones  de  intimidad  entre  el  médico  de 
familia  y sus  pacientes.  Para  conseguir 
una  mejor  distribución  de  los  servicios 
médicos  la  Asociación  Médica  Americana 
propone  la  extensión  del  Seguro  Volunta- 
rio, mediante  instituciones  particulares 
como  la  Cruz  Azul,  y que  el  gobierno  se 
limite  a extender  y mejorar  los  servicios 
de  salud  pública,  a procurar  más  hospita- 
les y a dar  la  debida  atención  a.  los  enfer- 
mos indigentes. 


Los  argumentos  a favor  del  estableci- 
miento del  Seguro  de  Salud  obligatorio  en 
un  país  de  las  condiciones  del  nuestro, 
son  muchos  y poderosos;  pero  hay  sobre 
todo  un  argumento  cuya  grandeza  es  su- 
ficiente para  eclipsar  todas  las  alegacio- 
nes de  los  opositores  del  sistema.  Este  ar- 
gumento es  el  derecho  fundamental  de  to- 
do ser  humano,  por  humilde  que  sea  su 
cuna  y por  miserable  que  sea  su  condición, 
a recibir  atención  médica  adecuada  en 
caso  de  enfermedad.  Si  el  Seguro  Volun- 
tario, regido  por  instituciones  particula- 
res, puede  hacer  válido  este  derecho  para 
todos  los  habitantes  de  nuestra  isla,  que 
venga  en  buena  hora;  pero  si  no  puede, 
si  este  sistema  voluntario  no  ha  de  garan- 
tizar plenamente  este  derecho  de  todo  ser 
humano,  que  venga  entonces  el  seguro 
obligatorio  regido  por  el  gobierno.  Que  se 
instituya,  si  es  posible,  un  sistema  que 
convenga  a la  clase  médica;  pero  si  este 
sistema  no  se  encuentra;  si  para  garanti- 
zar este  derecho  fundamental  del  ser  hu- 
mano, no  existe  un  sistema  que  satisfaga 
por  completo  a la  clase  médica,  hágase  de 
cualquier  modo  lo  que  mejor  convenga  a 
los  intereses  básicos  de  nuestro  pueblo. 

No  creo  que  el  Seguro  Voluntario  que 
ofrecen  la  Cruz  Azul  y las  compañías  ase- 
guradoras pueda  garantizar  en  nuestro 
país  el  derecho  de  toda  persona  a un  ser- 
vicio médico  adecuado.  Para  poder  garan- 
tizar este  derecho  es  necesario  contar  con 
los  medios  de  construir  grandes  hospita- 
les, crear  y equipar  centros  médicos  en 
los  sitios  más  remotos  de  la  isla,  entrenar 
muchas  enfermeras  e importar  del  exte- 
rior un  número  de  médicos  y dentistas. 
Las  instituciones  particulares  que  ofre- 
cen seguros  contra  enfermedad  a base  de 
cuotas  voluntarias  no  pueden  hacer  esto. 
Sólo  puede  hacerlo  el  gobierno,  que  tiene 
el  poder  de  establecer  el  Seguro  Obligato- 
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rio  y colectar  primas  de  todos  los  que  pue- 
dan pagarlas,  asegurando  así  los  fondos 
necesarios  para  las  grandes  inversiones 
requeridas.  Sólo  el  gobierno  tendría  los 
medios  económicos  y la  autoridad  para 
crear  las  instituciones  y suplir  el  personal 
técnico  necesarios  para  tan  vasto  progra- 
ma de  servicios  médicos. 

No  hablemos  de  garantizar  atención 
médica  a toda  la  población  a base  de  sub- 
sidios a organizaciones  voluntarias  como 
la  Cruz  Azul.  La  Cruz  Azul  es  sin  duda 
una  institución  sumamente  meritoria  y 
digna  de  estímulo;  pero  exigirle  más  de 
lo  que  puede  hacer,  es  exponerla  al  fraca- 
so. Ni  en  Estados  Unidos  ni  en  Puerto 
Rico,  la  Cruz  Azul  ofrece  protección  algu- 
na al  enfermo  crónico.  Los  enfermos  que 
padecen  de  tuberculosis,  de  afecciones 
mentales,  de  cáncer,  de  parálisis,  de  afec- 
ciones cardíacas,  que  son  los  que  más  su- 
fren y los  que  mayor  angustia  y sacrifi- 
cios ocasionan  a sus  familiares,  no  reciben 
protección  alguna  de  la  Cruz  Azul  ni  de 
otros  planes  voluntarios.  Esto  se  debe,  des- 
de luego,  a que  los  gastos  que  ocasionan  ta- 
les enfermos  crónicos  son  tan  grandes,  que 
ninguna  organización  que  se  sostenga  a 
base  de  cuotas  voluntarias  podría  com- 
prometerse a atenderlos  sin  exponerse  a 
fracasar.  Pero  a estos  enfermos  crónicos 
hay  que  atenderlos.  Y si  el  seguro  volun- 
tario no  puede  hacerlo,  entonces  debe  es- 
tablecerse el  Seguro  Obligatorio  a cargo 
del  gobierno,  para  que  lo  haga. 

Esto  no  quiere  decir  que  la  Cruz  Azul 
y otras  organizaciones  particulares  de  fi- 
nes parecidos  no  deban  subsistir.  No  sola- 
mente deben  subsistir,  sino  que  deben  se- 
guir recibiendo  toda  clase  de  ayuda  y es- 
tímulo por  parte  del  gobierno,  para  que 
los  servicios  que  prestan  a sus  asegura- 
dos puedan  ser  mejores  y más  amplios 
cada  día.  El  ciudadano  que  paga  primas  al 


gobierno  por  un  Seguro  contra  Enferme- 
dad debe  tener  el  privilegio  de  acogerse 
a un  seguro  como  el  de  la  Cruz  Azul,  si  lo 
prefiere,  y en  tales  casos  las  primas  co- 
bradas por  el  gobierno  irían  al  tesoro  de 
la  institución  particular  que  rindiese  el 
servicio ; y cuando  llegue  el  momento 
en  que  existan  todos  los  hospitales  que 
hacen  falta  y se  cuente  con  el  personal 
técnico  y la  organización  necesarios  para 
asegurar  el  éxito  del  nuevo  sistema,  en- 
tonces el  gobierno  debe  pasar  la  adminis- 
tración del  seguro  insular  a una  corpora- 
ción particular  de  fines  no  pecuniarios, 
que  funcione  a modo  de  una  cooperativa, 
y que  podría  establecerse  mediante  la  fe- 
deración de  las  diversas  sociedades  mu- 
tualistas  que  existiesen  en  el  país  para 
esa  época. 

Dijimos  anteriormente  que  el  Se- 
guro contra  Enfermedad,  si  se  estable- 
ce oficialmente  en  nuestro  país,  debe  es- 
tar regido  en  sus  principios  por  una  Au- 
toridad u otra  Corporación  autónoma  afi- 
liada al  gobierno,  para  evitar  que  la  po- 
litiquería malogre  los  buenos  propósitos 
de  los  organizadores  del  sistema.  Esto  nos 
parece  fundamental,  porque  la  salud  pú- 
blica es  demasiado  importante  para  jugar 
con  ella  a la  política.  Lo  primero  que  hay 
que  hacer,  si  se  establece  en  nuestro  país 
la  medicina  socializada  a cargo  del  go- 
bierno, es  establecer  garantías  para  man- 
tener fuera  de  los  hospitales  y de  los  con- 
sultorios médicos  a los  politiqueros  y a la 
politiquería. 

Parece  un  constrasentido  hablar  de  eli- 
minar la  politiquería  de  los  asuntos  que 
conciernen  a la  salud  pública,  precisamen- 
te cuando  acabamos  de  propulsar  un  plan 
que  pondría  la  distribución  de  los  servi- 
cios médicos  en  manos  del  gobierno,  que 
es  como  decir  en  manos  de  los  políticos. 
Pero  es  que  la  situación  política  que  pre- 
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valece  en  nuestro  país  permite  que  lo  que 
en  otros  sitios  parece  un  contrasentido, 
aquí  no  lo  sea.  Nuestro  país  ha  progresa- 
do mucho  en  el  camino  de  la  democracia. 
Está  surgiendo  entre  nosotros  un  nuevo 
tipo  de  político,  que  no  solo  no  es  politi- 
quero, sino  que  desaprueba  y combate  con 
toda  sinceridad  las  pequeñeces,  argu- 
cias, falsedades  y engaños  que  cons- 
tituyen la  politiquería.  Estos  políti- 
cos de  altura  fueron  los  que  eliminaron  la 
politiquería  del  hospital  municipal  de  San 
Juan,  convirtiéndolo  en  una  institución 


que  hace  honor  al  país.  Esto  que  se  hizo 
en  el  hospital  municipal  de  San  Juan  se 
puede  repetir  a través  de  toda  la  isla.  Y 
creem.os  que  no  está  lejano  el  día  en  que  lo 
veremos  repetirse  muchas  veces.  Porque 
tenemos  fé  en  lo  que  pueden  hacer  estos  po- 
líticos de  altura,  secundados  por  nuestra 
clase  médica,  es  que  defendemos  la  medici- 
na socializada  en  la  forma  de  un  Seguro  de 
Salud  Obligatorio,  como  medio  de  garanti- 
zar el  derecho  de  cada  ser  humano  en 
nuestra  isla  a recibir  atención  médica  ade- 
cuada en  caso  de  enfermedad. 
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DR.  ALEXANDER  TAYLOR  COOPER 


El  doctor  Alexander  Taylor  Cooper, 
coronel  retirado  del  Cuerpo  Médico  del 
Ejército  de  los  Estados  Unidos,  nació  en 
Yutan,  estado  de  Nebraska,  el  8 de  abril 
de  1884,  y falleció  en  San  Juan,  Puerto 
Rico,  el  2 de  enero  de  1949,  Después  de 
obtener  el  Bachillerato  en  Ciencias  en  la 
Universidad  de  Omaha,  se  graduó  de  mé- 
dico en  el  Colegio  Médico-quirúrgico  de 
Filadelfia,  el  21  de  mayo  de  1907,  y cum- 
plió una  Residencia  en  el  Hospital  Presbi- 
teriano de  esa  misma  ciudad.  Ya  en  el 
1909  había  el  coronel  Cooper  ingresado  en 
el  Ejército  de  EE.UU.  como  primer  Tenien- 
te, ascendiendo  a Teniente  Coronel  en  1918 
y a Coronel  en  1936.  Cursó  estudios  post- 
graduados en  la  Escuela  de  Medicina  del 
Ejército  en  1910,  y en  la  “Medical  Field 
Service  School”  de  Carlisle,  Pennsilvania, 

Entre  los  años  1912  a 1939,  el  Coro- 
nel Cooper  contribuyó  a la  literatura  mé- 
dica con  23  escritos,  versando  sobre  todo 
en  el  tratamiento  de  la  tuberculosis. 

El  Coronel  Cooper  llegó  a Puerto  Rico 
en  1934,  asumiendo  aquí  la  Dirección  del 
Hospital  Militar  de  San  Juan,  hoy  Hospi- 
tal General  Rodríguez,  y retirándose  del 
Ejército  en  1938,  por  motivos  de  salud. 


Amante  de  la  belleza  y hospitalidad  de  es- 
ta Isla,  aquí  fijó  su  residencia.  En  1940 
se  unió  a la  Facultad  de  nuestra  Escuela 
de  Medicina  Tropical  como  Profesor  Vi- 
sitante, hasta  el  1942,  y era  miembro  de 
la  Facultad  Médica  del  Hospital  Universi- 
tario y del  Hospital  Presbiteriano.  Tam.- 
bién  fué  miembro  de  los  Médicos  Vetera- 
nos de  la  Gran  Guerra,  de  la  Sociedad  de 
Hijos  de  la  Revolución  Americana,  de 
la  Asociación  de  Cirujanos  Militares,  de 
la  Academia  de  Tisiólogos,  y de  la  Aso- 
ciación Médica  de  Puerto  Rico,  así  como 
Diplomado  de  la  Junta  Americana  de  Me- 
dicina Interna,  y “Fellow”  del  Colegio 
Americano  de  Médicos. 

Le  sobreviven  su  viuda,  la  Sra,  Char- 
lotte Cooper  y dos  hijos,  Quentin  y el 
Comandante  David  Cooper.  Sus  numerosos 
amigos  y sus  colegas  médicos,  en  parti- 
cular los  miembros  de  la  Facultad  de  la 
Escuela  de  Medicina  Tropical,  le  recorda- 
rán siempre  con  cariño  por  sus  servicios 
distinguidos  como  médico  del  Ejército  y 
en  sus  relaciones  con  instituciones  nues- 
tras ; por  su  afabilidad  exquisita,  y por  su 
amor  a nuestra  tierra  y a nuestra  gente. 

E.  K. 


The  £a&4:t4&^  in  63  years 
of  continuous  improvement 


^ r~^ 


IMPROVEMENT  OF  THE  PRODUCT  has  been  a 
constant  ambition  of  the  two  generations  of  men 
who  have  devoted  their  lives  to  the  production  of  Pet  Milk. 

Their  unwavering  aim  has  been  to  produce  a milk 
that  would  make  the  greatest  possible  contribution  to  the 
nutritional  welfare  of  the  nation,  particularly  its  babies. 

To  that  end  they  have  developed  over  the  years  a milk 
that  is  as  surely  safe,  as  it  comes  from  its  container,  as  if 
there  were  no  such  thing  as  germs  of  disease,  a milk  that  is 
always  uniform  in  its  food  values,  including  its  extra  supply 
of  vitamin  D — one  that  is  readily  digestible,  and  which, 
at  the  same  time,  is  generally  available  at  low  cost. 

Ever  watchful  for  ways  to  make  further  improvement, 
an  opportunity  was  seized  by  the  men  who  make  Pet  Milk, 
when  vitamin  D3  identical  with  that  created  in  the  skin  by 
sunshine,  became  available  in  pure  form  for  the  fortification 
of  milk.  Pet  Milk  thus  became  the  first  milk  in  any  form  to 
be  fortified  with  the  new  pure  form  of  this  vitamin. 

This  latest  step  in  63  years  of  continuous  improvement 
is  an  assurance  to  the  physician  of  the  effectiveness  and 
tolerance  by  infants  of  the  vitamin  D in  Pet  Milk.  It  is  an 
improvement  that  makes  Pet  Milk  more  than  ever  before 
an  extraordinary  form  of  milk. 

Pet  Milk  Company,  i472-b  Arcade  Building,  St.  Louis  i.  Mo. 


CREEMOS  que  un  buen  modo  de  evaluar 
los  méritos  de  una  bebida  alimenticia 
es  el  de  determinar  exactamente  los  elementos 
nutritivos  que  ella  contiene. 

Esta  es  la  razón  por  qué  la  Borden  llama 
especial  atención  al  contenido  alimenticio— 
relativamente  elevado— de  Hemo,  la  bebida  ali- 
menticia de  Borden,  con  sabor  a chocolate. 

Según  indica  la  Tabla  que  aparece  a la 
derecha,  Hemo  ha  sido  fortificado  con  canti- 
dades apreciables  de  vitaminas  y minerales 
esenciales.  Tiene  im  delicioso  sabor... y en 


todas  las  etapas  de  su  preparación  y envase  se 
le  ha  dedicado  escrupuloso  cuidado. 

En  resumen,  desde  el  punto  de  vista  nutri- 
cional  es  un  producto  sano  y seguro,  y desde  el 
punto  de  vista  tnédicxt  es  un  producto  altamente 
aceptable. 

Ha  sido  nuestro  prepósito  elaborar  una  bebida 
alimenticia  sobresaliente,  precisamente  como 
ella  lo  es,  para  que  cuando  se  requiera  un  ali- 
mento especial  de  esta  índole,  los  médicos 
puedan  gustosamente  recomendar  Hemo. 


En  la  Tabla  a la 

derecha  presentamos  de 
una  manera  clara  y 
fácil  el  contenido  vita» 
mínico  y He  minerales 
de  Hen.j  comparado  con 
los  requerimientos 
mínimos  diarios  del 
adulto  de  estos  ele» 
mentes. 


Hemo 


Vitamina  A 
Vitamina  Bi 
Vitamina  Ba  (G) 
Vitamina  D 
Niacinamida 
Hierro 
Calcio 
Fósforo 


HEMO  COMPARADO  CON  LAS  NECESIDADES 
MINIMAS  DIARIAS  DEL  ADULTO 

2 porciones  de 
Hei 

1 1/3  onzas  ó 38 
gramos  de  Hemo  en 
polvo  (2  porciones) 

4000 
333 
2 

400 


Requerimientos 
Mínimos  Diarios 
de  los  Adultos* 


Hemo  en  2 vasos 
de  a 8 onzas 
(240  c.c.)  de 
leche 


4000  Unid.  Int. 
333  Unid.  Int. 
2 miligramos 

400  Unid.  Int. 

* * 


10 


mgms. 

14.7 

376 

288 


10  miligramos 
750  miligramos 
750  miligramos 
‘Según  han  sido  establecidos  por  el  Administrador 
Federal  de  Seguridad  bajo  la  autoridad  de  la  Ley 
Federal  de  Alimentos  y Drogas  de  los  Estados  Unidos. 
**Los  requerimientos  mínimos  diarios  del  adulto  aun 
no  definitivamente  establecidos. 


Envasado  en  latas  de  1 libra  ó 453  gramos  (24  porciones^ 
ELABORADO  POR  LOS  FABRiCANTES  DE  KLIM 


Bebida  malteada  en  polvo  fo.'tificado  con  vitaminas  y minerales,  con  sabor  de  chocolate 


í H e c h & R N"c  d 


Distribuidores  para  Puerto  Rico 

PLAZA  PROVISION  COMPANY,  Fortaleza  101,  San  Juan,  P.  R- 


In  Psychosomatic  Medicine 


Fciienis  with  psychosomatic  disorders  suffer  somatic  ^ 
distress  ¡ust  as  much  as  those  with  organic  disease. 


The  need  for  an  effective  combination  of  drugs  having 
action  on  both  divisions  of  the  autonomic  nervous  sys- 
tem as  well  as  the  central  nervous  system  Is  realized 
in  Beliergcl. 

O’ 


For  best  results  in  the  treatment  of  anxiety,  and  of 
gastric,  cardiovascular  and  gynecological  neuroses, 
use  Bellergal  as  an  aid  to  psychotherapy. 


ONLY  BELLERGAL  PROVIDES: 


► 


Sympathetic  inhibition  with  ergotamine  tartrate. 
Parasympathetic  inhibition  with  Bellafoline. 
Central  sedation  with  phenobarbital. 


Originality  • Elegance  • Perfection 


SANDOZ  PHARMACEUTICALS 
Division  of  SANDOZ  CHEMICAL  WORKS,  INC. 
6 8-7  2 CHARLTON  STREET,  NEW  YORK  : 4,  N.  V. 


rÜBid  control  T 

In  POST-OPERATIVE  and  TRAOMATIC  INFECTIONS 


Clinical  studies: 


shortens  healing  time 


t 


promotes  granulation  tissne 


f 


In  a series  of  94  patients  treated  post-operatively  with  Glycerite  of  Hydrogen  Peroxide  ipc 
for  hemorrhoidectomies,  fistulectomies,  excisions  of  anal  ulcers, 

abdomino-perineal  resections,  and  pelvi-rectal  abscesses 
demonstrated  healing  in  one  half  the  time  required  by  a control  series  of  patients 

treated  by  the  usual  therapeutic  means  . . . 

Apply  directly,  or  as  a wet  dressing,  two  — four  times  daily.  Supplied  in  four-ounce  bottles, 

I 


GLYCERITE  OF  HYDROGEN  PEROXIDE 

Non-selective.  Non-toxiq,  Non-sensitizing,  Non-irritating.  Prolonged  bactericidal  potency 


Bibliography:  Netv  Eng.  J.  Med.  234:468,  1946.  J.  Invest.  Derm.  8:11,  1947. 
Science  105:312,  1947.  Am.  J.  Surgery  In  press. 


Literature  on  request. 

PHARMACEUTICAL  CORPORATION  " 

^ 132  Newbury  Street,  Boston  16,  MassachusetU 


VARIOS  DATOS  INTERESANTES 
ACERCA  DE  BIOLAC . . . 


El  Alimento  Infantil  Completo 

"Diolac  es  leche  pura,  desecada,  modificada  y 
^ enriquecida  de  tal  modo,  que  suple  una  fór- 
mula equilibrada. 

Contiene  las  cantidades  requeridas  de  todas  las 
vitaminas  y los  minerales  de  la  leche  humana.  ¡ Y 
es  tan  fácil  de  preparar— sólo  hay  que  mezclarlo 
con  agual 

Además,  Bíolac,  en  su  lata  cerrada  al  vacío,  se 
conserva  indefinidamente.  Después  de  abierta  la 
lata,  se  puede  conservar,  bien  tapada,  por  varios 
días  en  un  sitio  fresco  y seco  sin  refrigeración. 

Quizás,  la  razón  principal  por  la  cual  tantos  mé- 
dicos están  prescribiendo  Bíolac  sea  por  las  venta- 
jas que  ofrece. 

1*  Fácil  d*  prescribir.  £1  médico  puede  confiar 
en  que  la  criatura  alimentada  con  Bíolac  recibe 
los  requerimientos  completos  de  las  vitaminas 
A,  Bi,  Bi  y D;  calcio,  hierro  y fósforo;  carbohi- 
drato, proteína,  y grasa*.  Y por  la  absoluta 
sencillez  con  que  se  prepara  una  fórmula,  el 
médico  tendrá  la  satisfacción  de  saber  que  la 


posibilidad  de  cometer  errores  al  mezclar  y 
medir,  se  reducirá  a un  mínimo. 

2.  Fácil  de  preparar.  ¡Bíolac  se  mide  con  la  cu- 
chara que  trae  cada  lata,  se  mezcla  con  agua 
pura  y la  fórmula  está  lista!  La  leche  de  la  cual 
se  elabora  Bíolac  viene  de  vacas  escogidas, 
sometidas  a la  prueba  tuberculina. 

3.  Fácil  de  digerir.  A Bíolac  se  le  ha  aumentado 
la  lactosa,  el  azúcar  namral  de  la  leche  hu- 
mana. Esto  ayuda  a establecer  la  acidez  normal 
intestinal,  y a utilizar  el  calcio  en  el  desarrollo 
del  niño.  Los  glóbulos  de  grasa  en  Bíolac  se 
reducen  y se  homogeneizan  para  que  se  aseme- 
jen a los  de  la  leche  humana.  La  proteína  se 
ajusta  de  modo  que  sea  más  fácil  de  digerir,  y 
menos  alergénica  que  la  de  la  leche  de  vaca. 

Usted  encontrará  — como  les  ha  sucedido 
a muchos  médicos— que  Bíolac  se  puede  reco- 
mendar con  entera  confianza.  Bíolac  es  un  ali- 
mento equilibrado,  que  gusta  a las  criaturas. 

•Nótese  que,  ni  la  leche  de  vaca  ni  la  humana, 
suplen  cantidades  suficientes  de  la  vitamina  C,  la 
que  deberá  darse  al  niño  a su  debido  tiempo. 


Bíolac 


THE  BORDEN  COMPANY 

$50  Madiion  A«*.,  New  York  17,  N.T. 

Bíolac  es  leche  pura  de  vaca, 
modificada.  Sencillameote  se 
mezcla  con  api»  pura  para 
obtener  una  formula  ioiantil 
eqmlibrada. 


Distribuidores  para  Puerto  Rico 
FELIX  A.  RODRIGUEZ 


Sagrado  Corazón  602 
Santurce,  Puerto  Rico 


161  Avenue  of  the  Americas,  New  York,  N.  Y.,  U.  S.  A. 


£l  fenómeno  arriba  ilustrado  fué  observado  accidental- 
mente por  Sir  Alexander  Fleming  en  1929.  Con  el  empleo 
de  este  notable  descubrimiento  en  la  medicina  clínica 
surgió  una  nueva  era  en  la  quimioterapia  de  las  enferme- 
dades infecciosas. 

La  producción  de  la  PENICILINA  G SODICA  CRIS- 
TALINA por  Merck  & Co.,  Inc.,  nuestra  casa  matriz,  es  el 
resultado  de  constantes  investigaciones  para  mejorar  su 
valor  clínico.  Este  producto  altamente  refinado  ofrece  las 
siguientes  importantes  ventajas: 

• No  requiere  refrigeración  para  su  transporte  o alma- 
cenaje 

• Irritación  mínima  a la  inyección 

• Substancias  inertes  prácticamente  eliminadas 

• Frasquitos  con  tapa  perfeccionada  de  aluminio— más 
fáciles  de  usar  y de  guardar 

Para  penicilina  de  consistente  pureza  máxima  y potencia, 
exija  la  PENICILINA  G SODICA  CRISTALINA  fabri- 
cada por  Merck  & Co.,  Inc.  Disponible  en  frasquitos  de 
100,000,  200,000  y 500,000  unidades. 

Pida  los  últimos  impresos  descriptivos. 


DISTRIBUIDORES  DE  EXPORTACION 


MERCK  &CO..  Inc. 

Rahway,  N.J.,  U.  S.  A 


Distribuidores:  CESAR  CASTILLO,  INC.,  Tetuán  155,  San  Juan,  P.  R 


SUPERIOR 
CALIDAD 
desde  1877 


jA  resistencia  y la  flexibilidad  son 
también  factores  de  capital  importancia 
en  "el  guantelete  de  quien  salvaguarda  la 
salud”.  Los  Guantes  Quirúrgicos  Seamless 
Standard  se  amoldan  admirablemente  a la 
mano,  entran  fácilmente  y se  ajustan  con 
suavidad.  No  aprietan  la  mano  ni  aun 
después  de  haber  sido  esterilizados  repe- 
tidamente. Y aunque  son  muy  delgados, 
incluso  las  puntas  de  los  dedos,  su 
duración  y resistencia  son  verda- 
deramente extraordinarias. 


DCPASTAMENTO  DE  EXPORTACION 

THE  SEAMLESS  RUBBER  EBMPANY 

NEW  HAVEN  3.  COMN-.'E.  U.  A. 


RESISTENCIA 

y 
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Distribuidores  exclusivos  para  Puerto  Rico 
PELEGRINA  & LLORENS,  INC. 

P.  O.  Box  3631,  San  Juan,  P.  R. 


ai  desea 


1.  PRONTA  RESTAURACION  DE  LA  HEMOGLOBINA  NORMA 

2.  UNA  MAS  COMPLETA  ABSORCION  DEL  HIERRO 

3.  EXCELENTE  TOLERANCIA  GASTRO-INTESTINAL 


recete 


MOL-IRON 

Numerosas  pruebas  clínicas  han  demostrado  la  eficacia  de 
este  agente  hematopoyético  que  es  una  acertada  combinación 
de  óxido  de  molíbdeno  y sulfato  ferroso.  En  la  restauración 
hemoglobínica  se  ha  registrado  un  aumento  en  algunos 
casos  de  más  de  100%.  Y aún  en  pacientes  que  han 
tenido  reacciones  desfavorables  en  otros  tratamientos  con 
hierro,  se  ha  podido  apreciar  la  facilidad  de  tolerancia 
gastro-in*estinal. 
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kJíUI^ 

MOL-IRON 


JUAITS 

MOL-IRON 


LABORATORIES,  Inc 

113  North  13th  Street  • Newark  7,  N.  J.  • E.U.A 


A los  Señores  Médicos 
de  Son  Juan  y Santurce 

Nos  permitimos  recordarles  que  en  caso  de  urgencia  los  se- 
ñores médicos  que  necesiten  del  servicio  de  nuestras  farmacias 
en  San  Juan  o en  Santurce,  durante  las  altas  horas  de  la  noche, 
pueden  llamar  personalmente  a los  encargados  de  dichas  farma- 
cias, al  teléfono,  como  sigue: 

Para  servicios  en  San  Juan;  2-6544 

Para  servicios  en  Santurce:  2-7002  2-6831 

Los  señores  médicos  pueden  tener  la  seguridad  de  que  serán 
inmediatamente  atendidos  en  dichos  casos  de  necesidad. 

No  se  atenderán,  sin  embargo,  llamadas  hechas  por  personas 
particulares  que  no  puedan  usar  el  debido  discernimiento  sobre 
la  urgencia  o necesidad  de  las  llamadas. 

FARMACIA  BLANCO,  INC. 


(San  Juan  - Santurce) 


THESODATE  (Brewer) 

Definición:  El  Thesodate  (Brewer)  es  la  pastilla  original  con  RECUBRI- 
MIENTO ENTERICO  de  Acetato  Sódico  de  Teobromina. 

Indicaciones:  El  Thesodate  (Brewer)  se  indica  en  el  tratamiento  de  la  en- 
fermedad de  la  arteria  coronaria,  el  edema  y la  hipertensión. 
Distribución:  El  Thesodate  (Brewer)  se  vende  en  frascos  de  100  pastillas. 
*Thesodate,  480  mg.  {iy±  granos). 

Thesodate,  480  mg.  (7V2  granos)  ; Fenobarbital,  32  mg.  (Vi  grano). 
Thesodate,  320  mg.  (5  granos)  ; Fenobarbital  16  mg.  ()4  grano)  ; Yo- 
duro de  Potasio  128  mg.  (2  granos). 

Dosis:  Una  pastilla  antes  de  las  comidas  y antes  de  acostarse. 

COMI'líOltAnOX  CI-IMCA: 

1.  ICiNeninn,  J.  E.  F.,  Itrown,  M.  G..  Arch.  Iiit.  Me<l..  Vol.  60.  píigr.  ICO,  1937 

2.  lírown.  M.  G..  y KIseniiin,  .1.  K.  F.,  J.  A.  .M.  A.,  Vol,  109,  pás,  256,  1937. 

3.  I.e\ > , K.  I...  Uruciin,  II.  G.,  Williams.  X.  E.,  Am.  H.  .Joiir.,  Vol.  19,  pAk.  639,  No.  6.  .Iiin.  1940. 
* El  Tliosodatc.  4S0  iiiir.  se  ha  usado  iMiu  liísirno  coino  diiirfd  ico.  La  dosis  iiuf  so  rocomii'iida  ca 
do  ocho  pastillas  al  día  por  dos  días  y luego  cualro  pastillas  diarias. 

Solicite  literatura 

BREWER  & COMPANY,  INC.  Worcester,  Mass.,  U.S.A. 

Químicos  Farmacéuticos  desde  1852 
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CLINICA  QUIRURGICA 

Clínica  Dr.  Susoni 

DR.  PILA 

Arecibo,  P.  R. 

Ponce,  P.  R. 

INSTITUCION  FUNDADA 

INSTITUCION  FUNDADA 

EN  EL  AÑO  1916 

EN  EL  AÑO  1927 

Dr.  Manuel  de  la  Pila 

Director 

Dr.  Antonio  H.  Susoni 

Director 

A 
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THE  NEW  YORK  POLYCLINIC 

ESCUELA  DE  IVIEDICINA  Y HOSPITAL 
(Organizada  en  1881) 

La  Primera  Institución  Médica  de  América  para  Postgraduados 


l KOLOÍJI  A 

Uiirso  roinbiiiado  on  l^rología,  cubriendo  un  año 
académico  (8  !nc»se.s>.  Este  curso  comprende  ins- 
trucción en  farmacolosría ; fisiologrín;  embrlologria ; 
biociuÍBiica;  bacteriología  y patología;  trabajo 
práctico  en  anatomía  quirúrgica  y xjrocediinien- 
los  urol(>gicos  operatorios  en  el  cadáver;  anestesia 
regional  y general  (cadáver)  ; ginecología  en  la 
oficina;  diagnóstico  proctológico ; el  uso  del  oftal- 
iiioscopio;  diagnóstico  físic'o;  interpretación  ro- 
entgenolcígiea ; inter]>retación  electrocardiográfica ; 
dermatología  y sifilología;  neurología;  terapia  fí- 
sica: instrucción  continua  en  diagnóstico  cistoen- 
doscópico  V níanímila' ’ón  del  instrumental  quirúr- 
gico; clfnic'as  operatorias;  demostraciones  en  el 
tratamiento  quirúrgico  de  tumores  de  la  vejiga  y 
otras  lesiones  vesicales,  asi  como  resección  endos- 
cói)iea  de  la  próstata. 

FISIOTERAPIA 

Lecciones  didácticas  y aplicaciones  clínicas  acti- 
vas de  todos  los  métodos  actuales  de  fisioterapia 
en  inodicina  interna,  cirugía  traumática  y general, 
ginecología,  urología,  dermatología,  neurología  y 
pediatría.  Demostraciones  especiales  de  eloctroei- 
rugía  menor,  eleetrodiagnóstico,  piretoterapia,  hi- 
droterapia (incluyendo  terapia  colóniea)  nctinote- 
rapia. 


PARA  EL  PRAETK'O  GENERAL 

Instrucción  intensa  (full  time)  en  aquellas  asig- 
naturas que  son  de  interés  particular  para  el  mé- 
dico en  práctica  general,  consistente  de  clínicas, 
conferencias  y demostraciones  en  los  siguientes 
departamentos:  medicina,  pediatría,  (ardiología,  ar- 
tritis, enfermedades  del  pecho,  troenterología, 
diabetes,  alergia,  dermatología,  ne  :rt>logía,  cirugía 
menor,  ginecología  elíni<*a,  proetología,  enfermeda- 
des perivaseulares,  fracturas,  urología,  otolaringo- 
logía, patología,  radiología.  I,a  clase  deberá  asis- 
tir a las  conferencias  generales,  así  como  a las  de 
los  distintos  departamentos. 

RADIOLOGIA 

KeA'isión  comprensible  de  los  conceptos  de  física 
y altas  «natemálíeas  nec^esarios,  inferpref ación  de 
placas,  todos  los  procedimientos  diagnósticos  de 
uso  standard,  métodos  de  aplicación  y dosis  de 
radioterapia,  radium  y rayos  X;  procedimientos 
fluoroseópicos  standard  y especiales.  Revisión 
de  lesiones  dermatológicas  y tumores  susceptibles 
de  radioterapia,  así  romo  con  los  mét<»dos  y 
cálculos  de  dosis  en  los  tratamientos.  Especial 
enseñanza  de  los  más  nuevos  métodos  diagnósticos 
por  medios  de  contraste  (bron<‘ografia)  al  lipiodol, 
uterosalpingografía.  visualización  de  las  «ámaras 
cardía<*as,  insuflación  perirrenal  y pieb'grafía.  Se 
incluyen,  instrucciones  sobre  disposición  y direc- 
ción de  departamentos  radiólogos. 


PARA  INFORMES  DIRIGIRSE  A 

MEDICAL  EXECUTIVE  OFFICER:  345  West  50th  St.,  New  York  City 


CLINICA 

Pereira  Leal 

Professional  Building 
Santurce,  P.  R. 


INSTITUCION  FUNDADA 
EN  EL  1931 


Dr.  Basilio  Davila 

Director 


Santurce,  P.  R. 


INSTITUCION  FUNDADA 
EN  EL  1926 


Dr.  Manuel  Pavía  Fernández 

Director 
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HOSPITAL 

Dr.  Maldonado 

Hato  Rey,  P.  R. 

MEDICINA. Y CIRUGIA 
GENERAL 

Institución  fundada  en  el  1943 


Dr.  Eduardo  D.  Maldonado 

Director 


CLINICA 

Dr.  M.  Juliá,  Inc. 

Fundada  en  el  año  1925 


ENFERMEDADES  NERVIOSAS 
Y MENTALES 

Hato  Rey,  Puerto  Rico 

Dr.  Mario  fuliá 
Director 


CLINICA 

FONT  MARTELO 

Humacao,  P.  R. 

INSTITUCION  FUNDADA  EN 
EL  AÑO  1936 

Dr.  R.  Mejía  Ruiz 

Director 


Instituto  Oftálmico 

DE  PUERTO  RICO 

San  Juan,  P.  R. 

FUNDADO  EN  EL  AÑO  1937 

Dres.  Luis  J.  y Ricardo  Fernández 


r — ^ — 
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Clínico  Betonces 

Clínica  Dr.  Perea 

Mayagüez,  P.  R. 

Mayagüez,  P.  R. 

INSTITUCION  FUNDADA 

EN  EL  AÑO  1934 

INSTITUCION  FUNDADA 

EN  EL  AÑO  1908 

Dr.  José  F.  González 

Director 

Dres.  Nelson,  Luís  y 

Augusto  Perea 
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Carlos  A.  Spencer,  1813-1881,  primer  constructor 
de  un  Microscopio  Americano. 


pL  PRIMER  microscopio  americano,  un  tipo 
^ médico,  lo  construyó  en  1846  Carlos  A. 
Ppencer,  de  Canastota,  Nueva  York,  para  el  Dr. 
C.  R.  Gilman,  del  Colegio  de  Médicos  y Cirujanos. 

Después  de  terminado,  el  microscopio  fué  pro- 
bado por  el  Profesor  J.  W.  Bailey,  de  West  Point, 
en  arQuel  entonces  uno  de  los  principales  micros- 
copistas  de  América.  Bailey  averiguó  con  asom- 
bro que  podría  revelar  pormenores  que  estaban 
fuera  de  la  resolución  de  su  costoso  microscopio 
europeo. 

Spencer  produjo  un  objetivo  que  fué  el  pri- 
mero de  resolver  las  líneas  de  una  Navícula  sig- 
moidea, uno  de  los  objetos  de  prueba  más  difíciles. 
Este  diátomo  más  tarde  fué  Raimado  Navícula 
Spencerii  en  su  honor.  En  junio  de  1851  logró 
producir  lo  que  los  microscopistas  europeos  con- 
sideraban entonces  una  imposibilidad  — un  obje- 
tivo de  1/12”  con  una  abertura  de  1789  Años 
después,  con  motivo  de  la  Exposición  Internacio- 
nal de  París,  en  1878,  algunos  objetivos  del  hijo 


Herbert  Spencer,  basados  en  las  fórmulas  de  su 
padre,  compitieron  con  los  más  finos  de  Europa 
y se  les  otorgó  la  única  medalla  de  oro  presen- 
tada por  excelencia  en  objetivos  de  microscopio. 

Aquella  clase  de  mano  de  obra  pone  de  ma- 
nifiesto las  normas  perfeccionistas  de  los  Spen- 
cer, padre  e hijo.  Para  ellos,  cada  instrumento 
fué  un  reto  a alcanzar  algo  mejor. 

Hoy,  gran  parte  del  trabajo  rutinario  que  ha- 
cían los  primeros  constructores  de  microscopios 
se  puede  manejar  con  una  eficiencia  y rapidez 
casi  increíbles  por  máquinas,  al  paso  que  mejo- 
ras de  diseño  y métodos  ingeniosos  de  inspección 
aseguran  una  norma  cada  vez  más  creciente  de 
calidad. 

Por  cierto,  el  nombre  Spencer  en  un  instru- 
mento de  precisión  seguirá  reconociéndose  como 
pauta,  de  calidad,  y los  instrumentos  Spencer  se- 
guirán satisfaciendo  a los  investigadores  más  exi- 
gentes del  mundo. 


PUERTO  RICO  OPTICAL  COMPANY 

San  Juan,  P.  R. 

Agentes  Exclusivos  de 

AMERICAN  OPTICAL  COMPANY 
Southbridge,  Mass. 
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via  directa 


Cuando  el  tratamiento  bucal  de  los  niños  o adultos  con 
complejo  de  vitamina  B parece  no  ser  lo  suficientemente  eficaz,  los  médicos 
recomiendan  inyectar  'Betalin  Complejo’  (Complejo  de  Vitamina  B,  Lilly) 
intravenosa  o íntramuscularmente,  en  dosis  de  1 a 4 cm^  al  día.  La  administración 

parenteral,  o sea  la  vía  directa,  es  garantía  de  una  utilización  completa 
pues  se  elimina  la  dificultad  de  la  absorción  defectuosa  y se  proporcionan 
inmediatamente  altas  dosis  del  complejo  vitamínico  B. 

Cada  cm^  de  'Betalin  Complejo’  contiene_^ 


Clorhidrato  de  Tíamina 5 mg 

Riboflavina 2 mg 

Nicotinamida 75 

Acido  Pantoténico 

(como  Pantotenato  de  Calcio)  . . . 2.5  mg 

Clorhidrato  de  Piridoxina 5 mg 


i 
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ELI  LILLY  PAN-AMERICAN  CORPORATION 
INDIANAPOLIS  6,  INDIANA,  E.U.A. 
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El  BOLETIN  DE  LA  ASOCIACION  MEDICA  DE  PUERTO  RICO  es 
el  órgano  oficial  de  la  Asociación  Médica  de  Puerto  Rico.  Se  publica  el  día 
último  de  cada  mes,  constando  cada  volumen  de  12  ediciones. 

Los  trabajos  originales  deben  ser  enviados  al  Editor-en-Jefe,  Apartado 
de  Correos  3866,  Santurce  29,  Puerto  Rico,  o entregarse  directamente  en  la 
Secretaría  de  la  Asociación  Médica,  Avenida  Fernández  Juncos,  Parada  19, 
Santurce,  Puerto  Rico. 

Los  originales  deben  venir  escritos  a máquina,  a doble  espacio. 

Las  citas  bibliográficas  deberán  mencionar,  en  el  siguiente  orden  de 
sucesión:  apellido  del  autor;  iniciales  de  sus  nombres;  título  del  trabajo; 
título  del  periódico  (abreviado) ; año ; volumen  y página.  Las  citas  lleva- 
rán un  número  de  acuerdo  a su  orden  de  presentación  en  el  texto  y corres- 
pondiente a la  numeración  colocada  al  final. 

Si  el  artículo  viene  acompañado  de  ilustraciones,  debe  indicarse  en  el 
texto  el  sitio  donde  se  desea  que  sean  éstas  intercaladas.  Al  dorso  d« 
cada  ilustración  debe  hacerse  constar  claramente  el  título  que  deberá 
acompañarla. 

No  se  devuelven  originales.  Los  autores  son  responsables  de  las  opi- 
niones que  emitan  en  sus  artículos.  Ningún  artículo  publicado  en  el  Boletín 
podrá  ser  reproducido  sin  la  previa  autorización  escrita  del  Editor-en-Jefe. 

Información  en  relación  con  anuncios  será  suplida  a solicitud  en  la  Se- 
cretaría de  la  Asociación.  Todo  material  de  anuncio  estará  sujeto  a la 
aprobación  del  Editor-en-Jefe. 
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Dextri-Maltose 


WITH  EVAPORATED  MILK 


OR 


WITH  WHOLE  MILK 


Mix 

whole  milk 
and  water. 


Heat  until  almost 
boiling  and  stir  t- 
in  Dextri-Maltose. 


Boil  gently 
for  three 
minutes. 


. . . FOR  38  YEARS  COW’S  MILK -DEXTRI-MALTOSE  FORMULAS 
HAVE  BEEN  EMPLOYED  BY  PHYSICIANS  TO  MEET  THE  VARY- 
ING NUTRITIONAL  REQUIREMENTS  OF  SICK  AND  WELL  IN- 
FANTS. MEAD  JOHNSON  & CO.,  EVANSVILLE  21,  IND.,  U.S.A. 


P.  O.  liox  nosi 


San  .luan,  P.  K. 


Porqué  los  bebés  asimilan 
KLIM  fácilmente 


Miles  de  médicos  recomiendan  la  leche 
Klim  para  la  alimentación  infantil  porque  es 
leche  íntegra  de  mayor  digestibilidad. 

Esto  significa  que  el  bebé  asimilará  rápi- 
damente todos  los  elementos  nutritivos  obte- 
nibles de  la  leche,  el  alimento  más  importante 
en  la  dieta  humana. 

La  leche  Klim  es  más  asimilable  para  el 
delicado  sistema  digestivo  del  bebé,  porque 
durante  el  procedimiento  de  pulverización 


se  suavizan  los  coágulos  y se  reducen  considera- 
blemente las  partículas  de  grasa. 

ENVASADA  ESPECIALMENTE 

Klim  es  envasada  en  latas  al  vacío.  Ni  si- 
quiera el  aire  puede  penetrar  y alterar  su 
pureza.  Y Klim  contiene  las  vitaminas  y 
minerales,  grasas  y proteína  esenciales  para 
una  dieta  perfectamente  equilibrada. 

¡Puede  usted  recomendar  la  leche  Klim  sin 
reserva! 


KLIM 

LA  PREFERIDA 
EN  TODO  EL  MUNDO 


@ Borden  Ca. 

K 4 5 e.-í  b 


Para  informes  profesionales  y tablas  de  alimentación  acerca  de  Klim  escriba  a: 

THE  BORDEN  COMPANY.  350  MADISON  AVENUE,  NEW  YORK  17.  N Y..  U < A. 


Distribuidores  para  Puerto  Rico 

PLAZA  PROVISION  COMPANY,  Fortaleza  104,  San  Juan,  P.  R. 


For  the  most  common 

emergency  of  pregnancy 


Threatened  abortion  brooks  no  temporiz- 
ing, but  demands  immediate  and  active 
treatment.  The  outmoded  “wait  and  watch” 
policy  has  given  way  to  prompt  injection  of 
PROLUTON,  pure  crystalline  progester- 
one, for  as  long  as  pain  and  spotting  per- 
sist. As  a result,  approximately  eighty  per  cent  ol 
pregnancies  threatened  with  destruction  have 
been  saved.'' ^ 

After  the  emergency  has  been  controlled  with 
PROLUTON,  the  continued  need  for  corpus  lu- 
teum  hormone  may  be  met  with  PRANONE 
Tablets,  the  orally  effective  progestin. 


PROLUTON 

PRANONE 


PROLUTON— pure  crystalline  progesterone  in  oil  in  ampules 
of  1,  2,  5 and  10  mg.,  in  boxes  of  3,  6 and  50. 

PRANONE— anhydrohydroxy-progesterone  tablets  of  5 and  10 
mg.,  in  boxes  of  20,  40,  100  and  250. 

(1)  Soule,  S.  D.;  Am.  J.  Obat.  & Gynec.  42:1009,  1941.  (2)  Mason,  L.  W. : Am. 
J.  Obst.  & Gynec.  44:630,  1942. 

Trade-Marks  PROLUTON  and  PRANONE-Reg.  U.S.  Pat.  C.*!. 


CORPORATION  - BLOOM  FIELD,  NEW  JERSEY 

IN  CANADA,  SCUERINC  CORPORATION  LIMITED,  &10NTREAL 


Distribuidores:  CESAR  CASTILLO,  INC. 
Tetuán  155,  San  Juan,  P.  R. 


Dryco  satisface  las  exigencias  nutri- 
tivas que  varían  según  el  desarrollo 
del  niño. 

Dryco  es  pródiga  en  proteína,  mode- 
rada en  carbohidratos,  y baja  en  grasa. 
Por  eso  es  que  Dryco  es  la  solución  prác- 
tica para  casi  todos  los  problemas  que 
presenta  la  alimentación  infantil. 

Además,  Dryco  disminuye  los  trastor- 
nos digestivos  causados  por  el  exceso  de 
grasa.  En  Dryco  se  reduce  el  tamaño  de 
las  partículas  de  grasa  ...  y el  contenido 
de  proteína  forma  pequeños  y suaves 
glóbulos,  fáciles  de  digerir. 

En  Dryco,  el  valor  vitamínico  ha  sido 
elevado  a un  óptimo  nivel.  Dryco  ha  sido 
enriquecida  con  las  Vitaminas  A y D,  y 
retiene  las  Vitaminas  Bi  v B2  que  con- 
tiene la  leche  original. 


Usted  puede  recetar  Dryco  sin  reserva. 
Ha  sido  la  norma  de  muchos  médicos  por 
más  de  25  años. 


DBtVCO 

Para  informes  profesionales  y tablas  de  alimenta- 
ción, diríjase  a: 

THE  BORDEN  COMPANY, 

350  Madison  Avenue, 

New  York  17,  N.  Y.,  U.  S.  A, 


Distribuidores  para  Puerto  Rico 
FELIX  A.  RODRIGUEZ 
Sagrado  Corazón  602 
Santurce,  Puerto  Rico 


B-NUTRON  tablets 

supply  essentially  the  same 
formula- for  adults  who 
niay  prefer  tablets. 

i 8 or  16  oz.- Syrup 


r 

(M>F 

Eoch  TMipconful  (5  «.)  »nlatn« 

thiamine  CHlOmDE  (Bi) T "9 

DIBOFLAVIN  (Bj) ® * ”9' 

PYBIDOXINE  (Bs)' ®-9  mo- 

niacinamide  m 

ferbous  gluconate t 9'- 

alanganese  sodium 

CITRATE  N.  F.  VI I • % 9'- 

Pr«i«rv*d  with  B«nzoIe  Add  0.2% 

•-HMd  In  human  nulrillon  hoi  not  boan  oilobllihad-  . 

NION  CORPORATIONPj 

los  ANGELES  • CAtIFOR 


38, 


Representantes  para  Puerto  Rico 
JOAQUIN  BELENDEZ  SOLA 


Ave.  Labra  Núm,  802 
Santurce,  P.  R. 


Apartado  1188 
San  Juan,  P.  R, 


Una 


ventana . . . 

símbolo  de  protección 


Tras  la  ventana  herméticamente  cerrada 
. . . unas  manos  hábiles  trabajan  en  Atna 
balanza  de  precisión  . . . antibióticos  que 
se  elaboran  bajo  rigurosas  condiciones 
de  esterilidad  . . . símbolo  del  inagotable 
cuidado  que  Merck  & Co.,  Inc.  ejerce  a 
fin  de  proteger  la  tradicional  pureza,  y 
alta  calidad  del  Complejo  de  Cloruro 
Cálcico  de  Estreptomicina. 

El  desarrollo  de  esta  forma  nueva  y 
mejorada  de  estreptomicina,  efectuado 
en  los  laboratorios  de  investigación  de 
Merck  & Co.,  Inc.,  se  reconoce  como  un 
adelanto  científico. 


El  Complejo  de  Cloruro  Cálcico  de 
Estreptomicina  proporciona  las  ventajas 
de  potencia  uniformemente  alta,  dolor 
mínimo  a la  inyección,  y mayor  pureza. 
Ha  demostrado  ser  efectivo  contra  micro- 
organismos gram-negativos  estreptomi- 
cino-sensibles  y se  recomienda  como  aux- 
iliar de  gran  eficacia  en  el  tratamiento  de 
ciertos  tipos  de  infecciones  de  las  vías 
urinarias  y ciertos  casos  de  tuberculosis. 

Cuando  la  estreptomicinoterapia  es  in- 
dicada. especifique  Complejo  de  Cloruro 
Cálcico  de  Estreptomicina,  el  antibiótico 
que  lleva  la  etiqueta  de  Merck  & Co.,  Inc. 


Distribuidores:  CESAR  CASTILLO,  INC.,  Tetuán  155,  San  Juan,  P.  R. 


Un  amplio  espectro  antibactérico 

bacteriostático  in  vitro  contra: 


N.  gonorrboeae 
N.  intracellularis 
• E.  cotí 

S.  schottmuelieri 
S.  paratyphi 
E.  typhosa 
S.  dysenteriae 
P.  vulgaris 

C.  violaceum  ' 

S.  marcescens 

A.  aerogenes 

, K.  pneumoniae 

cúé/t'tfo 

S.  aureus 
S.  albus 
Str.  faecalis 
Str.  anhemolyticus 
Str.  pyogenes 

D.  pneumoniae 
C.  histoiyticum 
C.  novyi 

C.  sporogenes 
C.  tetani 
C.  septicum 
C.  perfringens 

B.  subtilis 

B.  anthracis 

C.  diphtheriae 
M.  tuberculosis 


i 

’i 
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La  encada  clínica  puede  no  corresponder  a los  resultados  in  vitro. 


Ahora  asequible  en  forma 
de  APOSITO  SOLUBLE  DE  FURACIN 
para  heridas  y superficies  infectadas 


INDICACIONES:  Heridas  superfíciales  in- 
fectadas, o para  la  prevención  de  tales 
infecciones.  Infecciones  en  quemaduras  de 
segundo  y tercer  grado.  Carbuncos  y abs- 
cesos después  de  intervención  quirúrgica. 
Ulceras  varicosas  infectadas.  Ulceras  dia- 
béticas superficiales  infectadas.  Impétigo  en 
niños  y adultos.  Tratamiento  del  sitio  del 
injerto.  Osteomielitis  asociada  con  fracturas 
expuestas.  Infecciones  secundarias  a la 
dermatofitosis. 


Contiene  0.2% 
Furacin  (una 
marca  registra- 
da de  nitrofura- 
zone:  5-nitro-2.fu- 
raldehido  semicar- 
bazone)  en  una  base 
bidrosoluble. 


Bibliografía.  Dodd,  M.  C.  & Slillman,  W.  B.;  J.  í'harmacol  & Exper.  Therap.  02:11,  1944;  Cramer,  D.  L.  & Dodd,  M.  C. : J,  Bact' 
51:293,  1946;  Neier,  E.  & l.amberii,  T.  G..  Am.  J.  Surg.  72:246,  1946;  Snyder,  M.  L.,  Kiehn,  C.  L.  & Chriaiopheraon,  J.  W.:  MiL 
Su^.  97:380,  1945;  Meleny,  F.  L.,  Johnson,  B.  A.,  Pulaski,  E.  J.  & Colonna.  F. : J.A.M.A.  1.30.121,  1946;  Dodd,  M.C.;  J.  Pharmacol. 
& Exper.  Therap.  06:311,  1946;  Downing,  j.  C.,  Hanson,  M.  C.  & Lamb,  M.-  J.A.M.A.  133:299,  1947. 


Distribuidores:  CESAR  CASTILLO,  INC.  — Tetuán  155,  San  Juan,  P.  R. 


INSTRUMENTOS 
OPTICOS 
BAUSCH  & LOMB 


La  Lámpara  de  Hendidura  de  Poser 


J^ISEÑADA  por  B & L,  la  Lámpara  de 
Hendidura  de  Poser  para  el  diagnós- 
tico diferencial  en  la  patología  del  ojo, 
presenta  muchas  ventajas  en  biomicros- 
copia.  La  iluminación  brillante  del  tipo 
Koeppe  lleva  una  hendidura  ajustable. 
Un  microscopio  gran  angular  y binocular 
de  16x  permite  abarcar  toda  la  córnea. 
Oculares  con  puntos  ópticos  largos  fa- 
cilitan el  examen  rápido  del  campo  an- 
cho. Ambos  brazos  rotan  alrededor  del 


ojo  del  paciente  como  centro.  Es,  pues, 
una  lámpara  indispensable  para  el  of- 
talmólogo. 

H.  V.  CROSCH  CO. 

Calle  Comercio  402 
San  Juan,  Puerto  Rico 

BAUSCH  & LOMB 

Fundada  en  1853 

Optical  Co.  - Rochester,  N.  Y.,  E.  U.  A 


‘ X 


/#»  addition, 
because  of  Hs  vita- 
min D content  Oleum  Per- 
comorphum:  (!)  ptays  an  important 
role  In  tooth  formation;  (2)  aids  In  prevenir 
ing  and  arresting  dental  caries  in  some  instances; 
(3)  exercises  a favorable  influence  on  calcium  and  phos- 
phorus metabolism.  By.  virtue  of  its  vitamin  A content,  Oleum  Perco- 
morphum:  (4)  prevenfs^ahd  cures  night  blindness  due  to  vitamin  A deficiency; 
(5)  is  helpful  in  preventing  and  treating  eye  .diseases  due  to  vitamin  A deficiency, 
siich  as  xerophthalmia;  (6)  is  effective  in  treating  certain  hyperkeratoses  of  the 
skin  which  sometimes  accompany  severe  vitamin  A deficiency  ....  Mead’s  Oleum 
Percomorphum  With  Other  Fish  Liver  Oils  and  Viosterol  is  Council  Accepted,  and  is 
advertised  only  to  the  medical  profession.  Mead’s  Oleum  Percomorphum  is  economical. 
Mead’s  Oleum  Percomorphum  has  stood  the  test  of  16  years  of  clinical  use. 


Mead  Johnson  & Company,  evansville  21,  indiana,  u s a. 


Sewa4Hciix.'pC<íctH  ""Ti/e  ant-  tíit  {a¿tíÍ' 


PLEASE  SPECIFY  MEAD’S— 


P.  O.  Box  3081  — San  Juan,  P.  R, 


PROLONGED-ACTION  PENICILLIN 
FOR  AQUEOUS  INJECTION. .ONCE  DAILY 


Offering  all  the  advantages  of  prolonged-action  penicillin  without  the  disad- 
vantages of  the  preparations  hitherto  available.  For  use  in  any  condition  in 
which  penicillin  in  oil  and  wax  is  indicated. 

ONE  DAILY  An  intramuscular  injection  of  300,000  units  of  an  aqueous 

INJECTION  suspension  of  Crvsticillin  provides  therapeutic  blood  levels 

for  24  hours  in  the  majority  of  patients  — and  for  36  hours 
in  approximately  50%  of  patients. 


MINIMAL  Crysticillin  contains  no  oil  or  wax.  Consequently,  pain  fol- 

PAIN  lowing  intramuscular  injection  is  minimal. 


EASILY  Crysticillin  is  easily  administered  in  aqueous  suspension 

ADMINISTERED  with  a conventional  syringe  and  needle,  neither  of  which  need  be 
dry.  Blockage  of  needle  is  minimized  and  cleansing  facilitated. 


STABLE  Crysticillin  is  stable  in  the  dry  state  for  12  months.  Sterile 

WITHOUT  aqueous  suspension  may  be  kept  at  room  temperature  for  a 

REFRIGERATION  period  of  one  week  without  significant  loss  of  potency. 


Crysticillin  is  supplied  in  diaphragm-capped  vials  containing  dry  procaine 
penicillin  G together  with  a minute  quantity  of  effective  and  nontoxic  dispers- 
ing and  stabilizing  agents— for  suspension  with  sterile  aqueous  diluent. 


1,500,000  unit  multiple-dose  vials  • 300,000  unit  single-dose  vials 


A LEADER  IN  PENICILLIN  RESEARCH  AND  MANUFACTURE 


Carlos  A.  Spencer,  1813-1881,  primer  constructor 
de  un  Microscopio  Americano. 


El  primer  microscopio  americano,  un  tipo 
médico,  lo  construyó  en  1846  Carlos  A. 
Spencer,  de  Canastota,  Nueva  York,  para  el  Dr. 
C.  R.  Gilman,  del  Colegio  de  Médicos  y Cirujanos. 

Después  de  terminado,  el  microscopio  fué  pro- 
bado por  el  Profesor  J.  W.  Bailey,  de  West  Point, 
en  aquel  entonces  uno  de  los  principales  micros- 
copistas  de  América.  Bailey  averiguó  con  asom- 
bro que  podría  revelar  pormenores  que  estaban 
fuera  de  la  resolución  de  su  costoso  microscopio 
europeo. 

Spencer  produjo  un  objetivo  que  fué  el  pri- 
mero de  resolver  las  líneas  de  una  Navícula  sig- 
moidea, uno  de  los  objetos  de  prueba  más  difíciles. 
Este  diátomo  más  tarde  fué  llamado  Navícula 
Spencerii  en  su  honor.  En  junio  de  1851  logró 
producir  lo  que  los  microscopistas  europeos  con- 
sideraban entonces  una  imposibilidad  — un  obje- 
tivo de  1/12”  con  una  abertura  de  178'?  Años 
después,  con  motivo  de  la  Exposición  Internacio- 
nal de  París,  en  1878,  algunos  objetivos  del  hijo 


Herbert  Spencer,  basados  en  las  fórmulas  de  su 
padre,  compitieron  con  los  más  finos  de  Europa 
y se  les  otorgó  la  única  medalla  de  oro  presen- 
tada por  excelencia  en  objetivos  de  microscopio. 

Aquella  clase  de  mano  de  obra  pone  de  ma- 
nifiesto las  normas  perfeccionistas  de  los  Spen- 
cer, padre  e hijo.  Para  ellos,  cada  instrumento 
fué  un  reto  a alcanzar  algo  mejor. 

Hoy,  gran  parte  del  trabajo  rutinario  que  ha- 
cían los  primeros  constructores  de  microscopios 
se  puede  manejar  con  una  eficiencia  y rapidez 
casi  increíbles  por  máquinas,  al  paso  que  mejo- 
ras de  diseño  y métodos  ingeniosos  de  inspección 
aseguran  una  norma  cada  vez  más  creciente  de 
calidad. 

Por  cierto,  el  nombre  Spencer  en  un  instru- 
mento de  precisión  seguirá  reconociéndose  como 
pauta  de  calidad,  y los  instrumentos  Spencer  se- 
guirán satisfaciendo  a los  investigadores  más  exi- 
gentes del  mundo. 


PUERTO  RICO  OPTICAL  COMPANY 

San  Juan,  P.  R. 

Agentes  Exclusivos  de 


AMERICAN  OPTICAL  COMPANY 
Southbridge,  Mass. 


The  JETOMIZER  was  especially  designed  to  deliver 
measured  medication  high  in  the  nose.  It  overcomes 
the  disadvantages  of  drops  and  sprays — safely,  with 
convenience  and  simplicity  of  use. 

ACCURATE — Working  against  gravity,  the  Jetomizer  delivers 
a measured  jet  (2  to  3 drops)  high  in  the  nose. 

EFFECTIVE — The  liquid  goes  high  into  the  nasal  cavity  and 
spreads  over  the  mucosa  where  medication  is 
desired. 

SAFE — No  injury  to  delicate  tissues;  no  air  is  forced  into 
nasal  passages,  with  attendant  risk  of  mechan- 
ical dilation. 

EASY  TO  USE — Inconspicuous  and  non-messy.  Reclining  po- 
sition is  unnecessary.  Parkinson  or  Proetz  posi- 
tions can  be  avoided.  Patients  gladly  cooperate. 
Especially  easy  to  use  on  infants  and  children. 

CONVENIENT — Sanitary  cap  protects  the  nozzle  against  con- 
tamination— makes  the  Jetomizer  easy  to  carry 
in  purse  or  pocket. 


Distribuidores:  FRANCISCO  N.  CASTAGNET 
Santurce,  Puerto  Rico 


r'íFANTS  exhibit  food  likes  and  dislikes  early  in  life,  and 
they  quickly  learn  to  associate  the  appearance  of  a food 
with  its  taste.  For  this  reason,  every  effort  is  made  to  retain 
the  original  tastes  of  the  foods  from  which  Libby’s  are  made; 
uniformity  of  attractive  taste  characterizes  Libby’s  Baby 
Foods.  As  a result  of  Libby’s  exclusive  process  of  homogeniza- 
tion, cellulose  cell  capsules  are  ruptured,  enhancing  the 
availability  of  nutrients  and  making  for  satin-smoothness  of 
texture.  Libby’s  Baby  Foods  have  been  fed  as  early  as  the 
sixth  week  of  life,  providing  the  infant  with  many  essential 
nutrients  which  would  otherwise  be  denied  him. 


Beets  • Canots  • Green  Beans  • Peas  • Spinach  • Squash  • Vegetable  Soup  • Mixed 
Vegetables  • Garden  Vegetables  • Liver  Soup  • Vegetables  with  Bacon  • Vegetables 
with  Beef  and  Barley  • Vegetables  with  Lamb  • Apples  and  Apricots  • Apples  and 
Prunes  • Apple  Sauce  • Apricot-Farina  • Peaches  • Peaches-Pears-Apricots  • Pears 
and  Pineapple  • Prunes  (with  Pineapple  Juice  and  Lemon  Juice)  • Custard  Pudding 


Libby,  M9NeiIl  & Libby  • Chicago  9,  Illinois 


When  the  results  in  all  published  cases  of  arthritis  treated  with  Ertron® — Steroid 
Complex,  Whittier  are  analyzed  it  is  found  that  82.2%  showed  significant 
improvement.  Reporting  on  a series  of  158  cases  of  proved  arthritis  treated 
with  Ertron  primarily,  plus  orthopedic  appliances  and  physical  medicine  in 
association,  investigators  found  that  "in  91.8%  of  the  cases  improvement  of 
some  degree  was  evidenced  while  complete  failure  occurred  in  8.2%."*  For  a 
complete  resumé  of  the  literature,  see  "A  Report  to  the  Medical  Profession." 

A copy  will  be  mailed  to  you  on  request. 


*A  Clinical  Study  of  180  Cases  of  ^'th'itis — Mognuson,  P.  B.,  McElvenny,  R.  T.,  and  Logan, 
C.  £. — J.  Michigan  State  Med.  Soc.  46.71  [Janua'-y)  1947 


ERTRON 

STEROID  COMPLEX,  WHITTIER 

ERTRON  Capsules:  Each  capsule  contains 
5 mg.  of  activation-products  biologically 
standardized  having  an  antirachitic  activity 
of  fifty  thousand  U.S.P.  units. 
Bottles  of  SO  and  100  capsules. 


ERTRON  Parenteral:  Each  ampule  contains 
activation-products,  in  sesame  oil, 
biologically  standardized  having  an 
antirachitic  activity  of  five  hundred  thousand 
U.S.P.  units.  Packages  of  six  1 cc.  ampules. 


Distributors  in  Puerto  Rico: 

Pelegrina  & Horens 

P.  O.  Box  3631  — San  Juan 


* 


! 
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to  relieve  nausea  and  vomiting 
of  pregnancy  and  In  adoles- 
cent acne 

pyribexim 

(Pyridoxine  HCI  Thiamine  CVilohde) 

Each  1 cc  contains: 

Vitamin  

Vitamin  ^0  m^ 

VIALS  OF  10  ce 


PYRiBEXlH 


IROBLEI^ 


for  use  in  hypochromic 
tritional  anemias 


(Iron  - Liver  - B Complex) 

Each  cc  contains: 

Thiamine  HCl  (Bl)  

Riboflavin  (B2)  

Pyridoxine  HCl  (B6)  

nicotinamide 
iron  cacodylate 
LIVER  (10  U.S.P.  DNirS 
PER  CC) 

Phenol  (As  preservative)  0. 

VIALS  OF  10  cc 


N-  VSN 


...TOO. 

mg. 

0.5 

mg. 

1. 

mg. 

...  50. 

mg. 

....  10. 

mg. 

0.2 

CC. 

e)  0.57o 

Improved 

Formula 


.«.-''•S' 


ÜNTIBIOSIS 

MAXIMA 

en  la  boca  y la  garganta 


En  las  pastillas  TyrOZETS  se  han  combinado  las  notables 

propiedades  antibióticos  y microbicidas  de  la  tirotricina, 
con  la  conocida  acción  analgésica  de  la  benzucaina. 

Resultado:  una  fórmula  terapéutica  ideal  en  forma  de  pastillas 
de  sabor  muy  agradable  y de  gran  eficacia  medicamentosa. 

TyroZETS  ataca  los  gérmenes  patógenos  en  la  cavidad  bucal 
y combate  la  formación  de  focos  infecciosos. 

TyrOZETS  calma  rápidamente  la  irritación  y el  dolor  de  garganta. 
Rp.  TyrOZETS  para  la  asepsia  bucal  y faríngea,  procesos 
anginosos,  en  las  post-tonsilectomías. 


TYROZETS 


etc 


Philadelphia  1,Pa.,  E.U.A. 


EN  TUBOS  DE  12  PASTILLAS 


( 


in  Psychosomatic  Medicine 


Patients  with  psychosomatic  disorders  suffer  somatic 
distress  just  as  much  as  those  with  organic  disease. 


The  need  for  an  effective  combination  of  drugs  having^ 
action  on  both  divisions  of  the  autonomic  nervous  sys-. 
tern  as  well  as  the  central  nervous  system  is  realized- 

in  Bellergal. 


For  best  results  in  the  treatment  of  anxiety,  and  ot 
gastric,  cardiovascular  and  gynecological  neuroses,; 
use  Bellergal  as  an  aid  to  psychotherapy. 


T«rtr«te  0.3  I 
i I hyoscy*'"'  tl 

* ♦ablefi  • day.  ¡«fi 

by  Of  on  tho 


ONLY  BELLERGAL  PROVIDES: 


Sympathetic  inhibition  with  ergotamine  tartrate. 
Parasympathetic  inhibition  with  Bellafoline. 
Central  sedation  with  phenobarbitcl. 


Originality  • Elegance  • Perfection 


SANDOZ  PHARMACEUTICAL 2 
Division  of  SANDOZ  CHEMICAL  WORKS,  INC 


6 8-7  2 CHARLTON  STREET,  NEW  YORK 


14,  N. 


f 
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Anemias  Macrocitícas 
e Hípoférrícas . . . 


ACIDO  FOLICO  Y HIERRO 


ESPECIFICO  PARA  LOS  PROCESOS  DE  MADU- 
RACION DE  LAS  CELULAS  ROJAS  Y PARA  LA 
PRODUCCION  DE  LA  HEMOGLOBINA 


Los  preparados  FOLVRON  (Acido  Fólico  y Hierro) 
combinan  al — ácido  fólico — factor  específico  para 
la  maduración  de  las  células  rojas  de  la  sangre, 
con  el  ion  ferroso — un  estimulante  específico  para 
la  formación  de  la  hemoglobina. 

INDICACIONES:  Para  el  tratamiento  de  las  ane- 
mias macrocíticas  (esprúo;  anemias  macrocíticas 
de  la  pelagra,  gestación  e infancia)  y anemias 
hipoférricas  (anemias  nutricionales,  post-infec- 
ciosas,  microcítica  primitiva  e hipo-marcianas 
gravídicas). 

£/  FOLVRON  se  presenta  en  forma  de: 

CAPSULAS:  Frascos  de  30,  100  y 1000 
TABLETAS:  Frascos  de  30,  100  y 1000 
ELIXIR:  Frascos  de  237  y de  474  cc. 


LEDERLE  LABORATORIES  DIVISION 

American  Cyanamid  Company 
30  Rockefeller  Plaza,  New  York  20,  N.  Y.. 


^Registrado  Ofic.  Pat.  EE.  UU. 
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therapy  of 

PEPTIC  ULCER 
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PERICARDITIS  COMPLICATING  A CASE  OF  PRIMARY 
ATYPICAL  PNEUMONIA 

CAPT.  RAMON  M.  SUAREZ,  JR. 

LT.  COL.  EMMETT  L.  KEHOE 


Althougli,  during  the  last  few  years, 
numerous  reports  of  primary  atypical 
pneumonia  have  appeared  in  current  me- 
dical literature'  --'^;  as  far  as  we  have  been 
able  to  ascertain,  no  record  of  the  exis- 
tence of  pericarditis  complicating  this 
condition  have  been  reported  in  Puerto 
Rico.  Therefore  we  believed  that  the  fol- 
lowing case  report  may  be  of  interest. 

A twenty  four  year  old  soldier  was  ad- 
mitted to  Rodriguez  General  Hospital  on 
August  9,  1948,  complaining  of  “fever, 
pain  in  the  chest,  and  shortness  of 
breath”.  His  illness  began  five  days  prior 
to  admission,  when  he  experienced  pain 
in  the  mid  chest  associated  with  fever, 
malaise  and  a slightly  productive  cough. 
The  pain  increased  with  deep  respiratory 
excursions  and  radiated  down  into  the 
left  lower  chest  as  well  as  up  to  the  left 
shoulder.  It  gradually  became  more  se- 
vere. Shortness  of  breath  appeared  the 
day  before  admission  together  with  mark- 
ed rise  in  temperature. 

He  had  been  hospitalized  previously  at 
a station  hospital,  where  symptomatic 
treatment  failed  to  afford  any  relief. 

The  past  medical  and  family  history 
were  essentially  negative. 

Physical  examination  revealed  a well 


developed,  somewhat  obese  Puerto  Rican 
who  was  apparently  in  moderate  distress. 
Temperature  was  103°F. ; respirations  were 
rapid  and  shallow.  There  was  a question- 
able yellowish  tinge  to  his  skin,  but  the 
sclerae  were  of  normal  color.  The  heart 
was  not  enlarged  to  percussion,  the  rate 
was  moderately  increased,  and  the  rhythm 
was  regular.  No  murmurs  were  heard. 
Blood  pressure  was  102  systolic  and  70 
diastolic.  There  was  dullness  to  percus- 
sion and  the  breath  sounds  over  the  lower 
left  chest  were  diminished. 

Laboratory  data  showed  a normal  red 
blood  cell  count  and  hemoglobin  value. 
There  were  4,900  leucocytes  of  which  70 
per  cent  were  neutrophiles.  Blood  serology 
determinations  and  urinalysis  were  ne- 
gative. The  stools  revealed  the  presence 
of  hookworm  and  trichiuris  ova.  The  se- 
dimentation rate  was  34  mm.  Several 
sputa  examinations  were  negative  for 
acid  fast  organisms. 

An  emergency  X-Ray  film  of  the  chest 
(taken  on  entry),  was  reported  as  nega- 
tive. However,  on  the  following  day 
another  chest  film  was  taken,  and  on  this 
occasion  the  left  costo-phrenic  angle  was 
found  obliterated  and  a small  area  of 
pneumonitis  was  visible  in  the  lower  lobe 
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of  the  left  lung.  A diagnosis  of  primary 
atypical  penumonia  was  established. 

Penicillin  in  doses  of  50,000  units  every 
3 hours  was  given  intramuscularly  and 
by  the  following  day  the  patient’s  tem- 
perature had  dropped  to  a normal  level.  In 
spite  of  his  normal  temperature,  the  pa- 
tient persistently  complained  of  retroster- 
nal pain.  An  electrocardiogram  was  order- 
ed. The  record  could  not  be  taken  until 


nine  days  after  admission,  and  it  showed 
characteristic  features  of  subacute  peri- 
carditis. 

By  this  time,  the  clinical  evidences  of 
pneumonitis  had  disappeared,  penicillin 
had  been  stopped,  and  the  patient  was 
asymptomatic,  except  for  mild  substernal 
discomfort.  On  fluoroscopic  investigation 
there  was  slight  suggestion  of  “bottling”, 
but  the  cardiac  silhouette  was  not  found 


I 


II 


III 


IVP 


Record  A •>  taken  9 days  after  adoission  shovs 
sinua  rhythm  with  freqiien«?y  of  68,  slightly 
elevated  ST  segment  in  leads  I and  II  and  nsga>> 


tlve  T waves  in  the  standard  leads  and  in  lead  ITF.  Sixteen 


cays 'later  (Record  fi),  Um  la  88,  the 'ST  segment  oa 


the  isdeleotrio  line  and^aapriced  wining  of  the  T waves  has 
taken  plaoe*  Record  C tiidnñ  thirty  five  days  after  Record 
A «dth  a firequeneiy  oT  75  fdi6%fs  no  grapfaio  evidenoe  of 
either  diu4ind  or  perleard^  pathol^.  Record  B taken 
foir^r  >ig^‘"days  and  Record  S sixty  one  days  after  Record 
A show  a ];>rogr«83iva  ij^proveoMnt  in  the  voltage  of  the  T 


waves* 


PERICARDITIS  — SUAREZ  AND  KEHOE 


69 


enlarged.  At  no  time  was  a pericardial 
friction  rub  heard. 

The  electrocardiographic  changes  slow- 
ly reversed  toward  normal  standards  as 
may  be  seen  in  the  serial  graphs  taken. 
(Charts  1,  2 and  3).  At  the  writing  of 
this  report  seventy  days  after  the  pa- 
tient’s admission  to  the  hospital  the  only 
electrocardiograhic  abnormality  remain- 
ing is  a somewhat  diminished  voltage  of 
the  T waves. 

Sedimentation  rate  is  now  normal.  X- 
Ray  and  fluoroscopic  examination  of  the 
chest  are  negative  and  the  patient  feels 
well. 

COMMENTS 

It  is  well  known  that  complications  in 
primary  atypical  pneumonia  are  rare,  oc- 
curring in  only  7 to  10  per  cent  of  pa- 
tients, such  complications  are  usually  be  - 
nign. The  first  cases  of  pericarditis  com- 
plicating atypical  pneumonia  were  those 
reported  by  Finkelstein-^  in  1944.  Two 
years  later  Pointon"  and  his  co-workers 
reported  their  experience  with  three 
hundred  and  twenty  one  cases  of  primary 
atypical  pneumonia.  They  encountered 
electrocardiographic  changes  compatible 
with  a diagnosis  of  acute  pericarditis  in  3.7 
per  cent.  It  is  interesting  to  note  that  in 
none  of  Pointon’s  cases  was  a pericardia] 
friction  rub  ever  heard,  and  that  the  only 
cases  showing  electrocardiographic  ab- 
normalities in  this  series  were  those  in 
which  the  pneumonic  process  involved 
the  lower  lung  fields.  He  believed  that  the 
proximity  of  the  lesion  may  have  had  a 
casual  relationship  to  the  electrocardio- 
graphic changes. 

In  spite  of  the  absence  of  clinical  signs, 
Wolff’  and  others'  consider  the  electrocar- 
diographic evidence  to  be  pathognomonic 
of  pericarditis.  The  concensus  of  opinion 


is  that  the  changes  observed  in  the  tra- 
cings are  caused  by  the  subpericardial  or 
epicardial  myocarditis  which  accompanies 
the  condition. 

The  electrocardiographic  changes  in 
acute  pericarditis  consist  usually  of  an 
elevation  of  the  ST  segment  in  leads  I 
and  II  and  occasionally  in  lead  III  also.  In 
some  patients  the  elevation  of  the  ST 
segment  appears  only  in  lead  I.  The  QRS 
complexes  are  usually  not  affected.  The 
T waves  may  become  negative  in  the  limb 
and  the  precordial  leads.  Bellet  and  Mac 
MillaiP  claim  that  the  changes  in  the 
limb  leads  do  not  persist  for  more  than 
twelve  days,  but  the  changes  in  the  pre- 
cordial leads  may  be  more  lasting. 

Viral  pericarditis  may  remain  dry  or 
it  may  develop  a moderate  effusion.  Large 
pericardial  effusions  are  indicative  of  a 
tuberculous  or  pneumococcal  origin,  slight 
or  no  effusions  of  a rheumatic  fever  or 
uremic  origin. 

In  the  differential  diagnosis,  rheumatic 
pericarditis  and  anterior  myocardial  in- 
farcts present  the  main  difficulty. 

Rheumatic  pericarditis  is  usually  cha- 
racterized by  a more  acute  course,  a more 
evanescent  pneumonitis,  a frequent  his- 
tory of  rheumatic  joint  involvement,  the 
presence  of  a cardiac  murmur,  electrocar- 
diographic changes  in  the  P waves  and 
occasionally  prolongation  of  the  PR  inter- 
val. 

The  character  and  localization  of  the 
pain  may  at  times  help  in  the  differential 
diagnosis  between  acute  pericarditis  and 
myocardial  infarct.  In  the  former,  the 
pain  increases  with  the  respiratory  ex- 
cursions and  with  body  movements.  It 
may  extend  into  the  neck  and  shoulders 
but  rarely  if  ever  will  the  pain  in  peri- 
carditis reach  the  elbow  or  wrist  joints. 
The  electrocardiographic  changes  may  si- 
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muíate  each  other  but  the  lack  of  Q waves 
in  the  standard  or  precordial  leads,  the 
absence  of  changes  in  the  QRS  complex 
and  of  reciprocal  relationship  between 
STj  and  STo,  favor  a diagnosis  of  acute 
pericarditis.  The  electrocardiographic 
changes  in  acute  pericarditis  are  of  short- 
er duration,  rarely  lasting  more  than  two 
to  four  months. 

Tuberculous  pericarditis  is  often  pain- 
less, it  does  not  produce  elevation  of  the 
ST  segment,  it  tends  to  produce  large 
bloody  effusions  and  the  blood  picture 
usually  shows  a leucopenia  with  a high 
neutrophilic  count  of  around  90  per  cent. 

Pericarditis  complicating  atypical  pneu- 
monia is  probably  more  common  than  it 
is  now  generally  believed.  The  incidence 
would  in  all  probability  be  higher  if  this 
possibility  were  kept  in  mind  and  routine 
electrocardiographic  studies  were  made, 
particularly  in  cases  showing  involve- 
ment of  the  lung  bases,  in  those  having  a 
more  protracted  course,  and  in  those  in 
which  the  temperature  or  the  pulse  rate 
are  above  the  usual  levels  for  uncompli- 
cated atypical  pneumonia. 

SUMMARY 

A case  of  acute  pericarditis  complicat- 
ing primary  atypical  pneumonia  is  pre- 
sented. The  complication  is  probably  not 


as  rare  as  we  believed.  Since  it  is  fre- 
quently a benign  condition  it  is  very  apt  to 
pass  unnoticed  and  undiagnosed.  Routine 
electrocardiographic  studies  in  cases  of 
primary  atypical  pneumonia,  particularly 
those  showing  when  lower  lobe  involve- 
ment will  reveal  a higher  incidence  of 
this  complication.  The  diagnosis  and  dif- 
ferential diagnosis  of  acute  pericarditis 
is  briefly  discussed. 
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TUMOR  MIXTO  DEL  BRONQUIO 

DAVID  RODRIGUEZ-PEREZ,  M.D. 
Santurce,  P.  R. 


En  la  literatura  científica,  especialmen- 
te la  americana,  ha  habido  discusión  y di- 
vergencia de  opinión  en  lo  referente  a un 
cierto  tipo  de  tumores  del  bronquio,  tanto 
en  lo  que  respecta  a su  estructura  como 
en  lo  que  se  refiere  a su  tratamiento.  El 
llamado  “Adenoma  del  Bronquio”  (So- 
called  bronchial  adenoma),  también  llama- 
do por  Fried  “Adenoma  bronquiogénico”, 
o el  “Carcinoides”  de  Kernan,  o “Pólipos 
adenomatosos”  de  Reisner,  Wessler  y Ra- 
bin o “Cáncer  de  células  básales”  de  Sei- 
pel  o “Adenoma  Maligno  de  Pulmón”  de 
Adams,  Steiner  y Bloch  o “Tumor  bron- 
quial de  glándula  salival”  de  Ahlblom,  o 
“Tumor  mixto  del  Pulmón”  de  Graham  y 
Womack.  Esta  diversidad  de  nombres  igual 
que  la  divergencia  en  opinión  en  cuanto  a 
la  benignidad  o malignidad  de  estos  tumo- 
res nos  deben  hacer  pensar  que  realmente 
estamos  tratando  diferentes  tipos  de  tu- 
mores y sería  conveniente  que  todos  los  ci- 
rujanos torácicos  y otorrinolaringólogos 
reportaran  estos  tumores  incluyendo  el  re- 
sultado del  examen  del  material  histológi- 
co para  poder  llegar  a una  clasificación 
más  exacta  de  ellos. 

En  cuanto  a la  incidencia  de  estos  tu- 
mores convienen  la  mayoría  de  los  autores 
que  estos  tumores  se  encuentran  con  ma- 
yor frecuencia  entre  las  edades  de  los  30  a 
los  40.  Sin  embargo,  se  han  reportado  casos 
en  niños  de  10  a 13  años  y son  muy  raros 
pasados  los  50.  Ellos  ocurren  con  mayor 
frecuencia  en  las  mujeres  que  en  los  hom- 
bres (alrededor  de  un  60''/  en  mujeres  a un 
40/  en  hombres)  contrario  al  carcinoma 
donde  la  proporción  es  de  un  80/  en  los 
hombres  y solamente  un  20/  en  las  mu- 
ieres. 


Al  informar  este  caso  de  tumor  mixto 
del  bronquio  se  desea  aprovechar  la  opor- 
tunidad para  a la  vez  dar  a conocer  la  cla- 
sificación que  seguimos  en  lo  referente  a 
tumores  epiteliales  del  bronquio. 

Los  tumores  epiteliales  del  bronquio 
pueden  bien  dividirse  en;  (A) — Tumores 
Benignos  y (B) — Carcinoma  Bronquiogé- 
nico (que  no  discutiremos  en  este  papel). 

A — Los  tumores  benignos  se  pueden  di- 
vidir en: 

1.  — El  Papiloma  o Pólipo  del  Bronquio: 
Es  sumamente  raro  y consiste  de  excre- 
cencias de  la  m.ucosa  bronquial  con  un  eje 
de  tejido  conjuntivo  y una  base  que  puede 
ser  ancha  o pediculada. 

2.  — Adenoma  simple  del  bronquio: — Es 
definitivamente  un  tumor  de  células  epi- 
teliales uniformes  que  tienden  a formar 
acinos,  cilindros  o masas  celulares  de  cre- 
cimiento expansivo  que  puede  ser  en  una  o 
dos  direcciones,  a saber:  intraluminal  o 
através  del  bronquio  hacia  el  parénquima 
peribronquial.  Dependiendo  de  si  solamen- 
te hay  una  tumoración  endobronquial  o ex- 
trabrcnquial  así  dependerá  su  tratamien- 
to ya  que  en  los  casos  de  tumoración  en- 
dobronquial con  la  extirpación  endoscópi- 
ca  bastará  para  obtener  una  curación  de  la 
enfermedad.  No  así  cuando  el  tumor  ha 
crecido  en  dos  direcciones  pues  con  la  re- 
moción endobronquial  se  mejorará  parcial- 
mente la  obstrucción  bronquial,  pero  el  tu- 
mor seguirá  creciendo  y probablemente  se 
reproducirá  en  el  sitio  de  la  remoción.  En 
estos  casos  vendría  a ocupar  un  sitio  pre- 
ferido la  lobectomía  y otras  veces  hasta  la 
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pneumonectomía.  Estos  tumores  constitu- 
yen alrededor  del  10-12'/  de  todas  las  neo- 
plasias broncogénicas. 

3. — Tumor  mixto  del  bronquio: — Este 
tumor  es  primordialmente  un  adenoma  al 
cual  se  le  han  añadido  elementos  deriva- 
dos del  mesénquima;  ej.,  cartílago,  hueso, 
tal  como  ocurre  en  los  tumores  de  las  glán- 
dulas salivales.  Estos  tumores  son  igual- 
mente en  sí  de  crecimiento  expansivo  y, 
en  todos  los  tumores  hasta  la  fecha  repor- 
tados, de  crecimiento  bidireccional,  sien- 
do la  tumoración  hacia  el  parénquima  mu- 
cho más  grande  que  la  parte  intraluminal. 
Es  de  suma  importancia  determinar  la  his- 
togénesis  de  la  presencia  de  elementos  me- 
senquimatosos  en  estos  tumores,  pues  la 
presencia  de  hueso  no  debe  corresponder 
a curaciones  de  necrosis  en  estos  tumores, 
sino  que  este  hueso  debe  ser  el  producto 
de  células  osteoblásticas  de  origen  mesen- 
quimal.  Al  admitir  esto  tenemos  que  con- 
venir que  el  origen  de  estos  tumores  lo 
tenemos  que  ir  a buscar  en  células  multi- 
potentes,  inmaduras,  que  bajo  la  influen- 
cia de  algún  estímulo  pueden  dar  células 
en  ambas  direcciones:  epiteliales  así  como 
también  mesenquimales.  Esto  es  posible 
solamente  en  células  de  tipo  embrionario. 

Si  los  elementos  mesenquimatosos  pre- 
dominaran, esto  es,  si  estas  células  embrio- 
narias maduraran  hacia  la  dirección  de  te- 
jido mesenquimal  podríamos  tener  enton- 
ces osteomas,  condromas,  fibromas,  angio- 
mas, o lipomas  del  bronquio.  Así  pues,  ten- 
dremos que  admitir  que  el  origen  de  estos 
tumores  se  debe  a remanentes  embriona- 
rios que  quedaron  rezagados  en  el  ulterior 
crecimiento  y desarrollo  del  árbol  bron- 
quial. 

Estos  son  los  tres  grandes  tipos  de  tu- 
mores epiteliales  benignos  del  bronquio.  Es 
natural  que  habiendo  el  factor  de  irrita- 
ción tan  marcado  como  ocurre  en  el  árbol 
traqueo-bronquial  con  formación  de  pneu- 


monitis, bronquiectasias,  abcesos,  expec- 
toración abundante,  que  algunos  de  estos 
tumores  pudieran  malignizarse  al  igual  que 
ocurre  en  aquellos  tumores  epiteliales  be- 
nignos del  intestinto  y la  vejiga.  El  papilo- 
ma y el  adenoma  simple  entonces  al  malig- 
nizarse darían  carcinomas  y adenocarcino- 
mas, pero  los  tumores  mixtos  al  maligni- 
zarse podrían  dar  una  variedad  de  tumo- 
res; por  un  lado  carcinomas  o adenocar- 
cinomas y por  otro  lado  sarcomas  y hasta 
otras  veces  ambos  tipos  de  tejido  podrían 
malignizarse  a la  vez  y producir  un  car- 
cinosarcoma como  en  el  caso  reportado 
por  Graham  y Womack. 

Los  sítomas  producidos  por  estos  tumo- 
res son  muy  variados  pero  podríamos  decir 
que  hay  (a)  síntomas  propios  del  tumor  y 
(b)  síntomas  causados  indirectamente  por 
el  tumor. 

Los  síntomas  propios  del  tumor: — (1) 
actuación  del  cuerpo  extraño  en  las  vías 
respiratorias;  ej.,  tos,  expectoración,  sín- 
drome asmatoide.  (2)  hemoptisis,  pueden 
ser  pequeñas  o alarmantes.  Provienen  de 
la  rotura  de  capilares  o pequeños  vasos  o 
de  ulceritas  en  la  superficie  del  tumor. 

En  cuanto  a los  síntomas  indirectos  es- 
tos dependen  del  grado  do  obstrucción  que 
ocasione  el  tumor  en  el  bronquio  donde  este 
asienta,  (a)  Si  la  obstrucción  es  parcial  o 
de  válvulas  los  pacientes  sufren  de  pneu- 
monias recurrentes,  ataques  asmatoides  al- 
ternándose con  períodos  de  aparentemen 
te  buena  salud,  (b)  Cuando  la  obstrucción 
es  total  entonces  ocurre  atelectasia  del  seg- 
mento broncopulmonar  afectado  seguido 
por  pneumonitis,  bronquiectasias,  abcesos 
que  hasta  pueden  romper  la  pleura  y pro- 
ducir empiemas. 

La  radiografía  corriente  nos  demostra- 
rá los  signos  radiológicos  consecutivos  a 
una  obstrucción  parcial  o total  de  un  bron- 
quio. Con  la  tomografía  se  podría  delinear 
la  tumoración.  La  broncografía  nos  podría 
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dar  la  silueta  del  tumor  intraluminal  o el 
sitio  exacto  donde  existe  una  obstrucción 
bronquial.  Queda  a la  broncoscopía  la  par- 
te de  más  valor  en  el  diagnóstico  de  estos 
tumores  ya  que  la  mayoría  de  ellos  están 
situados  mayormente  en  los  bronquios  de 
primero  y segundo  orden,  situación  muy 
favorable  para  el  broncoscopio  y para  la 
pinza  de  biopsia. 

A través  del  broncoscopio  estos  tumo- 
res pueden  presentar  diferentes  colores  de- 
pendiendo del  grado  de  vascularización, 
unos  pueden  ser  muy  rojos  y otros  pue- 
den tener  hasta  un  color  gris  perla. 

INFORME  DE  UN  CASO 

J.  R.  M.  - No.  53735 
Adm.  12  27-46 

Edad:  42  años.  Blanco,  soltero  y celador 
de  profesión.  Historia  pulmonar  de  este 
paciente  data  de  un  año  atrás.  En  1945 
fué  admitido  por  primera  vez  al  Hospital 
Municipal  de  Santurce  por  abceso  pulmonar 
del  lóbulo  inferior  izquierdo.  Fué  tratado 
con  éxito  con  penicilina. 

En  octubre  de  1946  fué  admitido  al 
Hospital  Municipal  con  fiebre,  dolor  en  el 
pecho,  tos  productiva  de  esputos  sangui- 
nolentos, verdosos  y apestosos.  La  bron- 
coscopía no  reveló  nada.  La  placa  de  ra- 
yos X reveló  un  abceso  en  el  lóbulo  infe- 
rior izquierdo.  Los  esputos  para  bacilos  de 
Koch  fueron  repetidas  veces  negativos.  Se 
trató  con  éxito  con  posturales  y penicilina. 

En  diciembre  vino  a nuestra  clínica.  El 
paciente  continuaba  con  la  expectoración 
sanguinolenta.  Al  postural  recogimos  200 
grms.  de  esputos  verdosos  y apestosos. 

Al  examen  físico  encontramos  una  ca- 
tarata del  ojo  izquierdo.  Dentadura  en  mal 
estado.  En  el  pecho  encontramos  (1)  ma- 
tidez  en  la  parte  inferior  posterior  del  tó- 
rax izquierdo,  (2)  murmullo  respiratorio 
disminuido,  (3)  frotes  pleurales  y (4)  ra- 
les ocasionales  de  tipo  seco. 


La  broncoscopia  nos  reveló  una  obs 
trucción  del  lóbulo  inferior  izquierdo  en 
sentido  vertical  por  una  masa  dura,  de  colo- 
ración normal  y que  no  sangraba  al  mor- 
derse con  la  pinza  de  biopsia.  No  se  pudo 
obtener  una  buena  biopsia. 

En  la  broncografía  confirmamos  los  ha- 
llazgos broncoscópicos,  además  de  la  obs- 
trucción total  del  bronquio  al  lóbulo  infe- 
lior,  bronquiectasia  de  la  bíngula. 


BRONCOGRAFIA 

(Figura  No.  I.  — > Indica  el  sitio  de  la  obstruc- 
ción en  el  bronquio  al  lóbulo  interior) 

Se  instruyó  al  paciente  para  que  hicie- 
se posturales  y consiguiera  donantes  pa- 
ra someterle  a la  operación  en  6 a 8 se- 
manas. 

Nueva  admisión  el  5 de  mayo  de  1947. 
Al  día  siguiente  se  le  practicó  la  ablación 
total  del  pulmón  izquierdo  con  los  ganglios 
perihiliares,  siguiendo  la  técnica  de  ligadu- 
ra y división  individual.  El  paciente  tuvo 
un  postoperatorio  sin  ningún  trastorno  y se 
(lió  de  alta  a la  segunda  semana. 
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Figura  No.  II.  Pulmón  izquierdo,  la  f 1 e c li  a 
(->»  demuestr;  la  p.  rte  intraluminal  del  tumor 
ocasionando  obstrucción  total  del  bronquio  con 
abcesos  y bronquiectasias  como  secuelas. 


Figura  No.  III.  Demuestra  una  gran  metástasis 
en  un  ganglio  perihiliar. 


■K  Nuestra  primera  resección  pulmonar  con  éxito 
fué  hecha  en  11.29-46  por  bronquiectasia-.  Caso 
de  R.M.  No.  52704.  La  que  reportamos  es  la 
primera  hecha  con  éxito  por  tumor. 


INFORME  HISTO-PATOLOGICO 

Unit  No.  Surgical  -3978 

53755 

S-3978 

J.  L.  Spec,  rec’d.  5|17|47 

Dr.  David  Rodríguez 
Male  age  42,  race  white 

Nature  of  specimen:  Left  lung. 

Gross:  The  specimen  consists  of  a left 
lung  which  has  been  amputated  surgically 
and  very  poorly  sectioned  into  4 separate 
portions.  One  lobe  is  covered  by  fibrous 
adhesions  and  the  pleural  surface  is  rough, 
markedly  irregular  in  outlined  and  in- 
durated. The  cut  surfaces  of  this  lobe 
present  numerous  tuoular  cavities  ranging 
from  0.5  to  1|3  cm.  in  diameter.  These  ca- 
vities pertain  to  the  markedly  dilated 
bronchioles  that  are  closely  packed  and 
ttand  out  prominently  because  of  a rigid 
fibrous  wall.  In  close  proximity  to  the 
foi  ementioned  clusters  of  dilated  bronchi 
are  2 large  cavities  averaging  2 cm.  in 
diameter,  the  walls  of  which  are  dense 
and  fibrotic  and  adjacent  to  the  fibrous 
interlobar  fissure.  Two  of  the  fragments, 
the  smallest  bear  a markedly  dilated  bron- 
chus adjacent  to  a dense  solid  pinkish 
white  mass  containing  cartilage,  and  from 
which  a polypoid  growth  extends  to  oc- 
clude totally  the  entrance  of  the  lower 
bronchus.  The  adjoining  apparently  not 
invaded  lobe  exudes  abundant  watery  fluid 
on  section. 

Diagnosis:  (Gross  and  Histologic)  Mixed 
tumor  of  left  lung,  malignant?;  tumoral 
occlusion  of  main  lower  bronchus ; Bron- 
chiectasis of  lower  lobe ; extensive  fibrosis 
of  lower  lobe;  compensatory  hypertrophy 
of  upper  lobe. 

Ildefonso  Rivera  Lugo,  M.I), 
Pathologist 
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Figura  No.  IV.  Sección  del  tumor  demostrando 
la  parte  adenomatosa  del  misino. 


Figura.  No.  V.  Sección  del  tumor  demostrando  un 
gran  islote  de  hueso. 


9-19-47  — Se  readmitió  el  paciente  por  te- 
ner un  pequeño  seno  en  el  borde  inferior 
de  la  herida.  Se  le  practicó  una  toracoplas- 
tia  correctora  y el  seno  cerró  definitiva- 
mente. 


Figura-  No.  VI.  Radiografía  del  paciente  después 
de  la  toracoplastia  correctora. 


El  paciente  ha  seguido  viniendo  a clí- 
nica regularmente.  Reanudó  su  antiguo 
trabajo.  Un  año  y 8 meses  después  de  la 
pneumonectomía  no  acusa  metástasis  dis- 
tales  ni  recurrencia  local  del  tumor. 

RESUMEN: 

1.  — Se  presenta  el  problema  de  la  cla- 
sificación de  los  tumores  epiteliales  benig 
nos  del  bronquio. 

2.  — Se  presenta  una  breve  discusión  del 
adenona  y del  tumor  mixto  del  bronquitu 

3.  — Se  informa  un  caso  de  tumor  mix- 
to del  bronquio  con  metástasis  biliares 
grandes  pero  que  sigue  un  curso  clínico 
benigno  después  de  la  resección  pulmonar 
con  sus  ganglios  metastásicos, 

RECONOCIMIENTO 

Deseo  expresar  mi  reconocimiento  a mi 
ayudante,  el  Doctor  Hiram  López  Morales, 
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al  histopatólogo,  Doctor  Ildefonso  Rivera 
Lugo  y al  cuerpo  de  enfermeras  del  Hospi- 
tal de  Distrito  de  Bayamón. 
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ECTOPIC  KIDNEY  AS  A CAUSE  OF  LOW  BACK  PAIN 


P.  G.  CURBELO,  M.D. 
and 

B.  F.  BENTON,  CAPTAIN,  M.C. 


A 19  year  old  continental  soldier  en- 
tered Rodriguez  General  Hospital  on  July 
19,  1948,  with  a complaint  of  occasional 
dull  pain  in  the  right  lumbar  region.  He 
had  been  transferred  from  a station  hos- 
pital with  the  diagnosis  of  chronic  gonor- 
rhea and  a non-functioning  right  kidney. 
On  admission  patient  complained  of  low 
back  pain  of  approximately  4 months  dura- 
tion; pain  was  of  a dull  and  intermittent 
character  and  was  aggravated  by  exertion, 
especially  by  any  exercise  or  duty  requi- 
ring bending  over.  Occasionally  during  the 
past  four  months  he  experienced  dull  right 
lower  quadrant  pain  also  on  exertion. 
During  the  past  few  weeks  the  pain  in  the 
back  and  in  the  right  lower  quadrant  had 
become  more  severe  and  more  frequent. 
There  were  no  urinary  symptoms  however, 
there  was  past  history  of  gonorrhea  in 
May  1948  which  had  been  treated  with 
penicillin  and  sulfathiazole  combined. 

Physical  examination  revealed  a well 
nourished,  well  developed,  mentally  alert, 
white,  continental  soldier.  No  urethral  dis- 
charge present.  The  only  significant  find- 
ings were  bogginess  and  tenderness  of  the 
prostate  gland.  Neither  kidney  was  pal- 
pable, nor  were  any  abdominal  masses  pre- 
sent. 

Laboratory  findings  were  as  follows: 
RBC  - 5,150,000,  WBC  - 7,600,  Hb  - 15  Gm., 
Differential  - Neutrophiles  - 58'/,  Lym- 
phocytes 40'/,  Eosinophiles  2'/  ; Urina- 
lysis showed  8 WBC  plus  an  occasional 
RBC  per  High  Power  Field  but  was  other- 
wise normal.  Blood  Kahn  was  negative. 
Blood  Urea  Nitrogen  was  13  mg.  per  100 
cc;  PSP  test  was  70%  in  two  hours.  Pros- 


tatic secretion  showed  many  pus  cells  in 
the  wet  smear,  and  culture  showed  hemo- 
lytic and  non  hemolytic  streptococci  and 
staphylococci. 

Descending  pyelogram  showed  normal 
findings  on  left  side.  On  the  other  hand, 
on  the  right  side  only  a faint  trace  of  the 
dye  could  be  visualized  over  the  right  sa- 
cro-iliac  joint. 

On  August  3 cystoscopy  was  perform- 
ed. No  residual  urine  obtained.  Bladder 
walls  normal.  A No.  6 ureteral  catheter 
was  passed  to  left  kidney  pelvis;  on  the 
right  side  another  catheter  met  obstruc- 
tion 5 cm.  from  orifice.  Indigo  carmine 
test  was  as  follows:  8 minutes  appearance 
time  on  left  side;  26  minutes  and  in  poor 
concentration  from  the  right  side. 

Retrograde  injection  of  Skiodan  was 
performed,  and  pyelograms  were  taken. 
On  the  left  the  pelvis  and  ureter  appeared 
to  be  normal.  However,  on  the  right  a faint 
small  kidney  shadow  could  be  seen  with 
the  upper  pole  extending  about  2 cm.  above 
the  right  iliac  crest;  the  right  kidney  pel- 
vis was  very  small,  and  most  of  the  dye 
had  not  remained  in  the  pelvis  because  of 
its  small  capacity. 

A diagnosis  of  right  ectopic  kidney 
was  made,  and  patient  was  scheduled  for 
operation  on  August  11,  1948.  The  opera- 
tion began  with  an  extraperitoneal  ap- 
proach (as  it  had  been  deemed  practicable 
as  the  ectopic  kidney  was  thought  to  lie 
far  enough  superiorly).  The  kidney  was 
soon  found  to  lie  much  lower  than  had 
been  expected,  so  the  extraperitoneal  ap- 
proach was  abandoned  for  the  transperi- 
toneal  route.  The  kidney  was  exposed  and 
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found  to  have  three  fairly  large  renal  ar- 
teries, the  medial  vessel  branching  from 
the  aorta,  and  two  lower  vessels  branching 
from  the  right  common  iliac  artery.  After 
ligature  of  the  blood  vessels  of  the  renal 
pedicle  nephrectomy  was  completed.  The 
vermiform  appendix  was  then  removed, 
and  wound  was  closed  in  layers  in  routine 
manner  around  an  empty  Penrose  drain. 
The  patient  received  1,000  cc.  of  whole 
blood  within  the  next  24  hours,  and  his 
condition  remained  excellent. 

The  gross  specimen  weighed  120  gms., 
measured  9x8  3.5  cm.  and  was  roughly 
crescent-shaped.  The  pelvis  measured  2.5 
cm.  in  diameter  and  formed  a depression 
on  the  anterior  surface.  The  ureter  and 
hilar  vessels  entered  into  this  depression. 
There  were  two  smaller  ligated  vessels 
leading  to  the  lower  pole  of  the  kidney. 
On  sectioning  there  were  found  to  be  5 
very  small  cálices. 

On  microscopic  examination  much  of 
the  cortex  was  apparently  functionable 
parenchyma,  however  in  a large  num- 
ber of  glomeruli  there  was  considerable 
thickening  of  the  basement  membrane  of 
the  glomerular  capsule.  In  addition,  irre- 
gular non-infiltrated  scars  consisting  of 
hyaline  tissue  were  encountered.  Some  of 
the  convoluted  tubules  contained  colloid- 
type  casts.  The  collecting  tubules  in  the 
medulla  were  lined  by  greatly  vacuolated 
cells  suggestive  of  intracellular  edema. 
(The  appendix  was  normal). 

The  patient  was  ambulated  on  the  first 
day  post- operative ; drain  was  removed  on 
the  third  day,  and  the  patient  made  an  un  ■ 
eventful  recovery.  After  a 30  day  conva- 
lescent leave  the  patient  was  asympto- 
matic; on  exercise  there  was  no  low  back 
pain  elicited.  Prostatic  massages  were 
reinstituted,  and  the  patient  was  advised 
as  to  future  care  for  his  chronic  prosta- 
titis. He  was  discharged  from  hospital 


feeling  well.  Four  months  post-operatively 
the  patient  is  still  feeling  well  and  has  had 
complete  relief  from  his  low  back  pain. 

COMMENTS 

Ectopic  kidney  has  a post-mortem  inci- 
dence of  about  1 in  1,000  and  a clinical  inci- 
dence of  1 in  500.  Sixteen  per  cent  of  all 
renal  anomalies  are  due  to  ectopia.  Since 
they  are  apt  to  interfere  with  labour  and 
since  they  are  usually  located  in  the  pelvis 
they  have  been  reported  more  often  in 
women  than  in  men.  The  cause  of  this 
rather  common  anomaly  is  not  definitely 
known.  Some  writers  ascribe  it  to  an  error 
in  the  directional  growth  of  the  ureteral 
bud;  while  others  place  the  blame  on  in- 
terference by  the  umbilical  arteries.  As 
to  the  differential  diagnosis  the  main  dif- 
ficulty lies  between  ectopia  and  ptosis; 
however,  in  the  former  the  kidney  is  small 
and  shows  little  or  no  change  in  position 
with  either  respiratory  movements  or  up- 
on the  patient  assuming  the  sitting  posi- 
tion. Ectopic  kidney  has  often  been  mis- 
taken for  tubo-ovarian  masses  mainly  be- 
cause a preliminary  descending  Pyelogram 
was  omitted.  Since  ectopic  kidneys  sooner 
or  later  become  infected  and  since  ectopic 
kidneys  are  prone  to  interfere  with  labour 
it  is  generally  advisable  to  remove  them 
provided  that  the  other  kidney  is  capable 
of  sustaining  life.  In  performing  nephrec- 
tomy one  has  to  be  doubly  cautious.  In 
the  first  place  these  kidneys  are  supplied 
by  numerous  arteries  and  are  drained  by 
large  and  tortuous  veins;  moreover  they 
lie  usually  on  the  large  pelvic  vessels 
which  may  be  injured  during  the  mani- 
pulations required. 

One  of  us  (PGC)  has  observed  4 ad- 
ditional instances  of  ectopic  kidney  at  the 
Bayamon  District  Hospital.  In  one  of  them 
an  attempt  to  perform  nephropexy  had 
been  done  elsewhere  because  the  condition 
was  mistaken  for  renal  ptosis,  resulting  in 
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aggravation  of  the  patient’s  symptoms. 
Nephrectomy  was  successful.  The  next 
case  was  properly  diagnosed  and  nephrec- 
tomy was  carried  out. 

The  next  two  cases  were  recognized 
during  gynecologiccal  operations. 

The  case  forming  the  basis  for  the  pre- 
sent report  is  rather  interesting  from 
several  points  of  view.  This  patient  had 
no  urinary  symptoms,  but  his  prostate 
was  definitely  infected,  and  since  he  com- 
plained of  low  back  pain  one  might  have 
thought  that  the  prostatic  infection  was 
the  cause  of  his  symptoms  had  not  a preli- 


minary Descending  Pyelogram  shown  a 
poorly  functioning  right  kidney,  which 
placed  us  on  the  right  track.  This  patient 
also  complained  of  pain  in  the  back  on 
bending  over,  which  is  suggestive  of  renal 
anomalies  such  as  horse-shoe  kidney  and 
ectopic  kidney. 

SUMMARY 

An  instance  of  ectopic  kidney  is  here- 
by reported.  The  only  suggestive  symptom 
was  lumbar  pain  on  bending  trunk.  Ne- 
phrectomy resulted  in  relief. 


so 
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POSTMENOPAUSAL  OSTEOPOROSIS  WITH 
TWO  CASE  REPORTS 

EMMETT  L.  KEHOE,  LT  COL,  MC,  USA 
WILLIAM  H.  HAGAN,  CAPT,  MC,  USA 


INTRODUCTION 

It  has  been  stated  that  the  commonest 
cause  of  backache  in  older  women  is  post- 
menopausal osteoporosis.  Decalcification 
of  bone  in  moderate  degree  occurs  so  re- 
gularly in  older  individuals  that  it  might 
well  be  called  a normal  accompaniment  of 
the  aging  process.  It  may  occur  in  youn- 
ger persons  as  a manifestation  of  a variety 
of  pathological  states  involving  the  skele- 
tal structures,  but  the  type  associated 
with  the  postmenopausal  state  is  by  far 
the  most  common  variety  encountered. 
Frequently  the  condition  is  asymptomatic 
and  is  accidentally  discovered  during  X- 
ray  examination  for  some  other  condition. 
More  often  it  is  responsible  for  backache 
of  varying  degrees  of  severity.  In  certain 
patients  compression  fractures  of  the  ver- 
tebral bodies  complicate  the  osteoporosis 
and  produce  severe  pain  and  disability. 

Recently  two  women  of  postmenopau- 
sal age  were  seen  at  Rodriguez  General 
Hospital,  who  illustrate  this  latter  catego- 
ry. They  were  admitted  because  of  severe, 
disabling  low  back  pain.  X-ray  examina- 
tions revealed  generalized  osteoporotic 
changes  most  marked  in  the  spine  with 
compression  fractures  of  the  thoracic  and 
lumbar  vertebrae.  Careful  clinical  studies 
failed  to  disclose  any  etiology  for  the 
osteoporosis  in  these  patients  other  than 
that  associated  with  the  menopausal  state. 

CASE  REPORTS 

Case  1.  A fifty-year-old,  Puerto  Rican 
housewife,  was  admitted  to  Rodriguez  Ge- 
neral Hospital  complaining  of  low  back 
pain  of  two  and  one-half  weeks  duration. 


Her  family  history  was  non-contributory. 
Her  past  history  was  unrevealing  except 
for  the  fact  that  twenty-one  years  pre- 
viously she  had  undergone  a subtotal 
panhysterectomy  for  bilateral  tubo-ovari- 
an  abscesses.  Following  this  procedure  she 
had  been  treated  for  eight  weeks  with  es- 
trogenic preparations,  which  were  then 
discontinued.  Her  system  review  was  ne- 
gative, and  she  had  been  asymptomatic 
until  two  and  one-half  weeks  prior  to  ad- 
mission. She  then  noted  while  pushing 
an  ordinary  table,  the  sudden  onset  of  se- 
vere, low  midline  back  pain  without  radia- 
tion. She  was  treated  by  her  local  physi- 
cian with  novocaine  injections  but  obtain- 
ed no  relief. 

X-rays  on  admission  revealed  a com- 
pression fracture  of  the  first  lumbar  ver- 
tebra and  a severe,  generalized  osteoporosis 
involving  all  the  skeleton  except  the  skull, 
which  showed  no  bony  changes.  She  was 
placed  on  bed  rest,  and  studies  were  begun 
to  exclude  other  etiological  sources  and 
malignancy  prior  to  instituting  hormone 
therapy  for  postmenopausal  osteoporosis. 
Physical  examination  was  normal  except 
for  lumbar  spasm,  tenderness,  and  limita- 
tion of  motion  associated  with  the  verte- 
bral fracture  and  absence  of  the  uterus, 
fallopian  tubes,  and  ovaries.  The  cervix 
was  normal  to  examination  and  cytological 
studies  of  a vaginal  smear  revealed  no 
evidence  of  malignancy.  Chest  X-ray  was 
negative.  Routine  blood  studies  reveal- 
ed normal  red  and  white  blood  counts, 
hemoglobin,  and  differential  counts.  Rou- 
tine urinalyses  were  normal.  An  examina- 
tion for  Bence-Jones  protein  was  negative. 
A urine  Sulkowitch  Test  showed  a “fine 
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FIGURE  1 (Case  1) 

Showing  the  diffuse  osteoporosis  of  the  vertebrae, 
the  so-called  “fish  vertebrae”. 


white  precipitate”  indicative  of  slightly 
increased  calcium  excretion.  Sternal  punc- 
ture disclosed  essentially  normal  bone  mar- 
row. Blood  chemistry  determinations  re- 
vealed normal  serum  calcium,  phosphorus, 
alkaline  and  acid  phosphatase,  pH,  CO^, 
and  NPN.  The  serum  protein  values  and 
the  A G ratio  were  normal.  The  basal  me- 
tabolic rate  was  normal.  A gastro-intesti- 
nal  X-ray  series  and  an  intravenous  pyelo- 
gram  study  revealed  no  abnormality. 

Thus,  studies  failed  to  reveal  a source 
of  metastasis,  hyperparathyroidism,  blood 
dyscrasia,  renal  disease,  or  hyperthyroi- 
dism. The  patient’s  age  discredited  senile 
osteoporosis.  She  was  begun  accordingly 
on  hormone  therapy  with  the  assumption 
that  her  condition  was  due  to  deficiency 


FIGURE  2 (Case  1) 

Zhowing  the  recent  compression  fracture  of  the 
third  lumbar  vertebra. 


of  estrogenic  hormone  secondary  to  sur- 
gical menopause.  The  schedule  of  treat- 
ment following  Dr.  Fuller  Albright  was  as 
follows:  diethylstilbestrol,  two  milligrams 
daily  for  five  weeks  on  and  one  week  off, 
continued  indefinitely;  methyl  testoste- 
rone linguets,  ten  milligrams  daily  dis- 
solved under  the  tongue  for  forty  days. 

After  one  week  in  the  hospital  the  pa- 
tient got  out  of  bed  without  permission 
and  went  into  the  shower  room  where  she 
slipped  but  did  not  fall.  She  noted  an  im- 
mediate recurrence  of  acute  back  pain. 
Repeat  X-rays  of  the  lumbar  spine  reveal- 
ed another  compression  fracture  of  the 
third  lumbar  vertebra  this  time.  After 
this  episode  a light  plaster  body  cast  was 
applied  with  the  patient  in  hyperextension. 


82 


BOLETIN  DE  LA  ASOCIACION  MEDICA  DE  PUERTO  RICO 


at  once.  After  six  weeks  of  immobilization 
the  plaster  cast  was  replaced  by  a lumbar 
brace,  and  spinal  flexion  was  begun.  After 
another  six  weeks  the  brace  was  discarded, 
and  more  progressive  spinal  flexion  was 
encouraged. 

Five  months  after  injury  the  patient 
is  symptom-free  so  far  as  her  spine  is  con- 
cerned. She  can  touch  her  toes  and  carries 
on  her  normal  daily  activities.  Follow-up 
X-ray  studies  reveal  definite  though  slight 
decrease  in  her  generalized  osteoporosis, 
and  the  fracture  sites  are  healed.  Repeat 
laboratory  studies  are  unchanged  except 
that  the  Sulkowitch  Test  has  become  ne- 
gative. 

Case  2.  A sixty-five-year-old,  Puerto 
Rican  housewife  was  admitted  to  Rodri- 
guez General  Hospital  with  a complaint  of 
low  back  pain  and  inability  to  stand.  Her 
symptoms  were  of  eight  days  duration. 
The  family  history  was  non-contributory. 
Her  past  history  revealed  that  eighteen 
years  previously  she  had  undergone  an 
operation  for  intestinal  obstruction  and 
had  had  an  uncomplicated  post-operative 
course.  Eight  days  prior  to  admission, 
while  bending  over  to  remove  something 
from  a table,  she  noted  the  sudden  onset 
of  acute,  non-radiating,  stabbing  pain  in 
the  midline  of  the  lower  lumbar  region. 
She  was  unable  to  straighten  up  and  had 
to  be  carried  to  her  bed.  Later  she  noted 
radiation  of  the  pain  to  the  left  flank  and 
left  upper  quadrant  of  the  abdomen,  but 
at  no  time  was  there  radiation  of  pain  into 
the  legs.  There  were  no  other  symptoms 
referable  to  the  extremities. 

Following  the  onset  of  her  sudden  back 
pain  the  patient  developed  a severe  obsti- 
pation of  six  days  duration.  This  symptom 
as  well  as  her  upper  abdominal  pain  led 
to  her  admission  into  the  hospital.  It  was 
suspected  that  she  might  be  suffering 
from  recurrent  intestinal  obstruction.  Phy- 


sical examination  and  gastro-intestinal 
X-ray  studies  failed  to  disclose  obstruction. 
There  was  tenderness,  spasm,  and  limita- 
tion of  motion  of  the  lumbar  spine  local- 
ized to  the  fifth  lumbar  vertebra.  There 
was  also  prominence  of  the  spinal  proces- 
ses of  the  eleventh  thoracic  vertebra  with 
moderate  dorsal  kyphosis.  There  were  bi- 
lateral senile  cataracts  and  a superficial 
erosion  of  the  cervix  uteri,  which  the  gy- 
necological consultant  did  not  feel  was  im- 
portant. There  were  no  other  positive  phy- 
sical findings.  X-ray  studies,  including  a 
complete  skeletal  survey,  revealed  general- 
ized osteoporosis  most  marked  in  the  spine, 
an  old  compression  fracture  of  the  ele- 
venth thoracic  vertebra,  and  a cupping  of 
the  superior  articular  surface  of  the  fifth 


FIGURE  3 (Case  2) 


Showing  compression  fracture  of  the  eleventh 
thoracic  vertebra-  and  “ballooned  discs’’  of  the 
lumbar  vertebrae. 
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FIGURE  4 (Case  2) 


j riiowing-  pronounced  degree  of  dorsal  kyphosis  so 
I common  in  these  patients. 

lumbar  vertebra  representing  an  expansion 
of  the  intervertebral  disc  into  the  body  of 
the  vertebra.  X-ray  studies  of  the  skull 
were  entirely  negative. 

The  routine  laboratory  studies  revealed 
a red  blood  cell  count  of  4.1  million,  hemo- 
globin of  13.5  grams,  a white  blood  cell 
count  of  6,900  with  56  neutrophiles,  43 
lymphocytes,  and  1 basophil.  The  urina- 
I lysis  was  normal.  The  serum  calcium  was 
I 11.5  mg.  per  cent,  the  phosphorus  was 
3.8  mg.  per  cent,  and  the  alkaline  phos- 
phatase 6.96  Bodansky  units.  Quantitative 
urine  calcium  and  phosphorus  excretion 
■ for  twenty-four  hours  were  0.1  gm.  and  3.2 
I gms.  respectively.  A urinalysis  for  Bence- 
! Jones  protein  was  negative. 

' Treatment  consisted  of  three  weeks  of 


FIGURE  5 (Case  2) 


Showing  osteoporosis  and  “ballooned  discs”  of 
the  lumbar  vertebrae. 

bed  rest  and  physiotherapy.  No  plaster 
cast  or  back  brace  was  employed.  Recovery 
was  excellent,  and  patient’s  symptoms 
completely  subsided.  Hormonal  therapy 
has  not  been  instituted  but  will  be  tried 
later. 

COMMENT 

From  time  to  time  various  theories  in- 
cluding dietary  deficiencies,  gastric  achlor- 
hydria, and  repeated  pregnancies  have 
been  suggested  as  the  causative  factor  of 
senile  or  postmenopausal  osteoporosis. 
Most  of  these  hypotheses  have  been  dis- 
carded in  favor  of  the  one  given  by  Fuller 
Albright  and  his  associates,'  who  feel  that 
the  decrease  in  estrogen  production  asso- 
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ciated  with  the  postmenopausal  period  is 
the  etiological  factor  in  this  condition. 
These  workers  base  their  conclusions  on 
the  fact  that  there  is  a striking  retention 
of  phosphorus  and  calcium  when  estroge- 
nic substances  are  administered  to  these 
patients.  They  also  feel  that  estrogenic 
therapy  arrests  further  osteoporosis. 

Certain  basic  concepts  should  be  re- 
viewed to  understand  the  nature  of  osteo- 
porosis. The  adult  skeleton  is  composed 
of  an  organic  matrix  called  osteoid  into 
which  is  deposited  a calcium-phosphate- 
carbonate  salt  called  dahlite.-  The  bony 
trabeculae  are  extensive,  and  their  sur- 
faces are  subject  to  two  continuous  pro- 
cesses, bone  formation,  which  is  a function 
of  the  osteoblasts,  and  bone  resorption, 
which  is  a function  of  the  osteoclasts. 
Bony  substance  may  be  inadequate  either 
because  resorption  is  too  great  or  deposi- 
tion is  too  little.  If  the  osteoclasts  become 
overactive  such  as  occurs  in  hyperparathy- 
roidism, bone  resorption  proceeds  more 
rapidly  than  bone  deposition  and  the  con- 
dition known  as  osteitis  fibrosa  generali- 
sata  results.  Decreased  bone  formation 
may  take  place  if  there  is  a disturbance  of 
osteoblastic  function  so  that  insufficient 
osseous  matrix  is  laid  down.  It  may  also 
occur  if  the  osseous  matrix  though  laid 
down  normally  is  improperly  calcified.  The 
clinical  state  associated  with  the  former 
condition  is  osteoporosis;  that  associateo 
with  the  latter,  is  osteomalacia.  It  is  ge- 
nerally believed  that  the  osteoblasts  manu- 
facture phosphatase,  the  enzyme  thought 
to  bring  about  an  increase  in  phosphate 
ions  at  the  bone  forming  surfaces  by  split- 
ting off  inorganic  phosphate  from  organic 
phosphate  compounds. 

The  stresses  and  strains  of  daily  life 
are  also  believed  to  have  a strong  stimula- 
ting effect  on  osteoblastic  action.  Prolon- 
ged inactivity,  especially  that  associated 


with  immobilization  in  a plaster  cast  de- 
creases this  stimulus  and  results  in  osteo- 
porosis. 

Since  the  basic  fault  in  postmenopausal 
osteoporosis  is  really  a failure  of  osteo- 
blasts to  lay  down  sufficient  osteoid  ma- 
trix and  not  a derangement  in  calcium  and 
phosphorus  metabolism,  it  is  not  unexpect- 
ed that  the  serum  calcium,  phosphorus 
and  phosphatase  levels  are  normal  — a 
fact  which  serves  to  differentiate  post- 
menopausal osteoporosis  from  certain 
other  skeletal  diseases  characterized  by  de- 
calcification. Because  osteoclastic  resoi'p- 
tion  in  postmenopausal  osteoporosis  is 
unimpaired,  the  calcium  and  phosphorus 
set  free  and  ordinarily  reutilized  in  bone 
formation  through  redeposition  in  osseous 
matrix  is  excreted  in  the  urine  in  increased 
amounts.  There  is  insufficient  bone  mati’Ix 
to  utilize  it.  In  time,  with  the  progressive 
demineralization  of  the  skeleton  less  cal- 
cium and  phosphorus  are  available  for  re- 
sorption and  the  urinary  excretion  of  these 
dements  returns  to  normal. 

Although  postmenopausal  osteoporosis 
is  generalized,  it  has  a predilection  for  Ihe 
spine  and  pelvis.  Except  in  severe  cases, 
the  long  bones  are  not  involved.  In  such 
instances  fractures  of  the  femoral  neck 
may  occur.  The  skull  is  very  rarely  invol- 
ved, an  important  point  in  differentiating 
this  condition  from  other  diseases  produ- 
cing osteoporosis. 

So  far  as  the  pathological  changes  in 
this  condition  are  concerned,  the  careful 
studies  of  the  German  pathologist  Schmor] 
are  the  most  authoritative.  Black,  Ghorm- 
ly,  and  Camp  of  the  Mayo  Clinic'*  publish- 
ed a comprehensive  paper  on  senile  osteo- 
porosis in  1941.  Much  of  the  following  dis- 
cussion on  the  pathological  changes  in  os- 
teoporosis is  taken  from  their  work,  which 
includes  a presentation  of  Schmorl’s  find- 
ings. The  condition  is  most  evident  in  the 


POSTMENOPAUSAL  OSTEOPOROSIS  — KEHOE  AND  HAGAN 


85 


vertebral  bodies  where  the  trabeculae 
of  the  spongy  bone  is  primarily 
involved.  There  is  thinning  of  the 
cortical  bone  and  enlargement  of  the  mar- 
row spaces  and  medullary  cavity.  The  in- 
dividual trabeculae  are  thinner  and  fewer 
than  normal,  and  their  surfaces  are 
smooth.  As  the  condition  progresses,  the 
weakened  trabecular  system  can  no  longer 
sustain  the  two  forces  exerted  against  it; 
namely,  the  weight  of  the  body  itself  plus 
the  internal  pressure  of  the  intervertebral 
discs.  As  a result  the  central  portions  of 
vertebral  bod'es  collapse  causing  expansion 
of  the  intervertebral  discs.  X-ray  films 
ehow  these  narrowed  decalcified  vertebral 
bodies  likened  by  Schmorl  to  “fish  verte- 
brae”. Herniation  of  the  nucleus  pulposus 
through  cracks  and  fissures  in  the  cartila- 
ginous end  plates  of  the  vertebrae  give 
rise  to  the  so-called  “Schmorl’s  nodes”. 
Vertebral  bodies  may  collapse  at  their  an- 
terior portions  either  spontaneously  or 
following  mild  degrees  of  trauma  and 
cause  true  compression  fractures.  The  dor- 
sal kyphosis  seen  in  older  patients  is  a 
consequence  of  such  occurrence.  Since  the 
intervertebral  discs  of  the  lower  thoracic 
and  lumbar  regions  maintain  their  expan- 
sibility longer  than  those  in  the  upper 
thoracic  region,  the  so-called  “ballooned 
discs”  are  more  often  seen  in  these  re- 
gions. 

As  might  be  expected,  the  disease  af- 
fects elderly  individuals,  particularly  wo- 
men in  their  middle  fifties  or  early  six- 
ties. The  patients  usually  present  classic- 
al signs  of  senility  with  atrophy,  wrink- 
ling, stooping,  round  shoulders,  and  ema- 
ciation. In  younger  women  the  condition 
usually  follows  artificial  menopause. 

The  disease  may  or  may  not  produce 
symptoms  depending  on  the  severity  of 
the  bone  changes.  It  may  be  discovered 
during  a routine  examination  for  some 


other  condition.  Frequently,  however, 
there  will  be  weakness,  fatigue,  nervous- 
ness, and  dull  aching  of  the  back,  parti- 
cularly the  lower  thoracic  and  lumbar  por- 
tions. The  symptoms  may  be  no  more 
marked  than  these,  but  occasionally  as  a 
result  of  lifting,  bending,  a trivial  fail 
(one  of  our  patients  slipped  in  the  bath- 
loom,  the  other  bent  over  to  take  some- 
thing from  a table) , or  a sudden  jolt,  one 
or  more  of  the  fragile,  decalcified  verte- 
brae gives  way  and  collapses.  The  patient 
experiences  a sudden  “bolt”  of  acute,  fre- 
quently agonizingly,  severe  pain  in  her 
back  which  compels  her  to  take  to  her  bed 
for  a few  days  or  several  weeks.  There- 
after some  degree  of  backache  is  almost 
constant,  and  a sudden  twist  or  turn,  a 
sneezing  spell,  a bout  of  coughing,  or  even 
a change  of  weather  is  likely  to  precipi- 
tate severe  shock-like  pain  projected  along 
one  or  more  nerve  trunks.  As  a conse- 
quence, a multitude  of  referred  pains  may 
result  and  give  rise  to  confusing  visceral 
symptoms. 

In  the  differential  diagnosis  of  post- 
menopausal osteoporosis,  one  must  con- 
sider the  various  skeletal  diseases  charac- 
terized by  general  decalcification. ■*  First 
among  these  is  hyperparathyroidism.  In 
this  condition  the  osteoporosis  is  charac- 
terized by  a granular  miliary  appearance. 
The  skull  is  almost  routinely  involved,  and 
there  is  cystic  involvement  of  the  long 
bones;  the  serum  calcium  is  elevated  and 
the  phosphorus  lowered.  The  alkaline  phos- 
phatase value  is  markedly  increased.  In 
senile  osteoporosis,  on  the  other  hand,  tne 
osteoporosis  is  homogenous  without  cys- 
tic formation,  and  the  skull  is  not  invol- 
ved. The  calcium  phosphorus  and  phospha- 
tase values  are  all  usually  normal. 

Hyperthyroidism  of  long  duration  may 
at  times  cause  an  osteoporosis  similar  to 
senile  osteoporosis  due  to  long  continued 
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excretion  of  increased  amounts  of  calcium 
and  phosphorus  per  bowel  and  kidney. 
However,  the  elevation  of  the  basal  meta- 
bolic rate  and  the  classical  signs  of  toxic 
goiter  usually  are  sufficiently  marked  to 
eliminate  confusion. 

Pituitary  basophilism  and  adrenal  tu- 
mors may  cause  severe  osteoporosis,  but 
the  hirsutism,  obesity,  youth  of  the  pa- 
tient, purplish  abdominal  striae,  hyperten- 
sion, and  primary  and  secondary  sexual 
aberrations  which  accompany  these  con- 
ditions serve  to  differentiate  them  from 
postmenopausal  osteoporosis. 

Metastatic  malignant  lesions  may  give 
an  osteoporotic  appearance  to  the  spine, 
but  they  present  usually  no  diagnostic  dif- 
ficulties since  usually  there  are  also  local- 
ized areas  of  destruction  in  the  flat  bones. 
Multiple  myeloma  quite  frequently  in- 
volves the  spine  causing  osteoporosis  and 
collapse  of  the  vertebral  bodies.  However, 
the  localized  areas  of  destruction  in  the 
ribs  and  pelvis,  the  typical  punched  out 
areas  of  involvement  in  the  skull,  the  pre- 
sence of  Bence-Jones  proteinuria,  and  the 
hyperproteinemia  are  all  so  typical  of  mul- 
tiple myeloma  that  diagnosis  is  seldom  dif- 
ficult. The  pain  caused  by  myelomatous 
lesions  is  more  severe  than  that  caused  by 
osteoporosis  and  persists  even  in  recum- 
bency. The  pain  of  postmenopausal  osteo- 
porosis is  relieved  by  bed  rest. 

Rheumatoid  arthritis  involving  the 
spine,  particularly  that  seen  in  the  early 
stages  of  Marie  Strumpell’s  disease,  may 
cause  considerable  osteoporosis.  However, 
the  involvement  of  other  joints  particular- 
ly the  sacro-iliacs  and  the  characteristic 
history  and  the  physical  findings  should 
serve  to  differentiate  this  condition  from 
postmenopausal  osteoporosis. 

Osteomalacia,  which  is  due  to  insuffi- 
cient intake  of  calcium  phosphorus  or  Vi- 
tamin D or  to  insufficient  absorption  of 


these  compounds  from  the  gastro-intesti- 
nal  tract  for  any  one  of  a variety  of  rea- 
sons, may  present  X-ray  evidence  of  os- 
teoporosis indistinguishable  from  that  as- 
sociated with  the  postmenopausal  period. 
However,  the  age  of  the  patient,  the  great- 
er tendency  for  involvement  of  the  long 
bones,  the  occurrence  of  pseudofractures, 
the  frequent  marked  distortion  of  the 
bony  pelvis,  and  a history  of  improper 
nutrition  should  serve  to  avoid  confusing 
the  two  conditions. 

The  treatment  of  postmenopausal  os- 
teoporosis is  still  far  from  satisfactory. 
Until  Dr.  Fuller  Albright’s  work^'  - which 
demonstrated  quite  clearly  that  the  disease 
is  due  to  the  decrease  in  estrogenic  pro- 
duction following  the  menopause  and  that 
treatment  with  estrogenic  hormones  can 
at  least  arrest  the  progressive  demineral- 
ization, the  usual  plan  of  treatment  was 
to  give  a diet  high  in  calcium  and  phos- 
phorus and  with  large  doses  of  Vitamin 
D.  This  diet  contained  at  least  1 gm.  of 
calcium  per  day  preferably  in  the  form  of 
milk,  cheese,  and  eggs.  Ten  to  fifty  thou- 
sand units  of  Vitamin  D per  day  in  the 
form  of  a concentrate  or  as  cod  liver  oil 
were  given.  In  some  cases  this  treatment 
seemed  to  be  satisfactory.  Of  seventy-two 
cases  treated  by  this  regime  at  the  Mayo 
Clinic  by  Black,  Ghormley,  and  Camp,® 
50%  improved,  although  the  X-ray  ap- 
pearance showed  no  change  even  after 
twenty-nine  months.  Albright®  recom- 
mended diethylstilbestrol  in  doses  of  2 
to  5 milligrams  daily  and  methyl  testos- 
terone linguets  10  milligrams  daily  for 
forty  days  or  longer  if  no  hirsutism  or 
voice  changes  are  noted.  According  to  Al- 
bright, although  the  diet  should  be  ade- 
quate, containing  sufficient  minerals,  vita- 
mins, and  calcium,  it  is  probably  unneces- 
sary to  give  calcium  salts  to  these  patients. 
Relief  of  pain  is  best  obtained  by  bed  rest. 
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If  there  is  collapse  of  vertebrae  necessi- 
tating application  of  a plaster  cast,  it 
should  be  remembered  that  prolonged  im- 
mobilization may  cause  osteoporosis  of  di- 
suse and  accentuated  the  already  existing 
disease.  For  this  reason  a light  brace  to 
the  back  is  preferred  to  plaster.  Heat  and 
massage  help  to  relieve  pain  and  to  re- 
lax muscle  spasm.  Treatment  with  estro- 
gens and  testosterone  can  at  least  arrest 
the  progress  of  the  demineralization,  but 
actual  recalcification  is  difficult  to 
achieve.  It  should  be  stressed  that  the 
most  painstaking  studies  should  be  car- 
ried out  to  rule  out  malignancy  before 
initiating  estrogenic  therapy.  These  hor- 
monal substances  have  a markedly  stimu- 
lating effect  on  malignant  cell  growth. 


SUMMARY 

Two  cases  of  postmenopausal  osteopo- 
rosis with  complicating  compression  frac- 
tures of  the  vertebral  bodies  were  pre- 
sented. A short  review  of  the  literature 
on  this  type  of  osteoporosis  was  given. 
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THE  PHYSICIAN’S  ROLE  IN  DISEASE  AND  CAUSE 
OF  DEATH  CLASSIFICATION 

1.  M.  MORIYAMA,  PH.  D.- 


There  seems  to  be  a tendency  of  those 
in  the  medical  profession  to  manifest  pe- 
culiar allergic  symptoms  whenever  sta- 
tistics are  mentioned.  Yet,  the  physician 
probably  uses  or  refers  to  a statistic  al- 
most daily  in  his  practice  even  though  he 
may  not  be  actually  aware  of  it.  How 
often  have  you  thought  in  terms  of  the 
number  of  new  cases  of  enteric  diseases 
you  saw  this  week  or  last?  Of  malaria,  tu- 
berculosis, and  of  acute  upper  respiratory 
infections?  Of  the  number  of  immuniza- 
tions given?  Of  the  number  of  cases  you 
referred  to  or  admitted  to  the  hospital 
yesterday  or  the  day  before?  These  are  all 
statistics  even  though  they  need  to  be 
summarized  to  bring  out  their  full  sig- 
nificance. 

Before  undertaking  an  operation  the 
surgeon  carefully  weighs  the  chances  of 
success  or  the  possibility  of  failure  of  the 
particular  operative  procedure  which  he 
is  anticipating.  The  chances  of  a success- 
ful operation  are,  say,  8 out  of  10.  How 
did  he  arrive  at  this  conclusion?  The 
knowledge  gained  from  his  experience,  and 
possibly  from  that  of  others,  indicated  that 
out  of  all  the  cases  in  which  this  parti- 
cular surgical  technique  was  used,  about 
8 out  of  10  cases  were  successful.  The  sur- 
geon was  actually  assessing  the  probabil- 
ity of  success  or  failure  which  is  one  of 
the  basic  statistical  concepts. 

The  interpretation  of  a statistic  re- 
quires the  knowledge  of  the  conditions 
under  which  the  statistic  was  compiled. 
For  example,  the  medical  research  worker 

* Chief,  Mortality  Analysis  Section  National  Office 

of  Vital  Statistics  Public  Health  Service,  Wash- 
ington 25,  D.  C. 


would  hardly  care  to  come  to  any  final 
conclusion  about  the  efficacy  of  a new 
drug  after  performing  the  experiment  on 
only  one  or  two  laboratory  animals.  He 
carefully  plans  a controlled  experiment 
and  by  statistical  methods,  determines 
how  many  animals  he  must  use  to  rule  out 
the  factor  of  chance  producing  a particu- 
lar result.  By  the  same  token,  the  general 
practitioner  would  not  come  to  a definite 
conclusion  that  an  epidemic  was  in  pro- 
gress even  if  the  first  two  patients  he 
saw  this  morning  had  come  down  with 
an  epidemic  disease.  On  the  other  hand 
the  Health  Department  could  determine 
whether  or  not  there  was  an  undue  inci- 
dence of  the  epidemic  disease  from  a 
statistical  study  of  an  aggregation  of  re- 
ports made  by  individual  physicians. 

The  statistics  which  are  collected  by  the 
Health  Department  are  important,  not 
only  as  a storm  warning  of  approaching 
epidemics  but  as  a measure  of  the  magni- 
tude of  public  health  problems,  and  as  a 
yardstick  in  measuring  health  progress. 
Community  health  is  the  business  of  the 
Health  Department  but  it  is  not  unreason- 
able for  the  public  to  expect  the  physician 
to  be  familiar  with  the  various  health  prob- 
lems of  his  community.  The  Department 
of  Health  can,  and  will,  serve  the  physi- 
cian by  providing  him  with  whatever  sta- 
tistical information  it  has  at  hand  on  com- 
munity health  problems.  It  is  of  interest 
to  note  that  the  use  of  such  information 
by  the  physician  completes  a cycle  because 
the  physician  is  the  source  of  much  of  the 
basic  data  that  go  into  public  health  sta- 
tistics. 
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As  first-line  producers  of  statistics, 
you  may  be  interested  in  the  several  im- 
portant international  developments  that 
took  place  this  year  on  problems  of  statis- 
tical classification  of  diseases  and  causes 
of  death.  The  most  important  of  these  is 
the  adoption  of  the  International  Statisti- 
cal Classification  of  Diseases,  Injuries,  and 
Causes  of  Death.  This  statistical  classifi- 
cation is  a revision  of  the  previous  Inter- 
national Lists  of  Causes  of  Death  but  it 
represents  a sweeping  change  to  provide 
for  the  classification  of  causes  of  illness 
as  well  as  causes  of  death. 

The  development  and  adoption  of  a 
single  list  for  the  classification  of  causes 
of  morbidity  and  causes  of  mortality  has 
been  heralded  as  a major  advance  in  di- 
sease classification.  It  is  the  culmination 
of  efforts  in  the  relatively  long  history  of 
disease  classification  for  statistical  purpo- 
ses which  goes  back  to  the  time  of  William 
Farr  about  a hundred  years  ago.  In  terms 
of  an  international  classification,  the  new 
list  is  the  Sixth  Decennial  Revision  of  the 
International  List  of  Causes  of  Death 
since  the  adoption  of  the  first  Internatio- 
nal List  in  1899. 

The  use  of  this  new  classification  by  its 
member  nations  has  been  prescribed  in 
World  Health  Organization  Regulations 
No.  I adopted  by  the  First  World  Health 
Assembly  in  Geneva  on  July,  1948.  Inci- 
dentally, the  Regulations  of  the  World 
Health  Organization  are  as  binding  as 
any  International  Law  or  Convention.  The 
action  of  the  World  Health  Assembly  was 
taken  upon  the  recommendation  of  the 
International  Conference  for  the  Sixth 
Decennial  Revision  of  the  International 
Lists  of  Diseases  and  Causes  of  Death 
which  met  in  Paris  from  April  26  to  30, 
1948,  and  of  the  Expert  Committee  of  the 
Interim  Commission  of  the  World  Health 


Organization  which  did  much  of  the  pre- 
paratory work  for  the  revision.  It  is  sig- 
nificant that  the  very  first  regulations  is- 
sued by  the  World  Health  Assembly 
should  recognize  “the  importance  of  en- 
suring as  far  as  possible  the  uniformity 
and  comparability  of  statistics  of  diseases 
and  causes  of  death.” 

The  new  International  Statistical  Clas- 
sification of  Diseases,  Injuries  and  Causes 
of  Death  fills  a great  need  for  a suitable 
list  for  the  uniform  classification  of  cau- 
ses of  morbidity.  This  is  the  first  time 
that  a satisfactory  morbidity  list  has  been 
adopted  internationally,  and  makes  pos- 
sible compilation  of  morbidity  statistics 
that  will  be  comparable  from  hospital  to 
hospital,  from  clinic  to  clinic,  and  from 
health  department  to  health  department, 
nationally  and  internationally.  Health  sur- 
veys, insurance  plans  and  research  studies 
will  also  benefit  greatly  from  the  use  of 
this  new  classification  scheme.  It  is  ex- 
pected that  this  statistical  tool  will  be 
highly  instrumental  in  stimulating  the 
study  of  causes  of  illness  from  informa- 
tion already  available  on  hospital  records, 
from  medical  care  plans,  and  from  other 
sources  of  medical  information. 

Although  the  new  statistical  classifica- 
tion retains  the  general  structure  of  the 
International  List  of  Causes  of  Death, 
there  has  been  considerable  expansion  in 
the  number  of  rubrics  in  the  list.  The  new 
classification  consists  of  a list  of  610  ca- 
tegories of  diseases  and  morbid  conditions 
plus  153  categories  for  classification  of  the 
external  causes  of  injury,  and  189  catego- 
ries for  characterization  of  injuries  ac- 
cording to  the  nature  of  the  injury.  This 
number  may  be  contrasted  to  the  450  some 
odd  categories  of  the  1938  revision  of  the 
International  List  of  Causes  of  Death. 

The  World  Health  Organization  will 
publish  the  new  classification  under  the 
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title  “Manual  of  the  International  Statis- 
tical Classification  of  Diseases,  Injuries, 
and  Causes  of  Death.”  The  Manual  con- 
sists of  two  volumes  and  will  be  available 
in  English,  French  and  Spanish.  Volume 
I will  contain,  in  addition  to  the  Introduc- 
tion, the  List  of  Categories  and  Tabular 
List  of  Inclusion  Terms,  a section  on  me- 
dical certification,  a section  on  rules  for 
c assification  and  special  lists  for  tabula- 
tion purposes.  Volume  II  will  be  a com- 
prehensive alphabetical  index  of  diagnoses 
ard  conditions.  For  the  first  time,  the  En- 
glish-speaking countries  of  the  World  will 
use  the  same  manual  which  will  be  a furth- 
er aid  to  international  comparability  of 
statistics.  It  is  expected  that  the  English 
edition  will  be  ready  for  distribution  in 
January.  With  respect  to  the  Spanish  edi- 
tion, the  International  Conference  passed 
a resolution  urging  the  World  Health  Or 
ganization  to  make  provisions  for  translat- 
ing and  publishing  the  Manual  in  Spanish 
as  soon  as  possible. 

The  adoption  of  a uniform  classification 
does  not  lead  to  complete  comparability  of 
cause- of-death  statistics.  Aside  from  the 
questions  resulting  from  differences  in 
medical  practice  in  various  areas,  the  prin- 
cipal obstacle  to  international  comparabil- 
ity has  been  the  differences  in  procedure 
for  classifying  the  main  cause  of  death  to 
be  tabulated  when  two  or  more  conditions 
are  jointly  reported  on  the  medical  certi- 
ficate of  death. 

Pearl (*)  has  stated  that  “philosophical- 
ly considered,  a true  determination  of  the 
“cause  of  death”  is  in  most  cases  an  ex- 
traordinarily difficult  matter  as  any  stu- 
dent of  pathology  knows.  This  difficulty 
may  be  illustrated  by  an  example  of  a wo- 
man with  cancer  of  the  breast  who  is  ope- 

*  Pearl,  Raymond:  Introduction  to  Medical  Biome- 
try and  Statistics,  p.  64,  W.  B.  Saunders  Co., 

1940. 


rated  on  with  the  hope  of  arresting  or 
curing  the  disease.  The  operative  proce- 
dure is  successful  but  she  develops  post 
operative  pneumonia  and  dies.  Now  if  the 
woman  had  not  had  the  cancer  and  had 
therefore  not  been  operated  on  for  its  re- 
lief, this  train  of  circumstances  would  not 
have  got  under  way.  This  view  plainly 
suggests  that  cancer  is  fundamentally  the 
cause  of  this  death.  But,  on  the  other 
hand,  if  she  had  not  been  operated  on. 
even  though  sne  still  had  the  cancer,  she 
would  not  have  died  when  she  did,  but  at 
some  later  date.  This  view  tends  to  make 
the  operation  the  cause  of  death,  at  least 
at  the  particular  time  and  place  at  which 
it  occurred.  Again,  suppose  she  had  been 
operated  on,  and  had  not  developed  the 
postoperative  pneumonia.  Then  she  mignt 
have  been  permanently  cured  of  the  can- 
cer and  lived  to  a ripe  old  age.  This  view 
truly  makes  the  pneumonia  the  cause  of 
death.  Which  of  the  three  things — cancer, 
operation,  or  pneumonia — is  to  be  charged 
as  the  cause  of  death  depends  upon  the 
point  of  view,  or,  put  in  another  way, 
upon  what  definitions  or  rules  are  set  up 
as  to  what  shall  be  called  the  cause  of 
death.” 

The  present  procedure  in  the  United 
States  for  selecting  the  cause  of  the  death 
to  be  tabulated  involves  the  following  of 
a series  of  fairly  rigid  and  sometimes 
rather  arbitrary  rules.  The  bulk  of  these 
rules  have  been  set  forth  in  tabular  fa- 
shion in  the  Manual  of  Joint  Causes  of 
Death.  These  tables  indicate  the  priority 
of  each  category  with  respect  to  the  others 
in  the  International  List.  To  be  sure,  the 
selection  process  has  been  reduced  to  a 
comparatively  mechanical  procedure,  but 
behind  the  joint-cause  manual  is  an  accu- 
mulation of  years  of  decisions  made  by 
clinicians  on  the  probable  weights  of  dif- 
ferent causes  of  death.  It  must  also  be  re- 
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membered  that  the  task  of  coding  is  usual- 
ly done  by  clerks  and  not  by  clinicians, 
Aside  from  the  impossibility  of  having  a 
battery  of  MDs  sitting  day  after  day  clas- 
sifying causes  of  death,  the  use  of  clerical 
personnel  following  definite  rules  has  the 
outstanding  merit  in  that  it  keeps  the 
number  of  desk-side  diagnoses  down  to  a 
minimum.  Another  important  considera- 
tion is  that  the  rules  make  it  possible  to 
obtain  consistency  in  assignments. 

The  Joint  Cause  Manual,  however,  has 
been  criticized  as  being  too  arbitrary  and 
that  it  did  not  always  reflect  current 
medical  opinion.  Much  of  this  criticism  is 
due  to  the  fact  that  the  joint  cause  tables 
have  not  undergone  major  revision  since 
1914,  although  the  International  List  has 
been  revised  three  times  during  that  period. 
Perhaps  the  most  outstanding  defect  of  the 
Joint  Cause  Manual  is  that  it  cannot  eva- 
luate the  relative  importance  of  a parti- 
cular condition  as  a cause  of  death.  For 
example,  suppose  a patient  has  died  of 
pulmonary  edema  and  there  were  two  con- 
comitant conditions,  aortitis  and  myocar- 
dial infarction.  No  mechanical  procedure 
can  determine  whether  the  pulmonary 
edema  resulted  from  the  aortitis  or  the 
myocardial  infarction.  However,  the  physi- 
cian is  in  a position  to  make  this  determi- 
nation and  thus  report  the  causes  in  such 
a manner  to  describe  the  situation. 

It  was  the  intention  in  1939  to  tabulate 
eventually  the  physicians’  statement  of 
the  underlying  cause  of  death  but  since 
there  was  no  assurance  that  the  causes 
of  death  were  being  reported  in  proper 
sequence,  the  old  rules  were  maintained 
and  every  cause  given  in  the  medical  cer- 
tification was  taken  into  consideration  in 
making  the  joint-cause  selection.  This  pro- 
cedure, unfortunately,  resulted  in  some 
cause-of-death  assignments  that  could  not 
be  justified  on  a medical  basis. 


As  an  outcome  of  the  Revision  Con- 
ference in  April  of  this  year,  it  has  been 
a Bl  eed  internationally  that  the  underlying 
cause  of  death  will  be  tabulated.  The 
underlying  cause  is  the  disease  or  injury 
which  initiated  the  train  of  morbid  events 
leading  directly  to  death.  This  means  that 
the  U.  S.  Manual  of  Joint  Causes  of  Death 
will  be  discharged  in  1949.  In  following  the 
new  international  procedure,  it  is  implicit 
that  the  medical  certification  form  ap 
proved  by  the  International  Revision  Con- 
ference shall  be  used.  The  use  of  such  a 
form  places  the  responsibility  for  indica- 
ting the  train  of  events  on  the  physician 
or  surgeon  signing  the  medical  certificate 
of  death.  It  is  assumed,  and  rightly  so,  that 
the  certifying  medical  practitioner  is  in  a 
better  position  than  any  other  individual 
to  decide  which  of  the  morbid  conditions 
led  directly  to  death  and  to  state  the  ante 
cedent  conditions,  if  any,  which  gave  rise 
to  this  cause.  The  medical  certificate  part 
of  the  revised  standard  death  certificate 
which  substantially  follows  the  Interna- 
tional form  will  be  introduced  in  the  con- 
tinental United  States  and  in  Puerto  Rico 
on  January  1,  1949. 

The  new  procedure  opens  up  great  pos- 
sibilities in  improving  the  quality  of  cause- 
of-death  statistics.  However,  there  are  a 
number  of  problems  to  overcome  before 
good  statistics  are  obtainable.  The  most 
serious  of  these  is  securing  better  quality 
of  medical  certification. 

The  returns  on  the  present  death  cer- 
tificates show  a surprising  range  in  the 
quality  of  medical  returns.  It  is  disconcert- 
ing at  times  to  receive  “medical”  state- 
ments such  as  “insane — did  not  even  know 
he  was  dead”,  “syphilis  due  to  automobile 
accident”,  or  “woke  up  dead”.  Reports  such 
as  these  serve  as  refreshing  pauses  in  the 
routine  of  coding  but  are  not  assuring  in- 
dications of  the  quality  of  cause-of-death 


92 


BOLETIN  DE  LA  ASOCIACION  MEDICA  DE  PUERTO  RICO 


statistics  being  compiled.  Fortunately,  it 
is  not  often  that  we  have  to  deal  with 
such  poor  returns.  On  the  other  hand, 
there  is  always  the  problem  of  obsolete  or 
unacceptable  terminology.  Vague  general 
descriptive  and  ambiguous  terms  are  of  no 
more  value  in  statistics  than  vague  diag- 
noses are  to  physicians. 

Incomplete  reporting  results  in  lack  of 
specificity  in  statistical  information.  An 
incomplete  report  may  omit  one  or  more 
of  the  following:  (a)  type  of  organism 
causing  infectious  diseases  (e.g.,  not  speci- 
fying whether  the  meningitis  was  due  to 
meningococcus  or  to  some  other  organ- 
ism), (b)  omitting  the  anatomical  site  (e 
g.,  reporting  cancer  without  further  speci- 
fication as  to  the  organ  involved,  (c)  omit- 
ting information  on  the  interval  between 
onset  of  disease  and  death,  (d)  omitting 
underlying  causes  of  such  conditions  as 
cerebral  hemorrhage,  pulmonary  hemor- 
rhage, ruptured  aorta,  etc.,  and  (e)  other 
types  of  omissions  or  defects  such  as  re- 
porting cancer  of  various  sites  without 
qualification  as  to  whether  primary  or 
secondary. 

An  inaccurate  report  includes  one  or 
more  of  the  following:  (a)  confusion  bet- 
ween the  direct  and  contributing  causes 
(e.g.,  cancer  of  stomach  reported  as  due 
to  atrophic  arthritis,  due  to  generalized 
arteriosclerosis — the  two  latter  conditions 
should,  if  they  are  to  appear  at  all  on  the 
death  certificate,  be  reported  in  the  space 
provided  for  “other  conditions”,  (b)  im- 
probable cause  order  (e.g.,  measles  due  to 
bronchopneumonia)  and  (c)  improbable 
report  of  interval  between  onset  and  death 


(e.g.,  bronchopneumonia  12  days  due  to 
whooping  cough  7 days.) 

Many  of  these  defects  result  from  lack 
of  attention  to  pertinent  details.  In  the 
past,  failure  to  report  causes  of  death  in 
their  proper  order  did  not  cause  much  dif- 
ficulty in  classification,  but  with  the  new 
procedure  based  upon  the  physician’s  judg- 
ment these  inaccuracies  will  present  many 
problems  that  cannot  be  unravelled  in  a 
statistical  office.  Unless  the  physician  does 
his  part  of  the  job,  the  statistics  of  health 
conditions  in  the  country  will  not  be  com- 
plete an  may  even  be  misleading. 

It  is  recognized  that  physicians  have 
enough  to  do  in  taking  care  of  his  daily 
practice.  Therefore,  vital  statistics  offices 
query  physicians  for  incomplete  or  inac- 
curate returns  only  with  great  reluctance. 
However,  the  vital  statistics  offices  also 
have  a job  to  do.  It  is  apparent  that  a little 
care  given  to  the  proper  completion  of  the 
death  certificate  before  filing  will  elimi- 
nate the  necessity  of  sending  out  queries 
for  additional  information  and  will  save 
the  physician  the  trouble  of  answering 
them.  Both  of  these  steps  are  time-con- 
suming and  are  apt  to  be  source  of  irrita- 
tion. Also,  it  should  not  be  necessary  to 
remind  the  medical  practitioner  of  his  obli- 
gation to  the  decedent’s  family  and  to  the 
community.  Death  certificates  serve  as 
important  personal  documents  and  it  is  in 
the  interest  of  the  physician-family  rela- 
tionship to  have  them  complete  and  ac- 
curate. In  terms  of  community  services, 
the  physician  is  playing  a leading  role  in 
shaping  statistics  to  be  used  in  program, 
planning  for  the  betterment  of  health  and 
welfare  of  the  community. 


SPONGEOMA 
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SPONGEOMA,  THE  LEGACY  OF  A FORGETFUL  SURGEON 


BENIGNO  T.  GONZALEZ,  M.D.* ** 
and 

JULIO  E.  RIVERA  PRATTS,  M.D.-* 


The  following  is  a very  brief  summary 
of  the  case  history  and  findings  of  a pa- 
tient at  the  Aguadilla  District  Hospital. 
It  is  reported  in  the  hope  that  all  those 
doctors  doing  surgery  take  into  account 
the  thousand  pitfalls  and  mistakes  that 
may  occur  if  one  is  not  on  the  alert. 

The  patient  is  a 36  years  old  white 
female  who  has  been  coming  to  the  medi- 
cal clinic  at  the  Aguadilla  District  Hospi- 
tal for  3-1/2  years,  after  having  been  at- 
tended for  a child  delivery  4 years  ago  in 
this  institution.  After  delivery  she  was 
sterilized  (Pomeroy’s  technique)  in  this 
hospital. 

About  4-5  months  after  being  dis- 
charged from  the  hospital  she  began  to 
develop  dyspepsia  which  was  mostly  ex- 
perienced on  an  empty  stomach.  This  dys- 
pepsia was  relieved  by  food.  She  came  to 
the  Aguadilla  Dist.  Hospital  and  was  seen 
at  the  medical  clinic  where  she  was  pres- 
cribed cremalin  and  tr.  belladonna.  She 
made  frequent  visits  to  the  medical  clinic 
and  different  antacids,  sedatives  and  other 
medication  were  given  to  her,  but  with  no 
apparent  success  in  relieving  her  symp- 
toms. 

On  2-8-49  she  was  referred  to  the  Gyn. 
clinic  because  she  said  she  could  “feel 
something’’  in  the  right  lower  quadrant. 
On  examination  we  found  a 36  years  old, 
well,  nourished,  well-developed  white  fe- 
male. The  head  and  neck,  lungs  and  heart 
were  negative.  Abdominal  examination  did 
not  reveal  any  enlargement  of  the  liver, 

* Director  and  Associate  Surgeon,  Aguadilla  Dis- 
trict Hospital. 

**  Junior  Resident  Dept,  of  Obstetrics  and  Gyne- 
cology, Aguadilla  District  Hospital. 


spleen  or  kidneys.  In  the  right  iliac  fossa, 
near  the  midline,  a hard,  round  regular- 
mass  about  the  size  of  a small  orange 
could  be  distinctly  felt.  It  was  slightly 
tender  to  palpation. 

Vaginal  examination  revealed  the  same 
mass  on  the  right  lower  quadrant,  but  we 
could  not  ascertain  at  the  time  whether 
the  mass  really  was  in  the  pelvis  or  in  the 
abdominal  cavity.  It  seemed  to  move  on  a 
pedicle  and  a tentative  diagnosis  of  pedun- 
culated cyst  of  the  right  ovary  was  made. 
It  is  important  to  state  that  questioning 
did  not  bring  forth  any  menstrual  disorder, 
vaginal  discharge  or  any  sign  or  symptom 
related  to  reproductive  organs.  Her  only 
symptom  besides  the  dyspepsia  was  cons- 
tipation ; her  bowels  moving  only  once 
every  4-5  days. 

Laboratory  examinations  revealed  nor- 
mal urine,  blood  count  and  negative  Kahn 
and  Kline.  G.  I.  Series  failed  to  reveal  any 
abnormality  of  the  G.  I.  tract  and  x-rays 
of  the  chest  revealed  normal  heart  and 
lungs. 

On  2-11-49  we  performed  an  explora- 
tory laparotomy  on  this  patient  under 
ether  anesthesia.  A low  median  incision 
was  made.  The  following  were  the  find- 
ings: A few  adhesions  between  the  omen- 
tum and  anterior  peritoneal  wall  were  en- 
countered and  severed,  after  which  we 
gained  free  access  to  the  peritoneal  cavity 
and  pelvic  fossa. 

Abdominal  inspection  revealed  normal 
uterus  and  normal  ovaries.  There  was  a 
mass  attached  to  the  lower  free  end  of  the 
omentum  above  and  the  free  border  of  a 
terminal  loop  of  ileum  below.  The  mass 
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was  about  the  size  of  an  orange,  well- 
encapsulated,  cystic  and  soft  to  the  touch 
and  regular  in  outline.  It  was  firmly  ad- 
herent to  the  bowel  wall,  so  that  it  had  to 
be  patiently  freed  from  the  bowel  to  avoid 
rupturing  this  organ.  The  mass  was  then 
severed  from  its  omental  attachments  and 
saved  for  later  inspection.  The  abdomen 
was  closed  in  layers. 

After  we  had  performed  the  operation 
a number  of  diagnoses  were  promptly 
issued  by  the  staff  members  present. 
These  ranged  from  inflammatory  cyst  to 
lipoma,  fibroma  and  fibrosarcoma. 

When  we  opened  the  cystic  mass  a 
little  amount  of  pus  came  out  and  we  be- 
lieved it  was  a localized  cold  abscess,  but 
we  were  still  on  the  wrong  tract.  Nobody 
had  even  considered  the  true  diagnosis. 
Further  inspection  after  evacuation  of  the 


pus  disclosed  — guess?  — a sponge!!!! 
Maybe  a new  type  of  neoplasm  has  to  be 
included  in  our  present  classification  of 
tumors  — The  SPONGEOMA.  Its  etio- 
logy most  certainly  is  a throwback  to  the 
honor  and  dignity  of  any  operating  room. 

This  case  shows  us  a very  interesting 
lesson  which  should  be  followed  after  the 
performance  of  any  operation,  abdominal 
or  otherwise: 

1 — Ask  for  your  sponge  count. 

2 — Be  sure  that  the  sponge  nurse 
counts  the  sponges  and  gives  you 
right  count. 

3 — Do  not  close  until  every  sponge  is 
accounted  for. 

4 — Only  use  abdominal  towels  or  gauze 
on  a sponge  holder  after  the  perito- 
neal cavity  is  opened. 


NOTAS  EDITORIALES 
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NOTAS  EDITORIALES 
DR.  RAMON  M.  SUAREZ 

El  Boletín  toma  para  si,  y para  la  Aso- 
ciación Médica  de  Puerto  Rico,  el  alto  ho- 
nor conferido  a la  Medicina  de  nuestra  Is- 
la con  el  nombramiento  de  miembro  activo 
de  la  Asociación  de  Médicos  Americanos 
(Association  of  American  Physicians)  otor- 
gado a nuestro  colaborador  y amigo  el  Dr. 
Ramón  M.  Suárez.  La  Asociación  de  Médi- 
cos Americanos,  constituida  exclusivamen- 
te por  250  miembros,  es  la  sociedad  pro- 
fesional más  distinguida  del  país  y sus 
miembros  son  los  representantes  más  al- 
tos de  las  Ciencias  Médicas. 

Su  elección,  llevada  a cabo  en  la  prime- 
ra votación  siguiente  a la  proposición  de 
su  nombre,  es  además  de  un  honor  perso- 
nal la  distinción  más  honrosa  recaída  so- 
bre la  clase  médica  de  Puerto  Rico.  En 
1931  este  Boletín,  con  motivo  del  homena- 
.ie  que  le  hicieran  sus  colegas  regionales, 
se  hizo  eco  editorialmente,  de  los  genero- 
sos esfuerzos  y del  tesón  desplegado  por 
el  Dr.  Suárez  para  mantener  y elevar  el 
nivel  científico  y moral  de  la  medicina  en 


Puerto  Rico.  Hoy,  diez  y ocho  años  más 
tarde,  el  Boletín  levanta  su  voz  para  se- 
ñalar la  distinción  que  le  hace  la  Asocia- 
ción de  Médicos  Americanos  por  su  labor 
admirable  en  colocar  la  Medicina  de  Puer- 
to Rico  a la  altura  de  las  mejores.  Si  sus 
colegas  puertorriqueños  vieron  entonces 
con  tanto  acierto  el  significado  de  sus  es- 
fuerzos, las  generaciones  profesionales  ac- 
tuales han  de  sentirse,  como  este  Bole- 
tín y la  Asociación  Médica  de  Puerto  Rico, 
tanto  más  orgullosas  por  el  reconocimien- 
to internacional  de  los  méritos  personales 
de  uno  de  sus  miembros,  como  por  el  sig- 
nificado que  para  la  clase  médica  de  la 
Isla  tiene  el  honor  conferido. 

* Por  dificultades  tipográficas  cine  han  retra- 
sado la  publicación  del  Boletín,  aparece  este  Edi- 
torial en  el  Ni'iin.  3 cuando  de  haberse  mantenido 
la  regularidad  del  mismo  hubiera  aparecido  en  el 
Núm.  5.  (Editor). 
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CURSOS  POSTGRADUADOS 


DR.  DAVID  P.  BARR 

Profesor  de  Medicina  interna.  Escuela  de  Medi- 
cina de  la  Universidad  de  Cornell,  quien  tuvo  a su 
cargo  el  curso  de  medicina  interna. 

En  su  propósito  de  facilitar  a la  ma- 
tricula de  la  Asociación  Médica  de  Puerto 
Rico  el  tomar  cursos  postgraduados,  el  Co- 
mité Cientifico,  que  preside  el  Doctor  Ra- 
món M.  Suárez,  ha  venido  auspiciando  una 
serie  de  cursos  sobre  distintas  materias 
de  interés  para  el  médico  de  práctica  ge- 
neral, y a cargo  de  los  cuales  han  estado 
distinguidos  profesores  del  Continente. 

El  primero  de  estos  cursos,  en  hemato- 
logia,  se  celebró  del  21  al  25  de  febrero,  y 
estuvo  a cargo  del  Doctor  William  Dame- 
shek.  Director  del  Laboratorio  para  Inves- 
tigaciones Hematológicas  del  “Joseph  H. 
Pratt  Diagnostic  Hospital”  de  Boston, 
quien  disertó  sobre  los  siguientes  temas: 

Chemotherapy  of  Lymphoma  and 
Leukemia 
Sickle  Cell  Anemia 
Spleen  and  Hypersplenism 
Hereditary  Hemolytic  Syndromes 


DR.  OWEN  H.  WANGENSTEEN 

Profesor  de  Cirugía,  Escuela,  de  Medicina  de  la 
Universidad  de  Minnesota,  quien  tendrá  a su  car- 
go el  curso  de  cirugía  general. 

Anemia  in  general 
Acquired  Hemolytic  anemia 

El  segundo  curso,  en  medicina  inter- 
na, estuvo  a cargo  del  Doctor  David  P. 
Barr,  profesor  de  medicina  en  la  Escuela 
de  Medicina  de  la  Universidad  de  Cornell, 
y se  celebró  del  14  al  18  de  marzo,  siendo 
los  temas  discutidos  los  siguientes: 

The  Management  of  Thyrotoxicosis 
Diseases  of  the  Adrenal  Glands 
The  Pathogenesis  of  Hypertension 
Psychosomatic  Relationships  in  Cli- 
nical Medicine 

The  Clinical  Use  of  Aureomycin  and 
Chloromycetin 
The  Making  of  a Diagnosis 

El  tercero  de  estos  cursos  se  celebrará 
durante  la  semana  del  11  al  14  de  abril. 
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y estará  a cargo  del  mismo  el  Doctor  Owen 
H.  Wangensteen,  quien  desempeña  la  cá- 
tedra de  cirugía  general  en  la  Escuela  de 
Medicina  de  la  Universidad  de  Minnesota 
desde  el  1930.  El  Doctor  Wangensteen  di- 
sertará sobre  los  siguientes  temas: 

El  problema  de  la  obstrucción  intes- 
tinal 

Estudios  sobre  úlcera  péptica 

Estudios  sobre  la  etiología  de  la  apen- 
dicitis  aguda 


Tratamiento  quirúrgico  de  las  malig- 
nidades del  trayecto  alimenticio 

Importancia  de  un  diagnóstico  tem- 
prano en  el  tratamiento  del  cáncer 
visceral 

Consideraciones  diagnósticas  en  el  re- 
conocimiento de  trastornos  abdomi- 
nales agudos 

Tratamiento  pre  y postoperatorio 
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REVISTA  DE  LIBROS 


SUGGESTION  AND  HYPNOSIS  MADE 
PRACTICAL,  by  Samuel  Kahn,  M.D.,  Ph. 
1).  Meador  Publishing  Company,  Boston, 
1945,  pp.  200. 

Este  librito  de  doscientas  páginas  cons- 
ta de  una  Introducción  en  la  que  el  autor 
expone  sus  ideas  de  cómo  actúa  el  fenó- 
meno de  la  sugestión  en  la  vida  cotidiana ; 
una  corta  “Historia  del  Hipnotismo  y de  la 
Sugestión” ; media  docena  de  capítulos  so- 
bre diversos  aspectos  y aplicaciones  de  la 
sugestión;  un  capítulo  acerca  de  los  rumo- 
res y la  propaganda,  una  bibliografía  con 
151  títulos  y un  índice  alfabético  de  ma- 
terias. La  obrita  es  uno  de  tantos  intentos 
lecientes  de  llevar  al  gran  público  — in- 
cluso al  médico  a quien  se  le  dedica  un  ca- 
pítulo — información  sobre  los  fenómenos 
de  sugestión  e hipnosis.  Aunque  el  estilo 
es  fácil  y ameno,  en  su  deseo  de  abarcar 
mucho  con  mucha  sencillez  y brevedad,  el 
autor  hace  afirmaciones  que  son  discuti- 
bles y el  conjunto  resulta  bastante  abiga- 
rrado. 

El  interés  científico  en  el  hipnotismo, 
especialmente  en  sus  aplicaciones  terapéu- 
ticas, se  ha  intensificado  recientemente 
como  parte  del  afán  que  hay  en  desarrollar 
métodos  efectivos  de  psicoterapia  de  corta 
duración.  Al  médico  que  sienta  interés — 
o aún  simple  curiosidad — por  obtener  in- 
formación seria  y fidedigna  acerca  de  la 
labor  científica  que  se  está  realizando  en 
ese  campo,  le  recomendamos  la  monografía 
de  los  doctores  Margaret  Brenman  y 
Morton  M.  Gill,  de  la  Fundación  Menninger 
(HYPNOTHERAPY  - A SURVEY  OF 
THE  LITERATURE,  International  Uni- 
versity Press,  New  York,  1947),  y el  libro 
por  LeCron  y Bordeaux  “HYPNOTISM 
TODAY”,  Gruñe  & Stratton,  1947). 

Dr.  Luis  Manuel  Morales 


TECHNIQUE  OF  TREATMENT  FOR 
THE  CEREBRAL  PALSY  CHILD,  by 
Paula  F.  Egel;  The  C.  V.  Mosby  Company, 
1948. 

Este  es  un  manual  de  tratamiento  del 
niño  que  ha  tenido  daño  al  cerebro  y pa- 
rálisis muscular.  Es  un  libro  principalmen- 
te escrito  para  los  técnicos  fisioterapistas, 
pero  es  bueno  para  ser  leído  y estudiado 
por  los  pediatras  ortopedas,  y otras  perso- 
nas que  tienen  que  atender  niños  afectados 
por  esta  enfermedad.  El  niño  que  padece 
de  “Cerebral  Palsy”  es  un  lisiado  y es  jus- 
to que  pensemos  rehabilitar  su  personali- 
dad, y reeducar  sus  músculos  para  conver- 
tirlo en  un  ser  útil  y feliz. 

“Cerebral  Palsy”  fué  reconocido  por  el 
Dr.  William  John  Little  en  el  año  1862  y 
¡a  enfermedad  se  conoció  desde  entonces 
como  la  enfermedad  de  Little.  Sin  embargo 
Little  solamente  incluyó  los  casos  espásti- 
eos  en  su  descripción.  Ahora  el  término 
“Cerebral  Palsy”  es  más  amplio  e incluye 
cinco  tipos  generales:  espástico,  atetoide, 
tremor,  atáxico  y rigidez. 

La  Srta.  Egel  describe  en  este  libro  to- 
dos los  pasos  necesarios  del  método  Phelps 
para  el  tratamiento  de  la  persona  afectada 
por  daño  al  cerebro.  Se  incluye  una  clasifi- 
cación de  “Cerebral  Palsy”,  discusión  de 
la  personalidad  del  enfermo,  los  propó- 
sitos del  tratamiento,  pruebas  para  diag- 
nóstico de  los  músculos  afectados.  Las  fa- 
ses del  tratamiento,  son  llamadas  por  el 
Dr.  Phelps  modalidades  e incluye  quince  de 
estas  en  el  tratamiento,  siendo  todas  am- 
pliamente descritas  por  la  Srta.  Egel  e ilus- 
tradas con  fotografías. 

La  necesidad  de  personas  entrenadas 
en  esta  clase  de  terapia  especializada  es 
discutida  y la  organización  de  un  departa- 
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mentó  de  niños  es  descrita  en  el  apéndice. 
Se  incluye  lista  detallada  de  aparatos  y ma- 
teriales necesarios  en  esta  clase  de  trata- 
miento. 

Dr.  J.  Basora-Defilló 

TOBACCOISM,  by  John  Harvey  Kellogg, 
M.D.  LL.D.,  F.A.C.S.,  The  Good  Health 
Publishing  Co.,  Mich.,  1946. 

This  book  by  John  Harvey  Kellog  just 


came  into  the  limelights  due  to  the  recent 
editorial  of  the  Journal  of  the  A.M.A. 
praising  the  use  of  cigarettes.  Tobaccoism 
is  a compilation  of  facts  and  theories  on 
the  ill  effects  of  the  use  of  tobacco.  That, 
it  does  quite  well.  It  is  easy  to  read  and 
should  be  read  by  all  physicians  because 
its  subject  matter  is  a topic  of  daily  con- 
troversy. 

Dr.  S.  Torruellas 
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Every  living  set  of  quadruplets 
born  in  the  U,  S»  since  1936 
has  been  fed  Evaporated  Milk 


iiXTOGETHER  ten  sets  of  quadruplets  have 
been  born  since  that  date,  in  which  all  babies 
have  lived.  In  each  of  these  cases  the  physician  ia 
charge  has  approved  an  evaporated  milk  formula. 

Five  of  these  sets  are  thriving  on  Pet  Milk, 
taking  it  either  from  nursing  bottle  or  cup.  Al- 
though these  famous  children  range  in  age  from 
infancy  to  twelve  years.  Pet  Milk  has  been  their 
continuous  milk  supply.  Sturdy,  splendidly  de- 
veloped children,  they  are  impressive  proof  of 
the  fact  that  babies  need  never  be  weaned  from 
evaporated  milk. 

The  highly  successful  use  of  Pet  Milk  in 
these  difficult  multiple-birth  cases  is  of  interest 
to  the  physician  engaged  in  the  feeding  and  care 
of  children.  It  is  good  assurance  of  the  suitability 
of  this  extraordinary  form  of  milk  for  the  infants 
and  children  under  your  care. 

PET  MILK  COMPANY,  1472-C  Arcade  Bldg.,  St.  Louis  1,  Mo. 


Ló  dejmos  a 
la  decisión  de 
los  que  saben... 


En  cuanto  a recetarlo,  esto  lo  dejamos  en 
manos  de  los  que  saben  — es  decir  de  los 
señores  Médicos.  Lo  que  nosotros  hacemos 
es  elaborar  un  producto  de  tan  buena  cali- 
dad, que  al  necesitarse  un  alimento  especial 
de  esta  índole,  el  Doctor  gustosamente  re- 
cetará Hemo  Borden’s. 


Porque  Hemo  es  un  bebida  alimenticia  sana, 
fortificada  con  cantidades  apreciables  de 
vitaminas  y minerales.  Además  Hemo  tiene 
un  delicioso  sabor  a chocolate.  Hemo  se 
anuncia  a base  de  lo  que  realmente  es  — un 
exquisito  complemento  alimenticio— tomado 
caliente  o frío. 


NOTA:  La  Tabla  que  presentamos  al  pie,  muest'n  de  una  manera  clara  y fácil  el  contenido  vitamínico  y 
de  minerales  de  Hemo  comparado  con  los  requerimientos  mínimos  diarios  del  adulto,  de  dichos  elementos. 


HEMO  COMPARADO  CON  LAS  NECESIDADES 
MINIMAS  DIARIAS  DEL  ADULTO 


Vitamina  A 
Vitamina  Bi 
Vitamina  BoíG) 
Vitamina  D 
Niacinamida 
Hierro 
Calcio 
Fósforo 


Requerimientos 
Mínimos  Diarios 
de  los  Adultos* 

4000  Unid.  Int. 
333  Unid.  Int. 

2 miligramos 

400  Unid.  Int. 

★ ★ 

1 0 miligramos 
750  miligramos 
750  miligramos 


1 Va  onzas  ó 38 
gramos  de  Hemo  en 
polvo  (2  porciones) 

4000 
333 
2 

400 

1 0 mgms. 
14.7 
376 
288 


2 porciones  de  Hemo 
en  2 vasos  de  a 8 onzas 
(240  c.c.)  de  leche 

4900 

400 

3 

410 

10.3  mgms. 
15.7 
950 
750 


I 


I 


*Según  han  sido  establecidos  por  el  Administrador  Federal  de  Seguri- 
dad bajo  la  autoridad  de  la  Ley  Federal  de  Alimentos  y Drogas  de 
los  Estados  Unidos. 

**Los  requerimientos  mínimos  diarios  del  adulto  aun  no  deFinitiva- 
mente  establecidos. 
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VARIOS  DATOS  INTERESANTES 
ACERCA  DE  BIOLAC . . . 


El  Alimento  Infantil  Completo 

ÜIOLAC  BS  LBCHB  PURA,  desecada,  modificada  y 
enriquecida  de  tai  modo,  que  suple  una  fór- 
mula equilibrada. 

Contiene  las  cantidades  requeridas  de  todas  las 
vitaminas  y los  minerales  de  la  leche  humana.  ¡Y 
es  tan  fácil  de  preparar— sólo  hay  que  mezclarlo 
con  agua! 

Además,  Bíolac,  en  su  lata  cerrada  al  vacío,  se 
conserva  indefinidamente.  Después  de  abierta  la 
lata,  se  puede  conservar,  bien  tapada,  por  varios 
días  en  un  sitio  fresco  y seco  sin  refrigeración. 

Quizás,  la  razón  principal  por  la  cual  tantos  mé- 
dicos están  prescribiendo  Bíolac  sea  por  las  venta- 
jas que  ofrece. 

1*  Fácil  de  prescribir.  El  médico  puede  confiar 
en  que  la  criatura  alimentada  con  Bíolac  recibe 
los  requerimientos  completos  de  las  vitaminas 
A,  Bi,  Ba  y D;  calcio,  hierro  y fósforo;  carbohi- 
drato, proteína,  y grasa*.  Y por  la  absoluta 
sencillez  con  que  se  prepara  una  fórmula,  el 
médico  tendrá  la  satisfacción  de  saber  que  la 


posibilidad  de  cometer  errores  al  mezclar  y 
medir,  se  reducirá  a un  mínimo. 

2.  Fácil  de  preparar.  ¡Bíolac  se  mide  con  la  cu- 
chara que  trae  cada  lata,  se  mezcla  con  agua 
pura  y la  fórmula  está  lista!  La  leche  de  la  cual 
se  elabora  Bíolac  viene  de  vacas  escogidas, 
sometidas  a la  prueba  tuberculina. 

3.  Fácil  de  digerir.  A Bíolac  se  le  ha  aumentado 
la  lactosa,  el  azúcar  natural  de  la  leche  hu- 
mana. Esto  ayuda  a establecer  la  acidez  normal 
intestinal,  y a utilizar  el  calcio  en  el  desarrollo 
del  niño.  Los  glóbulos  de  grasa  en  Bíolac  se 
reducen  y se  homogeneizan  para  que  se  aseme- 
jen a los  de  la  leche  humana.  La  proteína  se 
ajusta  de  modo  que  sea  más  fácil  de  digerir,  y 
menos  alergénica  que  la  de  la  leche  de  vaca. 

Usted  encontrará  — como  les  ha  sucedido 
a muchos  médicos— que  Bíolac  se  puede  reco- 
mendar con  entera  confianza.  Bíolac  es  un  ali- 
mento equilibrado,  que  gusta  a las  criaturas. 

•Nótese  que,  ni  la  leche  de  vaca  ni  la  humana, 
suplen  cantidades  suficientes  de  la  vitamina  C,  la 
que  deberá  darse  al  niño  a su  debido  tiempo. 


Bíolac 

THE  BORDEN  COMPANY 

S50  Madison  Ave.,  New  York  17,  N.Y. 

Biolac  es  leche  pura  de  vaca, 
modificada.  Sencillamente  s« 
mezcla  con  ama  pura  paim 
obtener  una  formula  infenríl 
eemUbrMU. 


Distribuidores  para  Puerto  Rico 
FELIX  A.  RODRIGUEZ 
Sajcrado  Corazón  602 
Sunturce,  Puerto  Rico 


Eliminate 

infection  ^ 

WOUNDS  ULCERS 

LESIONS  FISSURES 

ABSCESSES  CYSTS 

by  simple  topical  application 


Glycerite  of  Hydrogen  Peroxide  ipc 

stable,  long-acting,  non-selective, 
bactericidal  solution  . . . 

. . . Possesses  the  mechanical  advantages  of  liquid 
and  ointment  types  of  medication  . . . 

. . . Hygroscopic,  penetrates  into  and 

draws  plasma  from  deeper  parts  of  wounds, 
washing  particulate  matter  to  the  surface  . . . 

. . . Aids  granulation  of  healthy  tissue  and 
speeds  healing  processes  . . . 

. . . Non-toxic,  non  irritating,  non-sensitizing  . . . 
Apply  full  strength  as  frequently  as  desired. 


GLYCERITE  OF  HYDROGEN  PEROXIDE  ifi. 


CONSTITUENTS: 

W Hydrogen  peroxide  (90%)  V 

' 2.5%  ■ 

8-Hydroxyquinoline  0.1% 
Especially  prepared  glycerol 

Lqs.  ad.  120cc. 

Supplied  in  four-ounce  ^ 

bottles 


Snie^nationai  pharmaceutical  corporation 

132  Newbury  Street,  Boston  16,  Massachusetts 


Bibliography : 

New  Eng.  J.  Med.  234:468,  1946. 

J.  Invest.  Derm.  8:11,  1947. 

Annals  of  Allergy  4:33,  1946. 

Science  105:312,  1947. 

J.  Bacteriology  Vol.  53,  June,  1947. 

Literature  on  request. 
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Los  CHICLES  SULPATIASOL 
JUAITS  son  un  producto  de  los 


No  hay  por  qué.  La  experiencia  médica  ha  dado 
su  aprobación  al  sulfatiasol  en  chicles  masticables 
de  250  mgs.  Los  CHICLES  SULFATIASOL 
JUAITS  son  la  quimioterapia  local  preferida 
para  el  tratamiento  de  las  infecciones  'de  la 
mucosa  oral  y faríngea.  Son  susceptibles  a la 
acción  de  los  compuestos  sulfamidados. 

Los  CHICLES  Stn-FATIASOL  JUAITS  son 
de  sabor  agradable,  fáciles  de  administrar  y 
fácilmente  tolerados.  No  tienen  efectos  des» 
favorables.  Dosis  1 o 2 chicles  masticados  de 
media  a una  hora,  cuatro  a seis  veces  diarias. 


Todas  las  farmacias  de  alguna  importancia  tienen 
en  existencia  los  CHICLES  SULFATIASOL 
JUAITS.  Sólo  pueden  obtenerse  con  receta.  Se 
facilitan  muestras  e impresos  a los  médicos. 

CHICLES 

SULFATIASOL 

JUAITS 


¿Temor  de  infección 
postoperatoria  oral 
y faríngea? 


FABRICANTES  DE  PRODUCTOS  FARMACEUTICOS 


• • • 


DIAKREa  infantil,  AiWlBlASIS,  COLITIS,  DI- 
SENTERIA Y OTROS  ESTADOS  DIARRLICOS 

por  ol  cambio  de  la  FLORA  INTESTINAL  al 
bonelicioto  LACTOBACILO  ACIDOFILO 


T R I LACTIC 

con  LACTOSA,  CALCIO  y FOSFORO 


Muchos  trastornos  colónicos  están  asociados  con  ausencia  o defi- 
ciencia de  L.  acidófilo,  por  lo  cual  TRILACTIC  contribuye  a devol- 
ver la  normalidad  en  el  estado  intestinal  al  acelerar  la  formación 
de  flora  acidófila  en  grado  predominante. 

TRILACTIC  * es  una  forma  polimolecular  de  ácido  láctico,  que 
se  disuelve  con  lentitud,  especialmente  preparada  para  crear  un  pK 
en  el  colon  que  sea  favorable  al  desarrollo  de  flora  acidófila.  La 
fórmula  de  TRILACTIC  incluye  lactosa — carbohidrato  nutritivo  ideal 
¡)ara  el  L.  acidófilo  ...  y calcio  y fósforo  que  son  esenciales  para  el 
desarrollo  normal  de  flora  acidófila. 

Por  tanto,  la  acción  de  TRILACTIC  es  combatir  la  bacteria  hostil 
y la  infección  y promover  el  desarrollo  del  beneficioso  L.  acidófilo. 

Sencillo,  seguro,  en  armonía  con  la  fisiología  normal.  De  valor 
por  sí  solo  combinado  con  otra  terapia  específica. 


Literatura  y muestras,  a solicitud  de  los  señores  médicos. 

• Marcn  Hegrlfitrada  Of.  Pat.  de  K.P.A. 


(PROFESSIONAL 
21  Hvdsea  Street 
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PELEGRINA  Y LLOREN  S,  INC. 

P.  O.  Box  3631.  San  Juan.  P.  R. 


A los  Señores  Médicos 
de  San  Juan  y Santurce 

Nos  permitimos  recordarles  que  en  caso  de  urgencia  los  se- 
ñores médicos  que  necesiten  del  servicio  de  nuestras  farmacias 
en  San  Juan  o en  Santurce,  durante  las  altas  horas  de  la  noche, 
pueden  llamar  personalmente  a los  encargados  de  dichas  farma- 
cias, al  teléfono,  como  sigue: 

Para  servicios  en  San  Juan:  2-6544 

Para  servicios  en  Santurce:  2-7002  2-6831 

Los  señores  médicos  pueden  tener  la  seguridad  de  que  serán 
inmediatamente  atendidos  en  dichos  casos  de  necesidad. 

No  se  atenderán,  sin  embargo,  llamadas  hechas  por  personas 
particulares  que  no  puedan  usar  el  debido  discernimiento  sobre 
la  urgencia  o necesidad  de  las  llamadas. 

FARMACIA  BLANCO,  INC. 

(San  Juan  - Santurce) 


^ 

. . . toda  una  noche  de  sueño 

para  el  paciente  que  sufre  de  . . . 

ASMA  BRONQUIAL  - FIEBRE  DE  HENO  - URTICARIA 

Los  síntomas  nocturnos  de  muchos  trastornos  alérgicos  se  controlan  con  éxito  con: 

LUASMIN 

CAPSULAS  y TABLETAS  CON  RECUBRIMIENTO  ENTERICO 

(para  acción  rápida)  (para  acción  retardada) 

Una  cápsula  de  LUASMIN,  administrada  cuando  se  requiera,  y suplementada  con  una 
tableta  con  recubrimiento  entérico,  hará  posible  que  casi  cualquier  paciente  pueda  go- 
zar de  los  beneficios  de  toda  una  noche  de  sueño,  reduciendo  así  a su  mínimo  la  ten- 
dencia a que  recurran  los  síntomas  el  día  siguiente. 

Cada  cápsula  o cada  tableta  con  recubrimiento  entérico  contiene: 

Acetato  sódico  de  teof ilina  (3  granos)  192  mg. 

Sulfato  de  efedrina  (V2  grano)  32  mg. 

Fenobarbital  sódico  (V^  grano;  32  mg. 

También  hay  cápsulas  y tabletas  de  media  fórmula  para  niños  o para  adultos  cuyos 
síntomas  sean  leves. 

Sírvase  solicitar  literatura  descriptiva  y muestras  profesionales. 

BREWER  & CO.,  Worcester,  Mass.,  EE.UU. 

Químicos  Farmacéuticos  desde  1852 

^ ■ > 
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CLINICA 

FONT  MARTELO 

Humacao,  P.  R. 

Instituto  Oftálmico 

DE  PUERTO  RICO 

San  Juan,  P.  R. 

INSTITUCION  FUNDADA  EN 

EL  AÑO  1936 

FUNDADO  EN  EL  AÑO  1937 

Dr.  R.  Mejía  Ruíz 

Director 

Ores.  Luis  J.  y Ricardo  Fernández 



\ 
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Clínica  Betonces 

Clínica  Dr.  Perea 

Mayagüez,  P.  R. 

Mayagüez,  P.  R. 

INSTITUCION  FUNDADA 

EN  EL  AÑO  1934 

INSTITUCION  FUNDADA 

EN  EL  AÑO  1908 

Dr.  José  F.  González 

Director 

Dres.  Nelson,  Luis  y 

Augusto  Perea 

\ 

THE  NEW  YORK  POLYCLINIC 

ESCUEI.A  I)E  MEDICINA  Y HOSPITAL 
(Orgranizada  en  1881) 

La  Primera  Institución  Médica  de  América  para  Postgraduados 


PARA  EL, 

Cirujano  General 

Cureo  combinado  que  comprende:  cirugía  ge- 
lógica,  ginecología  y urológica.  A8Í§tencia  a con- 
neral,  c.  traumática,  c abdominal,  gastro-entero- 
ferencias,  presencia  a operaciones,  examen  pre- 
operatorio y post-operatorio  de  enfermos  así  como 
un  curso  ulterior  en  las  salas.  Patología,  radio- 
logía, fisioterapia.  Demostraciones  en  el  cadáver 
sobre  anatomía  quirúrgica,  cirugía  torácica,  anes- 
tesia regional.  Cirugía  operatoria  y ginecológica 
en  el  cadáver. 

Ojos,  Oídos,  Nariz  y Garganta 

Curso  combinado  completo  de  un  año  acadé- 
mico (9  meses).  C onsiste  de  asistencia  a clínicas, 
prensencia  en  operaciones,  conferencias,  demostra- 
ciones de  casos  y demostraciones  en  el  cadáver; 
operaciones  de  ojos,  oídos,  nariz  y garganta  en 
el  cadáver;  disecciones  del  cuello  y la  cabeza 
(cadáver) ; demostraciones  clínicas  y en  el  cadá- 
ver sobre  broncoscopía  cirugía  de  la  laringe  y 
cirugía  facial;  refracciones;  roentgenología;  pa- 
tología, bacteriología;  y embriología;  fisiología; 
neuro-anatomía ; anestesia ; fisioterapia ; alergia ; 
examen  pre-operatorio  y post-operatorio  de  pa- 
cientes en  las  salas  y clínicas.  También  cursos 
cortos  de  repaso  (3  meses). 


Obstetricia  y Ginecología 

Un  curso  completo.  En  Obstetricia:  conferen- 
cia; clínica  prenatal;  presencia  a partos  norma- 
les y operatorios;  operatoria  obstétrica  (mani- 
quí). 

En  Ginecología:  conferencias;  exploración  clí- 
nica; presencia  de  operaciones;  examen  pre-ope- 
ratorio de  pacientes;  clínica  post-operatoria  de 
las  pacientes  en  las  salas. 

Patología  obtétrica  y ginecológica ; anestesia 
regional  (en  cadáver).  Asistencia  conferencias  en 
Obstetricia  y Ginecología. 


Proctología  y 
Gastroenterología 

Curso  combinado  que  comprende  asistencia  a 
clínicas  y conferencias;  instrucción  en  exámenes, 
diganóstico  y tratamiento;  presencia  en  opera- 
ciones; visita  a las  salas  de  enfermos;  demostra- 
ción de  casos;  patología;  radiología;  anatomía 
proctología  operatoria  en  el  cadáver. 


PARA  INFORMES  DIRIGIRSE  A 

MEDICAL  EXECUTIVE  OFFICER:  345  West  50th  St.,  New  York  City 


^ ^ 



CLINICA  QUIRURGICA 

Clínica  Dr.  Susoni 

DR.  PILA 

Arecibo,  P.  R. 

Ponce,  P.  R. 

INSTITUCION  FUNDADA 

INSTITUCION  FUNDADA 

EN  EL  AÑO  1916 

EN  EL  AÑO  1927 

Dr.  Manuel  de  la  Pila 

Director 

Dr.  Antonio  H.  Susoni 

Director 

' 

' 
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CLINICA  ORIENTE 

HOSPITAL 

Dr.  Maldonado 

Humacao,  P.  R. 

Hato  Rey,  P.  R. 

MEDICINA  Y CIRUGIA 

GENERAL 

Fundada  en  1 933 

Institución  fundada  en  el  1943 

DR.  CESAR  DOMINGUEZ 

Director 

Dr.  Eduardo  D.  Maldonado 

Director 

V J 

N 

HOSPITAL 

CLINICA 

P A V 1 A 

Dr.  M.  Julia,  Inc. 

Santurce,  P.  R. 

Fundada  en  el  año  1925 

ENFERMEDADES  NERVIOSAS 

INSTITUCION  FUNDADA 

Y MENTALES 

EN  EL  1926 

Hato  Rey,  Puerto  Rico 

Dr.  Manuel  Pavía  Fernández 

Dr.  Mario  Julia 

Director 

Director 

V . 

— -A 

Analgésico  — Descongestivo  — 
Atifebril 

Para  el  tratamiento  de 

RESFRIADOS  DE 
PECHO 
BRONQUITIS 
TONSILITIS 
TORCEDURAS 
BURSITIS 
FURUNCULOSIS 

En  tarros  de  57,  114, 

228,  425  y 850  gramos. 

NUMOTIZINE,  INC. 

900  N.  Franklin  St.,  Chicago, 
E.  U.  A. 


Una  aplicación  eficaz  de 
uso  externo  para  el  ali- 
/ vio  del  dolor  y de  la  in- 

^ flamación. 


wonzwf 


segundos 
que  se 
convierten  en 
' MINUTOS 


Cuando  el  desasosiego,  la 
excitación  o la  extrema  fatiga  son 
causas  de  insomnio  los  segundos 
parecen  minutos.  En  estos 

casos  el  sueüo  profundo  puede  ccnciliarse  en  quince 
a veinte  minutos  con  la  administración  de  'Seconai  Sódico'  (Sarbiturato  Propil-metil- 
carbinil-alil  Sódico,  Lilly).  El  efecto  hipnótico  de  este  borbltúrico 
termina  en  menos  de  ocho  horas  y el  paciente  continúa  durmiendo 
sin  ayuda  de  medicamentos  hasia  que  se  despierta  completamente  fresco 
y sin  experimentar  efectos  secundarios.  Entre  les 
barbitúricos  Lilly,  el  'Seconai  Sc.Hico'  es  el  de  acción  mós  rópida  y duración  más  corto. 


El  'Saconal  Sódico'  se  suministra  en  púlvules 
de  0.1  g (No.  240)  y 0.05  g (No.  243). 


ELI  LILLY  PAN-AMERICAN  CORPORATION 
INDIANAPOLIS  ó,  INDIANA,  E.U.A. 


HEALTH 

WOLSOFMtD,.H..^AND 

VOL  XLI  ABRIL,  194! 


B 

ASOCIACION 


OLETIN  = 

DELA 

MEDICA  DE  PUERTO  RICO 

ORGANO  OFICIAL 


PUBLICACION  MENSUAL 

Are.  Fernández  Juncos,  Parada  19. 


Santnrce,  Pnerto  fiieo. 


Entered  as  second  class  matter,  January  21,  1931  at  the  Post  Office  at  San  Juan, 
Puerto  Rico,  under  the  act  of  August  24,  1912. 


Página 


The  Wolff-Parkinson-White  Syndrome  — A Study  of  Six 
Cases,  Ramón  M.  Suárez,  Jr.,  and  Ramón  M.  Suárez, 

M.D.,  Santurce,  P.  R. 101 

Intrathoracic  Extrapleural  Schwannoma  of  the  Chest  Wall- 
Case  Report,  Luis  A.  Passalacqua,  M.D.,  and  Félix  M. 
Reyes,  M.D.,  San  Juan,  P.  R. 113 

Icterus  of  the  Newborn  vdth  Report  of  a Case  of  Congenital 
Tumor  of  the  Ampulla  of  Vater,  J.  Basora-Defilló,  M.D., 
and  Ildefonso  Rivera-Lugo,  M.D.,  Santurce,  P.  R. 118 

Tumor  primitivo  benigno  del  uréter  — Reporte  de  un  caso, 

Abel  González,  Jr.,  M.D.,  Ciudad  Trujillo,  R.D. 125 

Experiences  with  Retro-pubic  Prostatectomy,  Pablo  G.  Cur- 
belo,  M.D.,  San  Juan,  P.  R. 133 


SUSCRIPCION  ANUAL:  TRES  DOLARES 


BOLETIN  D£  U ASOCIACION  illEOICA  DE  PUERTO  RICO 

(Publicación  Oficial  de  la  Asociación  Médica  de  Puerto  Rico) 
Avenida  Fernández  Juncos,  Parada  19 
Santurce,  Puerto  Rico 

DR.  R.  RODRIGUEZ  MOLINA 
Editor  y Administrador 


Editores  Asociados 


DR.  D.  RODRIGUEZ-PEREZ 
DR.  RAMON  LAV ANDERO 
DR.  DWIGHT  SANTIAGO 
DR.  RAFAEL  GIL  RIVERA 
DR.  G.  RUIZ  CESTERO 


DR.  ELI  S.  ROJAS 

DR.  PABLO  G.  CURRELO 

DR.  I.  RIVERA  LUGO 

DR.  LUIS  ORTEGA 

DR.  RICARDO  F.  FERNANDEZ 


El  BOLETIN  DE  LA  ASOCIACION  MEDICA  DE  PUERTO  RICO  es 
el  órgano  oficial  de  la  Asociación  Médica  de  Puerto  Rico.  Se  publica  el  día 
último  de  cada  mes,  constando  cada  volumen  de  12  ediciones. 

Los  trabajos  originales  deben  ser  enviados  al  Editor-en-Jefe,  Apartado 
de  Correos  3866,  Santurce  29,  Puerto  Rico,  o entregarse  directamente  en  la 
Secretaria  de  la  Asociación  Médica,  Avenida  Fernández  Juncos,  Parada  19, 
Santurce,  Puerto  Rico. 

Los  originales  deben  venir  escritos  a máquina,  a doble  espacio. 

Las  citas  bibliográficas  deberán  mencionar,  en  el  siguiente  orden  de 
sucesión:  apellido  del  autor;  iniciales  de  sus  nombres;  título  del  trabajo; 
título  del  periódico  (abreviado);  año;  volumen  y página.  Las  citas  lleva- 
rán un  número  de  acuerdo  a su  orden  de  presentación  en  el  texto  y corres- 
pondiente a la  numeración  colocada  al  final. 

Si  el  artículo  viene  acompañado  de  ilustraciones,  debe  indicarse  en  el 
texto  el  sitio  donde  se  desea  que  sean  éstas  intercaladas.  Al  dorso  d« 
cada  ilustración  debe  hacerse  constar  claramente  el  título  que  deberá 
acompañarla. 

No  se  devuelven  originales.  Los  autores  son  responsables  de  las  opi- 
niones que  emitan  en  sus  artículos.  Ningún  artículo  publicado  en  el  Boletín 
podrá  ser  reproducido  sin  la  previa  autorización  escrita  del  Editor-en-Jcfe. 

Información  en  relación  con  anuncios  será  suplida  a solicitud  en  la  Se- 
cretaría de  la  Asociación.  Todo  material  de  anuncio  estará  sujeto  a la 
aprobación  del  Editor-en-Jefe. 


Tres  Dólares  n Kntered  as  second  class  matter,  Jantisry  21.  1631  st  the  Post  Oítlee 
Suscripción  Anual  I at  S.an  Juan,  Puerto  Rico  under  the  act  of  Aiiirust  24,  1012. 


Dextri-Maltose 

Simple  to  use  . . 


WITH  EVAPORATED  MILK 


OR 

WITH  WHOLE  MILK 


whole  milk 
and  water. 

Heat  until  almost 
boiling  and  stir 
in  Dextri-Maltose. 

Boil  gently 
for  three 
minutes; 

r 

. . . FOR  38  YEARS  COW’S  MILK-DEXTRI-MALTOSE  FORMULAS 
HAVE  BEEN  EMPLOYED  BY  PHYSICIANS  TO  MEET  THE  VARY- 
ING NUTRITIONAL  REQUIREMENTS  OF  SICK  AND  WELL  IN- 
FANTS. MEAD  JOHNSON  & CO.,  EVANSVILLE  21,  IND.,  U.S.A. 

P.  O.  BOX  .'insi  — SAN  JUAN,  P.  R. 


KLIM  simplifica 
la  alimentación 
infantil 


Fórmulas  para  bebés,  que  llenen  los  re- 
quisitos de  la  alimentación  infantil,  se  pueden 
preparar  fácilmente  con  Klim  añadiéndole 
agua  pura  y carbohidrato. 

Klim  es  leche  íntegra  en  polvo  obtenida  de 
vacas  sometidas  a la  prueba  tuberculina.  Sólo 
se  le  ha  extraído  el  agua.  Y sus  ventajas  sim- 
plifican muchos  problemas. 

Klim  es  más  fácil  de  digerir  que  la  leche 
líquida.  Esto  se  debe  al  procedimiento  de 


desecación  por  dispersión  que  reduce  consi- 
derablemente el  tamaño  de  las  partículas  de 
grasa  que  contiene  la  leche  de  vaca. 

Klim  viene  envasada  en  latas  al  vacío.  En 
su  estado  de  pulverización  no  requiere  refri- 
geración y se  licúa  pronto. 

Los  bebés  se  desarrollan  con  esta  leche  tan 
superior.  Es  rica  en  vitaminas  y tiene  las 
cualidades  de  la  mejor  leche.  Por  eso  los 
médicos  recetan  Klim  para  bebés. 


KLIM 

LA  PRBFEMDA 
IN  TODO  EL  MUNDO 


K>45-«l-S 


Para  informes  profesionales  y tablas  de  alimentación  diríjase  a: 

THE  BORDEN  COMPANY,  350  MADISON  AVENUE,  NEW  YORK  17,  N.  Y.,  U.  S.  A. 

Distribuidores  para  Puerto  Rico 

PLAZA  PROVISION  COMPANY,  Fortaleza  104,  San  Juan,  P.  R. 


ORETON-M 


(METHYLTESTOSTERONE  U.S.P.  XIII ) 


tablets 


“TAKE  AT  CONVENIENCE” 


Permitting  medication  by  mouth  and  at  a 
time  convenient  for  the  patient,  Oreton-M* 
Tablets  can  be  relied  on  implicitly  for  full 
hormonal  effect,  because  they  are  the  oral 
equivalentf  of  the  injectable  prepara- 
tion of  the  primary  male  sex  hormone. 


CORPORATION  • BLOOMFIELD,  NEW  JERSEY 

IN  CANADA»  9CHSIIN6C01P01ATI0N  LTD.,  MONTREAL 


Distribuidores 
CESAR  CASTILLO,  INC. 
Tetuán  155,  San  Juan,  P.  R. 


thus  have  the  major  advantage  of  assuring  sus- 
tained therapy  for  patients  of  varied  occupations 
—the  executive  under  pressure  of  time,  the  busi- 
ness man  who  travels,  the  factory  worker  who  can- 
not leave  his  job.  Increased  demand  for  the  male 
sex  hormone  preparations  in  turn  has  recently 
permitted  price  reductions  of  from  35  to  50  per 
cent.  As  a result,  many  more  patients  are  now 
able  to  have  the  benefit  of  continuing  and  effective 
testosterone  therapy  for  hypogonadism,  the  male 
climacteric  and  other  conditions  where  testos- 
terone therapy  is  beneficial. 

PACKAGING:  Oreton-M  (Methyltestosterone 
U.S.P.  XIII)  Tablets  of  10  mg.,  boxes  of  15,  30  and  100. 
Also  tablets  of  25  mg.,  boxes  of  15  and  100. 

fORETON'M  Tablet  2S  mf.  5 mg.  Oreton*  (Teatoiterone 

Propionate  U.S.P.  XIll)  by  injection. 


V 

! 
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ORETON-M 


Dryco  es  tan  nutritiva 

como  la  leche  materna 


Al  sustituir  la  leche  materna  con  leche  de 
vaca,  es  preciso,  señores  médicos,  dar  al  bebé 
una  cantidad  mayor  de  pro  teína  de  leche  de 
vaca. 

Esto  se  debe  a las  deficiencias  proteínicas 
de  la  leche  de  vaca,  comparada  con  la  leche 
materna. 

En  Dryco,  por  lo  tanto,  se  ha  modificado 
el,  volumen  de  proteína  a una  proporción  más 
elevada  que  en  la  leche  de  vaca.  Su  relación 
es  de  2.7  de  proteína  a 1 de  grasa,  mientras 
que  en  la  leche  de  vacá  es  aproximadamente 
igual.  Esto  asegura  al  bebé  normal  una  pro- 
porción óptima  de  proteína  para  un  vigoroso 
y saludable  desarro-Ilo. 

, Otras  semejanzas  en  valor  nutritivo 

Durante  la  elaboración  de  Dryco  se  reducen 
considerablemente  las  partículas  de  grasa, 
haciéndolas  más  asimilables  para  el  bebé. 
Dryco  contiene  amplias  proporciones  de  las 
vitaminas  A,  B^,  B2,  y D.  Dryco  es  bacterio- 


lógicamente segura  y de  composición  uni- 
forme. Dryco  se  disuelve  rápidamente  en 
agua. 

Recete  Dryco.  Es  el  alimento  ideal  para  todos 
los  niños  — los  normales  y aquellos  que  re- 
quieren su  estricta  supervisión. 


Para  información  profesional  y tablas  de  alimcn 
tación  acerca  de  Dryco  d. rífase  a: 

THE  BORDEN  COMPANY, 

' 350  Madison  Avenue, 

New  York  17,  N.  Y.,  U.  S.  A 


Distribuidores  para  Puerto  Rico  : FELIX  A.  RODRIGUEZ 
Sagrado  Corazón  602  — Sant  urce,  P.  R. 


10$  ANGELES 


CALIFORNIA 


Each  Cotcicap  Contolnst 
DICAICIUM  PHOSPHATE  . .290  mg. 

CALCIUM  GLUCONATE 190  mg. 

VITAMIN  D (Irr.  Yeati).  .37$  USP  Units 


encourage 

Palicnt-Doclor  Cooperation 
When  Calcium  Therapy  is  Prescrihed 

Mental  anxiety,  when  induced  by  aversion 
to  prescribed  therapy,  adds  to  the  patient’s 
physical  distress.  Objection  to  calcium 
may  be  overcome  by  substituting  dosage 
in  more  agreeable  form.  CALCICAPS... 
an  easy-to-swallow,  capsule-shaped 
cablet . . . provide  suitable  supplement  for 
young  or  old,  where  diagnosis  reveals  a 
deficiency  in  calcium  and  phosphorus. 

Calciwafers  are  a pleasant  tasting 

wafer  containing  double  the  potency  of 
CALCICAPS. 

Calcicaps  with  Iron  are  especially 

suitable  in  pregnancy,  when  the  need  for 
calcium,  phosphorus  and  iron  increases. 

Calcicaps,  Calciwafers  and 

Calcicaps  with  Iron  contain  an  ade- 
quate amount  of  VITAMIN  D essential 
for  calcium  absorption. 

CALCIWAFERS  Each  wafer  contains; 
Dicalcium  Phosphate  580  mg. 

Calcium  Gluconate  380  mg. 

Vitamin  D 750  USP  Units 

Boxes  of  50  and  250 
CALCICAPS  Each  Calcicap  contains: 
Dicalcium  Phosphate  290  mg. 

Calcium  Gluconate  190  mg. 

Vitamin  D 375  USP  Units 

Bottles  of  100  and  500 

CALCICAPS  with  IROM  Each  Calcicap  with 
Iron  contains: 

Dicalcium  Phosphate  290  mg. 

Calcium  Gluconate  190  mg. 

Ferrous  Gluconate  64  mg. 

Vitamin  D 375  USP  Units 

Bottles  of  100  and  500 


Los  Angeles,  California 


JOAQUIN  BELENDEZ  SOLA,  INC. 
P.  0.  Box  1188,  San  Juan,  P.  R. 


FIEBRE  DEL  HENO 


tres  cualidades  principales 
distinguen  al  ^ 


(Marca  del  Maleato  de  Píranisomina) 

(Maleato  de  N-p-metoxíbencIUN',  N'-dimet¡l-N-a-p¡r¡dÍlet¡lenodíam¡na} 


Las  farmacias  de  su  locali- 
dad tienen  existencias  del 
Neo-Antergan  en  tabletas 
de  25  mg.  y 50  mg.,  en 
cajas  de  100  y en 
frascos  de  1.000. 


1.  EFICACIA— El  Neo-Antergan  ha  proporcionado  alivio 
sintomático  completo  o apreciable  en  el  71  % de  una  serie  de 
más  de  500  casos  de  fiebre  del  heno. 

2.  AMPLIO  MARGEN  TERAPEUTICO-El  Neo-Antergan 
ha  probado  su  eficacia  en  el  alivio  de  síntomas  alérgicos  de 
ciertos  pacientes  que  no  respondían  a otras  medidas  tera- 
péuticas. 

3.  INOCUIDAD— En  una  serie  de  1.500  pacientes,  sólo  fué 
necesario  suspender  el  tratamiento  con  Neo-Antergan  en  un 
3,5%,  aproximadamente,  debido  a los  fastidiosos  efectos 
secundarios. 


EXPORT  CORPORATION^ 


161  Avenue  of  the  Americas,  New  York,  N.  Y.,  U.  S.  A. 


SUBSIDIARIA 


MERCK  & CO..  Inc. 

Rahway,  N.  J.,  U.  S.  A 


Distribuidores — CESAR  CASTILLO,  INC.,  Calle  Tetuan  155,  San  Juan 


INSTRUMENTOS 

PPTICOS 

BAUSCH&LOMB 


El  Queratómetro  de  Bausch  & Lomb 


JE  reconoce  universalmente  el  valor  de 
la  queratometría  en  casos  de  astig- 
mia,  afaquia  o ambliopía.  Sin  embargo 
la  exactitud  de  los  datos  así  averigua- 
dos está  limitada  por  la  exactitud  del 
instrumento  empleado  para  lograrlos.  El 
Queratómetro  de  B&L  mide  objetiva- 
mente la  curvatura  de  la  córnea.  Con 
él  es  fácil  colocar  en  posición  al  pacien- 
te y se  ahorra  tiempo  para  que  éste 
concentre  la  mirada  de  modo  fijo.  Por 
ser  un  instrumento  de  una  sola  posición, 
su  enfoque  resulta  rápido  y exacto.  Sólo 


con  el  Queratómetro  se  puede  obtener 
exactamente  la  medida  de  la  córnea  pa- 
ra ajustar  lentes  de  contacto. 

Agente:  H.  V.  CROSCH  C O. 

Comercio  St.  21  - San  Juan 

BAUSCH  & LOMB 

Optical  Co.  - Rochester,  N.  Y.,  E.U.A. 
Fundada  en  1853 


FOR  "PRESCRIPTION  ACCURACY" 


IN  INFANT  FEEDING 


Doctor: 


WHEN  YOU  PRESCRIBE  Carnation  Evaporated 
Milk  in  an  infant  feeding  formula,  you  can 
be  completely  confident  of  these  qualities: 
Rich,  whole  cow’s  milk,  concentrated  by 
evaporation  to  double  richness,  in  milk  food 
values;  homogenized,  enriched  in  vitamin 
D,  and  sterilized  after  it  is  sealed  in  the  air- 
tight can.  The  safety,  uniformity  and  nutri- 
tional value  of  Carnation  Milk  are  assured 
by  "prescription  accuracy”  at  every  step  of 
its  processing— in  Carnation’s  own  plants 
under  Carnation’s  own  vigilant  supervision. 

That  is  Carnation  quality;  a tradition  now 


almost  fifty  years  old... It  explains  why 
nation-wide  surveys  show  more  babies  are 
fed  on  Carnation  than  on  any  other  brand 
of  evaporated  milk. 

And  it  explains  why  so  many  doctors  rec- 
ommend Carnation  Milk  for  infant  feeding, 
with  confidence.  Every  member  of  Carnation’s 
organization  is  constantly  aware  of  his  re- 
sponsibility to  you,  to  maintain  the  high  Car- 
nation standards  which  have  earned  the  con- 
fidence of  the  medical 
profession  for  almost 
a full  half-century  now. 


Nation-wide  sur» 
veys  show  that 
Carnation  Milk 
is  more  widely 
used  in  infant 
feeding  than  any 
other  brand  of 
evaporated  milk. 


The  Milk  Every  Doctor  Knows 
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pyríbexin 


P Y R I B E X I H 


(Pyridoxine  HCI  Thiamine  Chloride) 
Each  1 cc  contains; 

Vitamin  Bl 50  mg 

Vitamin  B6 50  mg 

VIALS  OF  10  cc 


IROBLEX 


for  use  in  hypochromic  and 
trifional  anemias 


ss  ^ o 

.^V%' 


(Iron  - Liver  - B Complex) 
Each  cc  contains: 

Thiamine  HCl  (Bl)  100. 

Riboflavin  (B2)  0. 

Pyridoxine  HCl  (B6)  1 

NICOTINAMIDE  , 50’ 

IRON  CACODYLATE  10 

LIVER  (10  U.S.P.  UNITS 
PER  CC)  0.; 

Phenol  (As  preservative)  0.5% 

VIALS  OF  10  cc 
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NION  CORPORATION  los  angeles  38,  CALIFORh 

JOAQUIN  BELENDEZ  SOLA,  INC 

P.O.  BOX  1 188,  SAN  JUAN,  PUERTO  RICO 
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0.5 

mg. 

1. 
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50. 

mg. 

10. 

mg. 

0.2 

cc. 

Improved 

Formula 


^ DESNUTRICION. — Por  consistir  casi  enteramente  de  proteína 
(88%),  el  Gasee  resulta  útil  para  enriquecer  la  dieta  del  niño  o 
del  adulto  con  desnutrición  por  insuficiencia  proteica.  Gracias  a 
ser  inodoro  e insaboro,  el  Gasee  no  afecta  ni  el  olor  ni  el  sabor 
del  alimento. 

DIARREA. — El  Gasee  posee  mérito  extraordinario  en  el  trata- 
miento dietético  de  la  diarrea,  lo  mismo  en  el  lactante  amaman- 
tado que  en  el  alimentado  artificialmente.  La  rapidez  con  que  el 
Gasee  ataca  este  común  trastorno  nutritivo,  constituye  un  factor 
importante  para  evitar  la  deshidratación  y el  desgaste  proteico. 

COLICO. — Gon  la  administración  antes  de  cada  mamada  de  15  cc. 
(3  cucharaditas)  de  una  mezcla  de  1)^  gramos  (1  cucharadita 
compacta  rasa)  de  Gasee  y 40  cc.  de  agua,  se  consigue  aliviar  casi 
inmediatamente  el  cólico  en  los  lactantes  amamantados. 

PREMADUREZ, — En  la  alimentación  del  prematuro,  se  han  ob- 
tenido superiores  resultados  con  regímenes  enriquecidos  con  Gasee, 
por  ejemplo : (1)  Olac,  (2)  Alacta-Semidescremada,  Gasee  y Dextro 
Malto,  (3)  leche  de  pecho  y Gasee,  etc. 

ATREPSIA. — El  Gasee  ha  demostrado  también  su  utilidad  en 
casos  de  atrepsia  causados  por  vómito,  diarrea,  o hipoalimentación. 

ENFERMEDAD  CELIACA. — El  Gasee  está  indicado  para  todo 
el  período  del  régimen  trifásico  en  el  tratamiento  de  la  enferme- 
dad celíaca. 


De  venta  en  todas  ¡as  droguerías  y farmacias. 
Muestras  y literatura  a la  disposición  de  los  Sres.  Médicos. 


P.  O.  BOX  3081  — SAN  JUAN,  P.  R. 


four  blood-building  essentials 


in 


one 


EACH  LIAFON  CAPSULE  PROVIDES: 

Desiccated  Liver 0.5  Gm. 

equiv.  2 Gm 
whole  fresh  liver 

Ferrous  sulfate  exsic 0.13  Gm. 

equiv.  38  mg.  elementol  iron 
^ USP  or  0 19  Gm.  ferrous  sulfole 

Ascorbic  Acid  50  mg. 


Folic  Acid 1 .67  mg. 


Bottles  of  25  and  100  Capsules 


for  prompt  and  positive  hemoglobin 
regeneration  and  reticulocyte  response 

Individually,  each  constituent  in  liafon  plays  a 
significant  role  in  the  development  of  the  red 
blood  cell. 

when  iron  alone  is  not  enough  . . . 
simultaneous  administration  of  the  four  blood- 
building essentials  in  liafon  ordinarily  results  in 
an  early  and  striking  improvement  in  the  patient’s 
blood  picture. 

LIAFON  is  specific  for  macrocytic  and/or  micro- 
cytic anemias,  whether  they  occur  singly  or  in 
combination. 


Liafon . . . 
four 

fundamentals 
for  red 
blood  cell 
development 
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Carlos  A.  Sipenc'er,  1813-1881,  primer  constructor 
de  un  Microscopio  Americano. 


El  primer  microscopio  americano,  un  tipo 
médico,  lo  construyó  en  1846  Carlos  A. 
Spencer,  de  Canastota,  Nueva  York,  para  el  Dr. 
C.  R.  Gilman,  del  Colegio  de  Médicos  y Cirujanos. 

Después  de  terminado,  el  microscopio  fué  pro- 
bado por  el  Profesor  J.  W.  Bailey,  de  'West  Point, 
en  a-quel  entonces  uno  de  los  principales  micros- 
copistas  de  América.  Bailey  averiguó  con  asom- 
bro que  podría  revelar  pormenores  que  estaban 
fuera  de  la  resolución  de  su  costoso  microscopio 
europeo. 

Spencer  produjo  un  objetivo  que  fué  el  pri- 
mero de  resolver  las  líneas  de  una  Navícula  sig- 
moidea, uno  de  los  objetos  de  prueba  más  difíciles. 
Este  diátomo  más  tarde  fué  llamado  Navícula 
Spencerii  en  su  honor.  En  junio  de  1851  logró 
producir  lo  que  los  microscopistas  europeos  con- 
sideraban entonces  una  imposibilidad  — un  obje- 
tivo de  1/12”  con  una  abertura  de  178'?  Años 
después,  con  motivo  de  la  Exposición  Internacio- 
nal de  París,  en  1878,  algunos  objetivos  del  hijo 


Herbert  Spencer,  basados  en  las  fórmulas  de  su 
padre,  compitieron  con  los  más  finos  de  Europa 
y se  les  otorgó  la  única  medalla  de  oro  presen- 
tada por  excelencia  en  objetivos  de  microscopio. 

Aquella  clase  de  mano  de  obra  pone  de  ma 
nifiesto  las  normas  perfeccionistas  de  los  Spen 
cer,  padre  e hijo.  Para  ellos,  cada  instrumento 
fué  un  reto  a alcanzar  algo  mejor. 

Hoy,  gran  parte  del  trabajo  rutinario  que  ha- 
cían los  primeros  constructores  de  microscopios 
se  puede  manejar  con  una  eficiencia  y rapidez 
casi  increíbles  por  máquinas,  al  paso  que  mejo- 
ras de  diseño  y métodos  ingeniosos  de  inspección 
aseguran  una  norma  cada  vez  más  creciente  de 
calidad. 

Por  cierto,  el  nombre  Spencer  en  un  instru- 
mento de  precisión  seguirá  reconociéndose  como 
pauta  de  calidad,  y los  instrumentos  Spencer  se- 
guirán satisfaciendo  a los  investigadores  más  exi- 
gentes del  mundo. 
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IN  THE  modern  day  infant  feeding  plan,  where  the  infant  is 
permitted  to  choose  what  he  likes  from  a group  of  foods 
offered,  Lihhy’s  Bahy  Foods  prove  especially  advantageous. 
Through  Libhy’s  exelusive  process  of  homogenization  cellu- 
lose cell  capsules  are  ruptured  and  all  fibrous  material  is 
reduced  to  mieroscopic  particles.  Hence  Libby’s  Baby  Foods 
are  satin-smooth  in  texture,  the  nutrients  are  dispersed  homo- 
geneously throughout  the  food  mass,  and  there  is  no  "sep- 
arating out”  of  the  solids  from  the  liquid.  Libby’s  frequently 
have  been  fed  as  early  as  the  sixth  week  of  life,  conditioning 
the  infant  to  a wide  variety  of  foods. 
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Prunes  • Apple  Sauce  • Apricot-Farina  • Peaches  • Peaches-Pears-Apricots  • Pears 
and  Pineapple  • Prunes  (with  Pineapple  Juice  and  Lemon  Juice)  • Costard  Podding 
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COBIONE*. . . la  Vitamina  Bu  en 
forma  pura,  cristalina . . . 

• eficaz  en  cantidades  de 
microgramos 

® no  produce  efectos  tóxicos 
cuando  se  administra  en  do- 
sis indicadas 

Se  ha  establecido  definitivamente  las 
ventajas  de  la  Vitamina  B12  pura, 
cristalina,  el  agente  contra  la  anemia 
perniciosa  recientemente  aislado  en  los 
Laboratorios  de  Investigación  de 
Merck  & Co.,  Inc. 

Los  estudios  clínicos  demuestran  que 
el  Cobione  produce  un  ascenso  rápido  de 
los  reticulocitcs,  seguido  de  un  aumento 
igualmente  satisfactorio  de  glóbulos 
rojos.  Es  eficaz  en  el  tratamiento  de  la 
anemia  perniciosa,  incluyendo  sus  com- 
plicaciones neurológicas,  cuando  aún  no 
se  han  producido  cambios  patológicos 
irreversibles.  El  Cobione  es  también 
eficaz  en  la  anemia  macrocítica  de  tipo 
nutritivo  y en  el  esprue  tropical  y no 
tropical. 

Gracias  a su  alta  potencia,  se  obtiene 
beneficios  terapéuticos  con  cantidades 
mínimas.  Parece  que  el  Cobione  no  pro- 
duce efecto  tóxico  alguno  cuando  se 
administra  en  las  dosis  indicadas. 

Se  envía  literatura  a solicitud 
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Arthralgen’^-^-  quickly  relieves  joint  and  muscle  pain. 
Rapidly  absorbed  through  the  skin,  its  analgetic-vasodilator 
action  produces  a sensation  of  deep  warmth  and 
relaxation  lasting  several  hours. 
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and  relieves  pain  in  arthralgia,  myalgia,  neuralgia,  sprains, 
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management  of  chronic  arthritis,  especially  in  the  interval 
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En  un  informe  reciente  de  Vilter,  Vilter  y 
Spies  , se  destaca  el  hecho  de  que  el  ácido 
fólico,  administrado  en  dosis  fraccionadas  a 
pacientes  que  padecen  anemia  perniciosa  y 
sprue,  usualmente  mantendrá  el  estado  hema- 
tológico  normal  pero  dejará  de  evitar  la  dege- 
neración de  la  medula  espinal  y de  los  nervios 
periféricos.  Aunque  este  informe  es  de  carác- 
ter preliminar  y necesita  más  amplia  confir- 
mación, parece  evidente  que,  en  cualquier 
caso  de  anemia  macrocítica  donde  se  esperen 
complicaciones  del  sistema  nervioso  central, 
el  tratamiento  debiera  incluir  el  ácido  fólico 
y extracto  hepático.  ^ 


Tres  frascos  de  1 ce.,  15  unidades  por  ce.  de  Ex- 
tracto Hepático  y 5 mg.  de  ácido  fólico  Folvite. 

Frascos  de  10  cc.  y 30  cc.,  1 unidad  por  cc.  de 
Extracto  Hepático  Crudo  y 1 mg.  de  ácido  fólico 
Folvite. 

Frascos  de  10  cc.  y 30  cc.,  2 unidades  por  cc.  de 
Extracto  Hepático  Crudo  y 2 mg.  de  ácido  fólico 
Folvite. 

(1)  Vilter,  C.  F.;  Vilter,  R.  W.,  y Spies,  T.  D.;  Proceedings  of  the  Central  Society  for 
Clinical  Research  19:26  (2  uov.)  194C. 
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Furthermore,  there  is  no  risk  of  producing  alkalosis. 
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induces  unusually  rapid  healing  of  peptic  ulcer. 
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THE  WOLFF-PARKINSON-WHITE  SYNDROME- 


A STUDY  OF  SIX  CASES* 


RAMON  M.  SUAREZ,  JR.  M.D. 
RAMON  M.  SUAREZ,  M.D. 

Santurce,  P.  R. 


One  of  US  reported  (1945)  the  first 
case  of  Wolff-Parkinson-White  syndrome 
encountered  in  a series  of  2,100  electrocar- 
diograms taken  in  Puerto  Ricod  To-day  we 
are  reporting  our  study  and  observations 
in  the  original  case  and  in  five  additional 
cases  found  in  some  4,700  electrocardio- 
graphic records. 

Our  earlier  cases  of  the  syndrome,  in 
conformity  with  most  of  the  cases  re- 
ported, failed  to  show  any  evidence  of 
cardiovascular  disease,  and  the  condition 
was,  therefore,  considered  to  be  of  no  se- 
rious import.  We  have  since  encountered 
cases  in  which  the  syndrome  has  been 
found  associated  with  serious  cardiovas- 
cular disease ; and  the  recent  literature  has 
shown  that  an  occasional  patient  with 
Wolff-Parkinson-White  syndrome  has 
died  during  an  attack  of  paroxysmal 
tachycardia.-’  3,  * 

The  syndrome,  as  is  well  known,  is 
characterized  in  the  electrocardiogram,  by 
a short  P-R  interval  of  0.10  second  or  less, 
and  a wide  QRS  complex  of  0.11  second 
or  longer  with  slurring  of  its  ascending 
limb  and  notching  near  the  summit.  The 

* Read  at  the  annual  meeting  of  the  Medical  As- 
sociation of  Puerto  Rico,  on  December  16,  1948. 


ventricular  complexes  often  resembling" 
those  of  bundle  branch  block.  The  R-T 
period  may  be  depressed  or  elevated,  but 
seldom  assumes  the  full  diphasic  appear- 
ance seen  characteristically  in  ordinary 
bundle  branch  block.  Usually  there  is  a 
tendency  for  the  P-T  interval  (beginning 
of  the  “P”  to  the  end  of  the  “QRSQ”  com- 
plex) to  remain  constant  when  the  normal 
and  abnormal  complexes  are  compared  in 
the  same  person. 

The  criteria  for  the  diagnosis  of  the 
Wolff-Parkinson-White  syndrome,  there- 
fore, may  be  summarized  as  follows: 

(1)  Shortening  of  the  P-R  interval' 
and  prolongation  of  QRS  with  slurring  and 
notching;  (2)  No  clinical  evidence  of  heart 
disease;  (3)  Repeated  attacks  of  palpi- 
tations or  paroxysmal  tachycardia,  and' 
(4)  return  of  the  electrocardiogram  to  nor- 
mal spontaneously,  after  exercise,  or  with 
parasympathetic  depression. 

Although  the  finding  was  occasionally 
mentioned  in  earlier  reports  •’’  the  first 
systematic  study  of  this  peculiar  syndro- 
me was  that  of  Wolff-Parkinson-  and 
White  in  1930.'  Since  that  time  our  con- 
cept of  the  Wolff-Parkinson-White  syn- 
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drome  has  undergone  noticeable  modifica- 
tions. 

In  their  original  publication,  these  au- 
thors reported  a series  of  eleven  cases  of 
short  “P-R,  wide  QRS  syndrome”,  occur- 
ring in  healthy  young  adults  with  attacks 
of  paroxysmal  tachycardia.  They  assum- 
ed that  a true  bundle  branch  block  was 
present,  and  that  vagal  influence  was  lar- 
gely responsible  for  the  mechanism  des- 
cribed ; this  assumption  brought  about  a 
controversy  which  has  continued  ever  sin- 
ce. 

Shortly  after  this,  Wolferth  and  Wood^ 
in  studying  cases  of  this  newly  described 
syndrome,  offered  the  hypothesis  that  an 
accesory  atrioventricular  pathway  existed, 
and  they  considered  this  anomalous  path- 
way the  cause  of  the  electrocardiographic 
abnormalities.  They  believed  that  the  so- 
called  “Bundle  of  Kent”,  a neuro-muscular 
structure  bridging  the  auriculoventricular 
groove  at  the  right  lateral  border  of  the 
heart,  connecting  the  right  auricle  and  the 
right  ventricle,  was  probably  the  anoma- 
lous pathway  in  cases  of  Wolff-Pai'kinson- 
White  syndrome. 

Later,  various  other  authors  brough'; 
forth  their  own  explanation  for  the  cha- 
racteristic short  P-R  and  prolonged  QRS 
pattern”.  However,  subsequent  work  by 
Wolferth  and  his  co-workers  strengthen- 
ed the  reliability  of  their  “anomalous 
pathway”  hypothesis,  and  when  in  1943 
they  presented  histologic  evidence  of  the 
presence  of  such  an  anomalous  atrio-ven- 
tricular  connection  in  a patient  who  died 
during  a paroxysm  of  tachycardia^  most 
authorities  accepted  Wolferth’s  and 
Wood’s  concept  as  the  one  which  best  ex- 
plains the  electrocardiographic  findings 
seen  in  most  cases  of  the  syndrome. 

That  this  hypothesis,  however,  does  not 
completely  explain  all  of  the  phenomena 


present  in  the  electrocardiograms  of  these 
cases  is  also  generally  accepted. 

Rosenbaum  and  his  group  at  Ann  Ar- 
bor, Michigan",  employing  precordial 
leads  in  the  study  of  cases  with  this  syn- 
drome, concluded  that  it  is  necessary  to 
assume  the  presence  of  one  or  more  ano- 
malous neuromuscular  pathways,  to  ex- 
plain the  fact  that  in  some  cases  (their 
group  A)  the  left  ventricle  seems  to  be 
initially  activated,  while  in  others  (group 
B)  the  right  ventricle  apparently  receives 
the  stimulus  first.  The  monograph  by 
Dr.  Ohnelh-  seems  to  corroborate  their 
belief.  In  one  of  Ohnell’s  cases,  careful 
histologic  examination  revealed  an  acceso- 
ry atrio-ventricular  bundle  which  connect- 
ed the  left  auricle  with  the  left  ventricle. 
Such  a pathway  would  explain  the  occur- 
rence of  electrocardiograms  of  the  kind 
classified  by  Rosenbaum  et  al  in  their 
group  x^.. 

The  fact  that  in  many  patients  showing 
normal  electrocardiograms,  and  giving  no 
history  of  palpitation,  histologists^'^  have 
found  a large  percentage  in  which  the 
heart  showed  one  o more  accesory  path- 
ways connecting  the  auricles  and  ventri- 
cles remains  to  be  satisfactorily  explained. 

The  paroxysmal  tachycardia  observed 
so  frequently  in  cases  of  the  Wolff-Park- 
inson-White  syndrome  is  explained  by  as- 
suming that  it  is  produced  by  an  impulse 
in  retrograde  form,  travelling  from  ven- 
tricle to  auricle  through  the  anomalous 
muscle  bridge,  and  thus  initiating  circus 
contractions. 

When  Wolff,  Parkinson  and  White 
described  their  first  cases,  they  pointed 
out  that  most  of  their  patients  suffered 
from  attacks  of  tachycardia,  which  for  the 
most  part  were  of  auricular  origin.  Less 
commonly  patients  were  seen  with  pa- 
roxysmal auricular  fibrillation.  Arana 
and  Cossio  in  1938"  reported  the  first  case 
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in  which  the  syndrome  was  complicated  by 
paroxysmal  ventricular  tachycardia. 

Soon  thereafter,  similar  cases  were  re 
ported  by  different  investigators  -•  '*■  ’’’• 

IT.  \H.  Qj^g  patient  of  the  four  reported  by 
Levine  and  Beeson^'*,  had  paroxysmal  ta- 
chycadia  initially,  but  later  developed  pa- 
roxysmal auricular  fibrillation.  Still  later 
his  fibrillation  became  persistent.  And  as 
a result  of  the  uncontrollable  rapid  cardiac 
rare,  ne  went  into  congestive  failure.  This 
patient  responded  to  digitalis  therapy. 

An  ever  increasing  number  of  reports 
-■  ’'•  of  sudden  death  in  patients  wirn 

Wolff- Parkinson-White  syndrome,  have 
appeared  in  the  recent  medical  literature. 

According  to  Kimball  and  Burch'*,  if 
the  paroxysmal  tachycardia  does  not  oc- 
cur too  often  or  last  too  long,  the  prognosis 
is  good,  but  in  some  of  their  patients  the 
syndrome  has  resulted  in  death.  In  most 
instances  death  has  occurred  while  the 
patient  was  in  a paroxysm  of  tachycardia. 
These  recent  reports  in  the  medical  litera- 
ture have  renewed  interest  in  the  syndro- 
me, and  have  clearly  demonstrated  that 
the  original  concept  that  the  condition  is 
always  benign  has  to  be  drastically  mo- 
dified. 

Missal  and  Wood*’  reviewed  the  cases 
of  Wolff-Parkinson-White  syndrome.  They 
found  18  of  the  90  cases  to  have  organic 
heart  disease.  The  same  authors  added 
three  of  their  own  series  of  19  patients. 
Frequently  the  causal  connection  seemed 
to  be  definite.  For  example,  in  one  of 
their  cases,  the  characteristic  electrocar- 
diogram occurred  soon  after  an  attack  of 
rheumatic  fever.  These  authors  also  cited 
several  cases  in  whom  the  syndrome  fol- 
lowed acute  myocardial  infarction.  Ac- 
cording to  these  investigators,  however, 
this  is  a relatively  uncommon  occurrence. 

The  difficulty  of  diagnosing  small  my- 
ocardial infarction  in  cases  of  Wolff-Park- 


inson-White, has  been  recently  stressed  by 
several  investigators  *'*•  Tamagna  et 
al  suggest  that  in  such  cases  an  attempt 
be  made  to  convert  the  W-P-W  pattern  to 
a normal  mechanism.  In  their  hands, 
quinidine  proved  to  be  of  value  for  this 
purpose. 

In  view  of  the  several  fatalities  report- 
ed in  cases  of  Wolff-Parkinson-White  syn- 
drome, some  observers'*  suggest  that  the 
condition  should  be  regarded  as  strongly 
suggestive  of,  or  as  actual  definite  eviden- 
ce of  heart  disease.  The  concensus  of  opi- 
nion, at  the  present  time,  however,  is  that 
in  spite  of  the  fatalities  reported,  the  ma- 
jority of  patients  with  the  W-P-W  syndro- 
me have  no  underlying  organic  cardiac 
disease. 

We  would  like  then  to  emphasize  the 
fact  that  recognition  of  the  short  P-R 
wide  QRS  syndrome  is  not  of  mere  acade- 
mic interest,  inasmuch  as  the  syndrome 
may  be  confused  with  true  bundle  branch 
block  or  with  myocardial  infarction.  When- 
ever it  is  found,  even  in  an  appparently 
uncomplicated  form,  a thorough  study  of 
the  patient  should  be  made  before  a de- 
finite evaluation  and  prognosis  are  esta- 
blished. 

CASE  REPORTS 

f 

Case  1 — A white  married  woman  of  40 
suffered  from  attacks  of  paroxysmal  ta- 
chycardia since  the  age  of  13.  The  attacks 
of  palpitations  were  rather  frequent  and 
severe  especially  after  playing  tennis  or 
dancing.  For  the  last  two  years  the  at- 
tacks have  been  mild  and  infrequent. 

The  first  electrocardiogram  was  taken 
on  August  13,  1945  which  showed  regular 
sinus  rhythm  with  frequency  of  77,  a P-R 
interval  in  leads  I an  II  of  less  than  0.10, 
second,  a QRS  complex  of  low  voltage  inLi- 
the  three  standard  leads,  and  the  threq 


Case  1-  Serial  Ho.  1430-  M.H.-  Age  41-  Feb. 15, 
1946-  Wolff-Parklnson-White  Syndrome  Group  A. 
(Wlls-on). 
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Case  1-  Serial  No.  1422-  M.K.-  Age  41-  Feb. 
15,  1946-  Wolff-Parklnssn-Whlte  Syndrome 
i during  paroxysm  of  tachycardia. 
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unipolar  limb  leads,  with  a duration  of  0.12 
second  in  lead  II,  and  with  its  ascending 
limb  showing  the  characteristic  slurring 
at  its  base  in  lead  I.  A rare  finding  was 
right  axis  shift.  The  precordial  leads  also 
showed  slurred  QRS  at  the  base  of  the 
ascending  limb,  prominent  R waves  and 
absent  Q waves  at  all  six  points,  negative 
T waves  in  VI,  and  diphasic  T waves  in  V2, 
V3  and  V4.  A second  electrocardiogram 
was  taken  on  Feb.  15,  1946  (Plate  I) 

Neither  the  administration  of  Atropi- 
ne or  exercise  seemed  to  modify  the  elec- 
trocardiographic findings,  but  the  abnor- 
malities disappeared  entirely  during  the 
attacks  of  tachycardia,  as  shown  in  Plate 
II,  a record  taken  on  February  15,  1946, 
during  a typical  attack  of  paroxysmal  auri- 
cular tachycardia. 

According  to  Rosenbaum,  Hecht,  Wil- 
son and  Johnston’s  classification,  this  pa- 
tient represents  a group  A type  of  WPW 
syndrome. 

The  standard  leads  resemble  right 
bundle  branch  block.  She  would  fall, 
therefore,  in  the  Type  IV  group  described 
by  Burch  and  Kimball-’b  The  precordial 
leads,  on  the  other  hand,  resemble  more 
a right  ventricula  hypertrophy  than  a 
right  bundle  branch  block. 

Case  2 — A white  girl  of  15  was  seen  in 
September,  1945,  complaining  of  frequent 
attacks  of  palpitation,  dizziness,  precordial 
oppression  and  pain  in  the  legs.  She  had 
been  suffering  from  the  attacks  of  palpi- 
tation since  the  age  of  5 years.  With  so- 
me of  the  episodes  of  tachycardia  lasting 
for  two  hours. 

Physical  examination  was  entirely  ne- 
gative, except  for  chronic  tonsillitis. 

The  electrocardiogram  (Plate  III) 
showed  sinus  arrhythmia  with  a rate  of 
88  mm.,  a P-R  interval  of  0.08  second,  a 
QRS  complex  of  0.12  second,  with  slurring 
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Lead  I 


Lead  II  Lead  III 


V4  V5  VG 

Case  2-  Serial  Ro.  1431-  R.R.E.-  Age  15,  Feb. 
21,  1946-  Wolff-Parklnson-Whlte  Syndrome. 


PLATE  III 

at  the  beginning  of  its  ascending  limb  in 
standard  leads  I and  II  as  well  as  in  all  the 
precordial  leads.  There  was  left  axis 
shift.  The  precordial  leads  showed  pro- 
minent R waves  at  all  six  points,  negative 
T waves  at  points  1 and  2,  and  no  Q waves. 

Shortly  after  the  diagnosis  of  Wolff- 
Parkinson  White  syndrome  was  establish- 
ed the  patient  underwent  an  uneventful 
operation  for  chronic  appendicitis,  she  has 
had  not  paroxysms  of  tachycardia  in  the 
last  2 years. 

This  case  represents  an  intermediate 
form  between  Groups  A and  B of  Rosen- 
baum et  al-’  and  resembles  Type  I of 
Burch  and  Kimball.-’ 

Case  3 — A white  man  of  27  was  seen  with 
chief  symptoms  of  headache  and  insom 
nia.  He  had  never  complained  of  palpita- 
tion. His  blood  pressure  ranged  between 
146  and  165  systolic  and  90  and  100  dias- 
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Lead  I Lead  II  Lead  III 


VR  VL  VP 


VI  V2  V3 


V4  75  V6 

Case  3, Serial  Ho.l841, J.P.M.  - Ago  27, Jan. 3, 1947 

L„ 

PLATE  IV 

tolic.  X-ray  of  the  chest  showed  evidence 
of  moderate  cardiac  hypertrophy  of  the 
left  ventricular  type. 

The  electrocardiogram  showed  lead  I 
to  be  almost  normal,  but  leads  II  and  III 
showed  the  typical  basal  slurring  of  the 
upstroke  of  R wave  (Plate  IV).  There  was 
no  axis  shift.  The  precordial  leads  show- 
ed prominent  R waves  at  all  six  points, 
with  no  Q waves  and  small  wide  S waves  at 
points  4,  5 and  6. 

All  leads,  except  lead  I,  showed  shor- 
tening of  the  P-R  segment  and  prolonga- 
tion of  QRS. 

The  three  standard  and  all  the  precor- 
dial leads  resembled  right  bundle  branch 
block  and  right  ventricular  hypertrophy, 
but  were  not  characterstic  of  either. 

This  case  could  be  classified  in  group 
A of  Rosenbaum  et  aPb 


Case  4 — A white  man  of  28  complained  of 
repeated  short  attacks  of  paroxysmal  ta- 
chycardia present  for  the  last  three  years. 
The  attacks  were  of  short  duration,  and 
were  precipitated  by  going  into  a cold  at- 
mosphere (cold  storage  room).  Physical 
examination,  including  blood  pressure  was 
negative. 

The  electocardiogram  (Plate  V),  show- 
ed the  typical  pattern.  There  was  slurring 
of  the  f.rst  portion  of  the  QRS  complex 
near  the  base  in  the  standard  leads,  and 
in  V4,  V5  and  V6  of  the  precordial  leads. 
VI  showed  a tiny  QRS  complex  and  V2 
and  V3  showed  prominent  R and  S waves. 

This  case  can  be  classified  in  group  B 
of  the  Ann  Arbor  School  and  in  Type  II  of 
Burch  and  Kimball. 


Record  Ho.  2687  - A.  C.  P.  - Age  28  - V - Oet.27,  1948. 
.Wolff-Pmrklnaon  - Wklte  Syndroiie. 

PLATE  V 

Case  5 — A white  man  of  41  was  found  on 
routine  electrocardiographic  study  to  pre- 
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PLATE  VT  (CASE  5) 


sent  the  typical  pattern  of  Wolff-Parkin- 
son-White  syndrome.  He  appeared  to  be 
in  perfect  health,  had  not  suffered  from 
palpitations  and  there  were  no  clinical 
signs  of  heart  disease. 

There  was  a short  P-  R interval  in  leads 
I and  II,  VR  and  VL  and  in  V2,  V3.  V4,  V5 
and  V6  (Plate  VI.)  The  P-R  interval  ap- 
peared normal  in  lead  III  and  in  VI.  The 
QRS  complex  was  markedly  prolonged  in 
lead  II,  and  resembled  left  bundle  branch 
block,  except  for  the  initial  slurring  near 
the  base. 

This  case  can  be  included  in  group  A 
of  the  Ann  Arbor  group  and  in  Type  II  of 
Burch  and  Kimball. 

Case  6 — A white  women  of  54  had  her 
first  attack  of  palpitation  when  she  was 


18  years  old.  She  had  had  only  four  or 
five  episodes  of  paroxysmal  tachycardia. 
The  last  one  was  very  severe. 

The  history  of  tachycardia,  nervous- 
ness, and  a moderately  elevated  basal  me- 
tabolic rate  (+24'/),  with  a rather  low 
blood  cholesterol,  seemied  to  point  to  hy 
perthyroidism. 

There  were  no  clinical  evidences  of  car- 
diac pathology. 

Lead  I of  the  electrocardiogram  seemed 
normal  (Plate  VII),  but  lead  II  was  cha- 
racteristic of  Wolff-Parkinson-White  syn- 
drome with  the  exception  that  the  QRS 
was  hardly  0.10  second  in  duration.  There 
was  no  axis  shift.  The  precordial  leads 
showed  R waves  of  high  amplitude  at  all 
points,  and  prominent  S waves  at  the 
points  to  the  right  of  the  heart. 


Cas*  6 - Record  No.  2724  - G.P.  de  C.-  54  - W - 
Nov.  23,  1948. 
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This  case  may  be  placed  in  group  B of 
the  Ann  Arbor  group  and  in  Type  V of 
Burch  and  Kimball,  this  group  includes 
cases  with  QRS  patterns  of  normal  dura- 
tion. 

Studies  of  the  Relatives  of  patients  ex- 
hibiting the  W-P-W  syndrome:  If  the 

Wolff-Parkinson-White  syndrome  is  due 
to  a congenital  anomaly  of  the  specialized 
neuro  muscular  tissues  of  the  heart,  as 
most  investigators  now  believe,  it  was 
thought  that  the  same  condition  or  some 
other  congenital  abnormalities  might  be 
present  in  the  near  relatives  of  our  pa- 
tients. 

We,  therefore,  performed  physical  ex- 
aminations and  took  electrocardiograms 
on  the  parents,  brothers,  sisters,  and 
children  of  our  patients.  We  were  unable 
to  contact  the  relatives  of  case  4,  but  those 
of  the  other  5 cases  were  investigated. 

None  of  the  relatives  examined  exhibit- 
ed clinical  evidence  of  any  type  of  congeni- 
tal abnormality  and  none  of  the  electro- 


-'-ad  1 Lead  11  Lead  111 

Mother  of  patient  N.R.S. 


Lead  1 Lead  11  ' Lead  111 


Father  of  patient  K.R.B. 


Lead  1 Lead  11  Lead  111 


Son  of  patient  R.M. 

PLATE  VIII 


Lead  I Lead  II  r.f  .'.d  III 


Lead  I L«ad  II  Lead  III 

A - Daioghter  of  Case  6, 

B - Son  of  Case  6, 


PLATE  IX 

cardiograms  taken  showed  the  typical  pat- 
tern of  the  Wolff-Parkinson-White  syn- 
drome. Only  the  mother  of  case  2 showed 
tracings  suggestive  of  a short  P-R  inter- 
val, with  some  slurring  but  no  actual  pro- 
longation of  the  QRS  complex,  (Plate 
VIII)  and  the  son  of  Case  5 showed  slur- 
ring of  the  ascending  limb  of  the  QRS, 
but  no  prolongation  of  this  complex  and  no 
shortening  of  the  P-R  segment  (Plate  IX). 

PHONOCARDIOGRAM,S 

In  reviewing  the  medical  literature  we 
were  unable  to  find  any  studies  of  sound 
recording  in  cases  of  Wolff-Parkinson- 
White  syndrome.  Since  it  is  stated  by 
Margolies  that  the  shorter  the  P-R  inter- 
lal  the  more  intense  is  the  first  sound  of 
the  heart  at  the  apex,  we  thought  it  might 
be  interesting  to  study  our  cases  by  means 
of  phonocardiography : 

Case  1 showed  only  splitting  of  the 
first  sound  at  the  mitral  area.  (Plate  X) 

Case  2 showed  normal  first  and  second 
sounds  at  the  mitral,  aortic  and  pulmonic 
areas.  (Plate  XI) 

Case  3 showed  a slight  prolongation  of 
the  first  sound  at  both  aortic  and  pulmo- 
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nic  areas.  (This  was  the  hypertensive  Case  6 also  showed  marked  increase  in 
patient).  (Plate  XII)  intensity  of  the  first  heart  sound  over  the 

Case  4 showed  a marked  increase  in  mitral  area.  (Plate  XIV) 
intensity  of  the  first  heart  sound  at  the 

apex.  ((Plate  XIII)  •' 
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Mitral  area 
Lead  I 


Mitral 

' ^ lead  I 


Aortic  area 


Lead  II 

Aortic  area 

V “ 

Lead  II 

Pulmonic  area 
Lead  III 


Case  I - M.  N.  - 
Age  41  - Feb.  15, 
1946  - Phono  and 
Electrocardio- 
gram in  Wolfl- 
Parkinson 
White 
Syndrome. 


Pulmoalc  Ares 
Lead  III 


Case  2,SerlalMo,14551 
H.R.B.  - Ago  15 
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Case  3.  Serial  Ko.  1841, J.P.H, -Age  Sff» 
Jan.  3,  1947. 


PLATE  XII 
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Baoord  «o.  7í>^  - A.C.P,  - Age  28  - ¥ - Oet.  27, 
1948.  ¥oIf-P«rklnBoa  - White  Syadroae.  Phono- 
mrdiogra»  at  apex  and  electrocardlogitui  in 
lead  11. 


SUMMARY  AND  CONCLUSIONS 

We  have  presented  our  observations 
and  studies  on  six  cases  of  Wolff-Parkin- 
son-White  syndrome,  encountered  among 
4,700  electrocardiographic  records. 

The  ages  in  this  group  varied  between 
15  and  54  years.  There  was  an  equal  num- 
ber of  men  and  women  in  the  group.  One 
of  the  patients  had  had  repeated  attacks 
of  paroxysmal  tachycardia  since  her  fifth 
year  of  life.  Recurrent  episodes  of  tachy- 
cardia was  the  most  frequent  complaint, 
although  two  of  the  cases  had  never  ex- 
perienced palpitations.  In  5 of  the  6 pa- 
tients there  were  no  clinical  signs  of  heart 
disease,  but  the  remaining  patient  show- 
ed moderate  hypertension  with  left  ven- 
tricular hypertrophy. 

There  were  no  cases  of  Wolff-Parkin- 
son  White  syndrome  or  of  any  other  con- 
genital anomaly  found  in  the  relatives  of 
5 of  our  cases. 

Phonocardiographic  studies  in  five  of 
the  patients  showed  increased  intensity  of 
the  first  heart  sound  at  the  apex  in  only 
two  of  the  cases. 
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RESUMEN  Y CONCLUSIONES 

Hemos  presentado  nuestros  estudios  y 
observaciones  en  torno  a seis  casos  del  sín- 
drome de  Wolff-Parkinson-White,  encon- 
trados entre  4,700  trazos  electrocardiográ- 
ficos. 

Las  edades  variaban  entre  15  y 54 
años.  Había  tantos  hombres  como  muje- 
res. Uno  de  los  enfermos  sufría  ataques 
de  taquicardia  paroxística  desde  su  quin- 
to año  de  edad.  El  síntoma  predominante 
fué  episodios  recurrentes  de  taquicardia, 
pero  uno  de  los  casos  nunca  había  experi- 
mentado palpitaciones  ni  taquicardia.  No 
pudimos  hallar  evidencia  alguna  de  enfer 
medad  cardiovascular  en  5 de  los  seis  en- 
fermos; el  otro  presentaba  una  moderada 
hipertensión  arterial  e hipertrofia  ventri- 
cular izquierda. 

Al  investigar  clínica  y electrocardiográ- 
ficamente  los  familiares  de  5 de  nuestros 
casos,  no  encontramos  entre  ellos  ninguno 
que  presentara  el  síndrome  de  Wolff-Par- 
kinson-White, ni  ninguna  otra  anomalía 
congénita. 

Estudios  fonocardiográficos  practica- 
dos en  5 de  los  6 sujetos,  demostró  un 
aumento  en  la  intensidad  del  primer  soni- 
do cardíaco  solamente  en  dos  de  ellos. 

RESUME  ET  CONCLUSIONS 

Nous  avons  présenté  nos  études  et  ob- 
servations de  six  cas  du  syndrome  de 
Wolff  - Parkinson  - White  trouvés  parmi 
4,700  électrocardiographies. 

Les  ages  des  malades  variaient  entre 
15  et  54  ans.  II  y avait  un  hombre  égal  de 
males  et  de  femelles.  L’un  de  5 malades 
souffrait  de  crises  de  tachycardie  parosys- 
tique  depuis  l’áge  de  5 ans.  Le  symptóme 
prédominant  était  des  crises  récurrentes 
de  tachycardie,  mais  l’un  des  malades 
n’avait  jamais  soufert  de  palpitations  ou 


tachycardie.  Nous  n’avons  pas  trouvé  au- 
cune  évidence  de  maladie  cardio-vasculaire 
chez  5 malades ; le  sixiéme  avait  une 
hypertension  artérielle  modérée  avec  hy- 
pertrophie  ventriculaire  gauche. 

L’investigation  clinique  et  électrocar- 
diographique  des  families  de  5 de  nos  ma- 
lades n’a  pas  démontré  aucun  autre  avec 
le  syndrome  de  Wolff-Parkinson-White,  ni 
avec  aucune  anomalie  congénitale. 

Les  études  phonocardiographiques  chez 
5 des  6 sujets  ont  démontré  une  augmenta- 
tion de  l’intensité  du  premier  bruit  car- 
diaque  chez  2 seulement. 
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Tumors  arising  in  nerves  often  can  be 
differentiated  into  two  general  groups  by 
virtue  of  their  morphological  patterns  and 
to  some  extent  by  the  behavior  or  their 
cellular  components.  These  two  large 
groups  comprise  the  neurofibromas  or 
perineural  fibroblastomas  (Mallory)  on 
one  side  and  the  schwannomas  or  neurilem- 
momas (Mason,  Stout  and  Bailey)  on  the 
other.  The  neurofibromas  of  which  Von 
Reclinghausen’s  disease  is  a classical 
example,  have  their  origin  from  fibro- 
blasts of  the  perineurium  or  endoneurium 
of  nerves.  Fibroblasts  are  of  mysenchymal 
origin.  In  these  tum.ors  the  fibroblasts 
form  a lot  of  reticulum  or  collagen,  the 
cells  are  elongated  or  fusiform  in  shape, 
their  cell  bodies  are  indistinct  and  nuclear 
pallisading  is  not  a prom.inent  feature.  The 
long  sweeping  and  interlacing  fibroblastic- 
collagen  bundles  is  also  a structural  char- 
acteristic of  this  type  of  tumors  of  nerve 
origin.  The  schwannomas  or  neurilemmo- 
mas originate  from  the  schwann  cells 
(lemoblasts)  of  the  neurilemma  sheath  of 
nerve  fibers.  Schwann  cells  are  of  -ectoder- 
mal origin,  they  arise  from  the  neural 
crests  in  the  development  of  central  ner- 
vous system  and  peripheral  nerves.  The 
cells  in  this  type  of  tumor  have  large  cyto- 
plasmic bodies  with  well  outlined  borders. 
They  form  little  in  the  way  of  fibrillar  in- 

NOTE;  Published  with  permission  of  the  Chief 
Medical  Director,  Deparment  of  Medicine  and  Sur 
gery,  V.  A.,  who  assumes  no  responsibility  for  the 
opinions  expressed  or  conclusions  drawn  by  the 
authors. 


tercellular  substance,  and  nuclear  palli- 
sading is  a prominent  feature.  The  stag- 
gering nuclear  pallisading  and  the  inter- 
cellular fibrillar  substance  form  hyalina- 
ted  structure  known  as  Verocay  bodies, 
considered  by  some  authors  as  character- 
istic. The  schwannomas  exhibit  a marked 
tendency  towards  myxoid  degeneration, 
and  areas  of  degeneration  are  termed  An- 
toni B and  the  normal  tumor  areas  as  An- 
toni A,  in  respect  to  the  Swedish  patho- 
logist Antoni,  who  first  described  these 
anatomic  qualities  in  tumors  of  nerve  ori- 
gin. Schwannomas  can  also  arise  from  the 
Remark’s  cells  of  unmyelinated  nerve 
fibers  of  the  sympathetic  system.  These 
are  only  peculiar  schwann  cells  in  these 
situations. 

Clinically,  the  most  important  point  in 
the  anatomic  differentiation  of  tumors  of 
nerve  origin  lies  in  the  fact  that  schwan- 
nomas manifest  a greater  tendency  to 
undergo  malignant  changes  than  neuro- 
fibromas. Possibly,  most  of  the  neuro- 
genic sarcomas  are  representative  of  ma- 
lignant scnwaniiomas.  Schwannomas  have 
not  been  reported  to  occur  in  the  lungs, 
esophagus,  gut  or  in  the  genitourinary 
tract. 

When  the  differentiation  of  a benign 
tumor  of  nerve  origin  into  a schwannoma 
or  perineural  fibroblastoma  (neurofibro- 
ma) is  not  possible,  the  term  neurinoma 
can  be  used  to  denote  the  nature  of  the 
tumor.  Neurinoma  is  an  indifferent  term 
and  does  not  indicate  that  the  tumor  has 
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originated  from  fibroblasts  or  schwann 
cells,  simply  it  implies  that  it  is  a nerve 
tumor.  The  so-called  acoustic  neurinoma  is 
an  example. 

CASE 

The  patient  is  a 57  year  old  man,  white, 
who  was  admitted  to  the  hospital  complain- 
ing of  persistent  hacking  cough,  expec- 
toration, pain  in  the  left  shoulder  and  pain 
in  the  left  arm.  The  cough  and  the  pain 
in  the  shoulder  have  been  present  for  ten 
years.  The  pain  in  the  arm  has  been  pre- 
sent several  months.  He  has  lost  some 
weight  during  the  last  year,  and  claims 
that  because  of  the  pain  in  the  arm  and 
his  cough  he  has  not  been  able  to  work 
for  six  months.  Physical  examination  re- 
veals a thin  man  with  a bulging  behind 
the  clavicle,  in  the  left  shoulder  close  to 
the  neck,  painless,  made  up  by  the  struc- 
tures of  the  neck  being  pushed  up  from 
below.  Pressure  over  the  protuberance 
elicited  pain.  Pressure  below  the  clavicle 
also  elicited  pain.  The  left  pupil  was  smal- 
ler than  the  right,  the  left  eye  somewhat 
retracted  (enophthalmus) , the  left  palpe- 
bral angle  narrowed.  The  left  lung  present- 
ed an  area  of  dullness  below  the  clavicle 
and  diminished  breath  sounds.  No  other 
physical  signs  were  noted.  Hemoglobin 
was  70  per  cent,  red  blood  cells  2,800,000, 
leukocytes  were  9,800 ; Kahn  was  positive ; 
urinalysis  was  negative;  Papanicoiau  test 
was  negative.  X-Rays  diagnosis  by  dif- 
ferent radiologists  varied.  Since  it  was  dis- 
covered by  X-Rays  that  there  was  a large 
round  mass  in  the  upper  portion  of  the 
lung  and  that  the  second  rib  presented 
several  erosions,  a diagnosis  was  made  of 
osteomyelitis  of  the  second  rib  and  second- 
ary abscess  of  the  thoracic  wall.  A diag- 
nosis of  Pancoast  tumor  was  also  made. 


Cyst  of  the  lung  or  the  mediastinum,  fi- 
broma and  neurofibroma  were  suggested 
diagnoses.  A consultant  suggested  a needle 
biopsy  through  the  border  of  the  scapula 
for  cancer  cells.  Clinically,  it  did  not  ap- 
pear like  a cancer  of  the  lungs,  but  the 
Horner’s  syndrome  was  difficult  to  ex- 
plain. Exploration  was  made,  first  of  the 
second  rib  by  separating  the  scapula  like 
in  the  operation  of  thoracoplasty,  and  peel- 
ing the  periosteum  from  the  rib.  It  was 
felt  that  in  case  an  abscess  was  present, 
that  was  the  most  convenient  way  to  open 
and  drain  it.  The  rib  was  found  to  present 
some  pressure  deformities,  but  no  osteo- 
myelitis. The  thorax  was  then  opened 
through  the  base  of  the  sixth  rib  that  was 
removed  entirely,  and  the  fifth  and  fourth 
ribs  were  cut.  A round  tumor,  the  size  of 
an  orange  was  discovered  filling  the  upper 
portion  of  the  thoracic  cavity,  and  to  which 
the  upper  lobe  of  the  lung  was  completely 
adherent.  The  adhesions  were  not  difficult 
to  separate,  and  the  tumor  then  presented 
itself  as  a round  mass,  firmly  attached  to 
the  posterior  wall  of  the  pleural  cavity 
and  to  the  vertebral  column,  filling  up  the 
dome  of  the  cavity.  The  free  portion  was 
covered  by  the  parietal  pleura.  This  was 
incised  and  separated  from  the  tumor 
without  serious  difficulty.  The  tumor  was 
then  separated  from  the  thoracic  wall  by 
blunt  and  sharp  dissection  ligating  many 
small  vessels,  until  it  was  finally  separated 
from  the  vertebral  column.  After  the 
tumor  was  removed  one  could  see  the 
brachial  plexus  and  the  great  vessels  very 
clearly.  Undoubtedly  the  tumor  was  en- 
croaching upon  these  structures,  thus 
producing  the  pain  in  the  arm.  Recovery 
was  uneventful.  When  the  patient  left  the 
hospital,  the  pain  in  the  arm  and  neck  dis- 
appeared and  he  felt  well. 
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PATHOLOGICAL  REPORT: 

GROSS:  An  ovoid,  soft,  encapsulated 
tumor  ma.ss  noeasuring  9x6  cm.  Its  cut 
surfaces  are  yeRowish-gray  in  color,  spot- 
ted by  numerous  small  and  large  areas 
of  hemorrhage.  There  are  areas  of  myxo- 
matous degeneration,  and  of  softening  and 
necrosis. 

MICROSCOPIC:  The  newgrowth  is 
formed  by  short  interlacing  fascicles  of 
cells  containing  small  or  large  spindle- 
shaped  hyperchromatic  nuclei  lying  in  a 
moderate  amount  of  intercellular  fibrillar 
substance.  The  cytoplasmic  bodies  of  these 
cells  are  somewhat  indefinite.  This  struct- 
ural pattern  has  been  altered  by  the  infil- 
tration of  many  vacuolated  lipoidal  ma- 
crophages (Antoni  B).  Pure  structures  as 
described  above  (Antoni  A)  are  only  oc- 
casionally encountered  in  the  form  of  stag- 
gering parallel  nuclei  lying  in  a hyalinized 
intercellular  fibrillar  substance  (Verocay 
bodies).  The  newgrowth  is  highly  vas- 
cularized and  it  contains  numerous  telan- 
giectatic blood  vessels  engorged  with 
blood,  at  times  presenting  angiomatous 
characteristics.  Many  of  these  blood  ves- 
sels have  ruptured  with  the  formation  of 
small  or  large  areas  of  recent  or  old  he- 
morrhage; the  latters  are  surrounded  by 
degenerated  nervous  tissue  containing 
histiocyte  with  a yellowish  substance  and 
numerous  macrophages  laden  with  coars- 
ely granular  hemosiderin  pigment.  There 
are  also  throughout  the  substance  of  the 
newgrowth,  small  or  large  areas  of  myxo- 
matous degeneration  or  of  actual  necrosis. 
An  occasional  degenerated  nerve  cell  is 
encountered  in  the  better  preserved  por- 
tions of  the  neoplasm.  Pathological  diag- 


nosis; SCHWANNOMA  (neurilemmoma, 
lemoblastoma)  of  chest  wall,  left. 

COMMENT: 

Although  schwannomas  develop  in  any 
part  of  the  body,  it  is  not  very  common 
in  certain  locations.  Of  interest  in  this 
case,  first  of  all,  is  the  location.  It  appear- 
ed almost  inaccessible.  Its  attachment  to 
the  vertebral  column  plus  the  presence  of 
Horner’s  syndrome,  might  suggest  the 
sympathetic  system  as  the  origin  of  the 
tumor.  On  the  other  hand,  its  extensive 
attachment  to  the  first  and  second  rib  and 
the  first  and  second  intercostal  space, 
would  make  its  origin  possible  from  the 
first  or  second  intercostal  nerve.  The  de- 
cision is  very  difficult.  Since  schwanno- 
mas have  a tendency  to  become  malignant, 
they  are  of  clinical  importance.  In  this 
particular  case,  it  was  producing  definite 
symptoms,  such  as  pain,  cough  and  ex- 
pectoration from  compression  of  the  ad- 
jacent structures. 

SUMMARY: 

A case  of  schwannoma  of  the  chest 
wall  intrathoracic  is  presented.  Duration 
of  symptoms  is  10  years.  The  compression 
symptoms  were  severe  enough  to  cause 
discomfort  and  to  interfere  with  work. 
These  symptoms  disappeared  after  re- 
moval of  the  tumor.  The  patient  recover- 
ed from  the  operation  without  complica- 
tion. 

FINAL  NOTE 

Patient  has  been  reexamined  in  June  1949.  He 
has  no  signs  of  recurrences.  Lung  expansion  is 
normal.  Roentgenografically  the  lungs  are  cleair. 
The  patient  general  health  is  excellent. 


FIGURE  2 

Roentgenogram,  lateral  view.  The  tumor  mass 
fills  the  upper  thoracic  cavity  completely  from 
lateral  wall  to  the  mediastinum,  and  from 
the  posterior  wall  to  the  anterior  wall. 


FIGURE  4 

Roentgenogram,  antero-posterior  view.  Opera- 
tion was  performed  March  31,  1948.  This 
Roentgenogram  was  taken  on  May  11,  1948, 
on  the  41st  postoperative  day.  No  postoper- 
ative complications  developed. 


FIGURE  1 

Roentgenogram,  antero-posterior  view.  Large, 
round  tumor  mass  that  entirely  fills  the  right 
upper  portion  of  the  thoracic  cavity. 


FIGURE  3 

Roentgenogram,  antero-posterior  view,  with 
Bucky  diaphragm.  The  round  tumor  mass, 
well  define,  is  clearly  apparent  and  several 
zones  of  erosion  are  noted  in  the  second  rib. 


FIGURE  5 

Photomicrograph,  SOX.  Note  bundle  of  interlacing  spindle  shaped  cells, 
whose  nuclei  are  arranged  in  a staggering  palisade  pattern.  There  is  an 
area  of  myxomatous  degeneration  in  the  upper  portion  of  the  photograph. 
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FIGURE  r¡ 

Photomicrograph,  360X.  Hyalinated  mass  (Verocay’s  body)  including  large 
spindle  shaped  cells  in  palisade  deposition. 
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ICTERUS  CF  THE  NEWBORN  WITH  REPORT  OF  A CASE  OF 
CONGENITAL  TUMOR  OF  THE  AMPULLA  OF  VATER 


JUAN  BASORA-DEFILLO,  M.D.- 
and 

ILDEFONSO  RIVERA  LUGO,  M.Dc  - 


We  want  to  report  today  a case  of  obs- 
tructive jaundice  in  the  newborn  due  to 
an  adenoma  of  the  ampulla  of  Vater  of 
congenital  origin  and  review  the  main 
causes  of  icterus  of  the  newborn. 

One  can  classify  jaundice  into  two  main 
groups,  each  with  its  corresponding  sub- 
divisions. The  first  group  consists  of  cases 
of  hemolytic  icterus  and  includes  icterus 
neonatorum  simplex,  icterus  gravis  with 
or  without  erythroblastosis,  nuclear  icte- 
rus (Kernicterus)  and  the  anemias  of  the 
newborn.  The  second  group  is  formed  by 
the  obstructive  conditions  of  the  bile  ducts 
and  cases  of  infection  producing  jaundice. 
In  this  last  group  there  is  evident  jaundice. 
All  types  of  infection,  syphilis,  and  the  so 
called  Winckel’s  disease  fall  in  this  latter 
group.  The  congenital  atresias  of  the  bile 
ducts  also  are  a part  of  this  latter  group. 

All  newborn  babies  are  considered  po- 
tentially icteric,  but  frank  icterus  is  not 
obvious  in  all  newborns.  If  the  bilirubin 
of  the  blood  exceeds  2 mg.  per  100  c.c.  we 
will  have  icterus.  Neonatal  icterus  is  more 
common  in  the  premature  infants  than  in 
the  full  term  baby.  The  yellow  tinge  is 
noticed  first  in  the  trunk  and  subsequently 
in  the  face  and  sclerae,  lastly  on  the  ex- 
tremeties.  It  dissapears  in  reverse  order. 
Icterus  neonatorum  is  considered  a physio- 
logic process;  it  lasts  about  2 to  3 days, 
excepting  in  some  rare  cases  of  neonatal 
icterus  prolongatus  which  may  last  several 
days. 


* Chief  Pediatrics  Service,  Bayamón  District 
Hospital. 

**  Pathologist,  Bayamón  District  Hospital. 


Icterus  gravis  is  considered  by  many 
pathologists  and  hematologists  as  a severe 
form  of  erythroblastosis  fetalis.  However 
there  are  cases  of  sepsis  which  cause  ic- 
terus with  pallor,  anemia  and  very  poor 
prognosis. 

Erythroblastosis  fetalis  is  a recognized 
clinical  entity  and  its  relation  with  the  so 
called  Rh  factor  is  well  known.  All  cases 
of  early  icterus  which  is  prolonged  for 
many  days  calls  for  investigation.  We 
can  not  attempt  to  write  a description  of 
this  disease  in  this  report  but  the  diagno- 
sis is  made  when  we  encounter  an  icteric 
child  with  a blood  count  containing  nu- 
merous nucleated  red  blood  cells  and  the 
blood  type  of  the  mother  is  Rh  (-)  and 
that  of  the  father  is  Rh-p. 

Nuclear  icterus  or  Kernicterus  is  a rare 
condition.  It  is  defined  as  an  intense  ic- 
terus complicating  the  nuclear  region  of 
the  brain.  The  etiology  is  unknown.  It 
has  been  considered  as  a grave  complica- 
tion of  erythroblastosis  fetalis,  although  it  I 
is  reported  that  only  a small  percentage  of 
cases  of  Kernicterus  are  so  related.  Four 
cardinal  symptoms  are  present  in  this  con- 
dition, namely:  a baby  born  normal,  turns 
icteric  the  next  day ; there  are  central  ner- 
vous system  changes  manifested  by  con- 
vulsions and  fourth,  early  death.  In  those 
cases  not  associated  with  erythroblastosis 
there  are  no  nucleated  red  cells  and  the 
blood  is  normal. 

The  second  group  comprises  the  cases 
of  jaundice  which  are  associated  with  in-  r 
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fection  and  those  associated  with  obstruc- 
tion of  the  bile  ducts. 

Sepsis  may  be  caused  by  any  type  ot 
bacteria,  although  the  most  common  of- 
fenders are  the  staphylococcus,  the  strep- 
tococci and  the  colon  bacilli.  The  portals 
of  entrance  of  the  infection  are  the  um- 
bilicus and  skin  infections.  There  is  fe- 
ver, icterus,  hemorrhage  from  the  umbili- 
cus and  petequiae.  The  blood  culture  is 
positive.  Prognosis  is  very  poor. 

Winckel’s  disease  is  a rare  condition 
which  falls  in  the  category  of  infection. 
Etiology  is  unknown.  Cianosis,  icterus 
and  hemoglobinuria  form  a characteristic 
triad  of  symptoms.  Cases  last  very  little. 
Its  prognosis  is  very  poor.  I have  never 
seen  a case  of  this  disease. 

Congenital  syphilis  may  manifest  itself 
by  icterus.  However  there  are  other  signs 
and  symptoms  present.  Skin  lesions,  sple- 
nomegaly, hepatomegaly  and  a positive 
serology  in  the  mother  and  the  baby  are 
usual.  “Snuffles”  is  a common  symptom. 
Syphilitic  osteitis  as  seen  in  the  roentgen 
pictures  of  the  long  bones  is  typical. 

The  congenital  atresias  form  an  im- 
portant cause  of  icterus.  The  etiology 


is  unknown.  Different  combinations  of 
the  malformations  may  occur.  Table  I 
gives  a list  of  them  as  described  by  Ladd. 
The  symptoms  associated  with  the  atresias 
begin  soon  after  b'rth  and  an  increasing 
icterus  is  cbvicus,  the  child  acquiring  a 
yellow  to  green  tinge.  Icterus  index  is 
high  and  the  Vandenbergh  reaction  is  di- 
rect. The  feces  are  acholic.  Some  rare 
cases  may  have  normal  stools  when  an 
aberrant  biliary  duct  empties  directly  into 
the  bowel.  The  liver  and  spleen  tend  to  en- 
large. The  general  nutrition  of  the  body 
remains  good  for  a long  time. 

Buhl’s  disease  should  be  mentioned  as 
another  cause  of  icterus  not  classified  in' 
either  of  the  two  groups.  This  consists 
essentially  of  a fatty  degeneration  of  all 
visceras  similar  to  the  changes  found  in 
phosphorus  and  chloroform  poisoning  and 
those  found  in  acute  yellow  atrophy  of  the 
liver.  The  child  with  Buhl’s  disease  may 
be  born  asphyxiated.  If  he  lives,  hemor- 
rhages from  mouth  and  rectum  are  pre- 
sent, as  well  as  ecchymoses  of  the  skin. 
Generalized  icterus,  progressive  anemia, 
collapse  and  death  are  the  usual  chain  of 
events. 


TABLE  I 


Classification  of  Congenital  Atresias  of  Bile  Ducts.  (Ladd) 


Group 

Group 

Group 

Group 


Group 


Group 

Group 


I.  Cases  in  which  there  are  no  extrahepatic  ducts. 

II.  Cases  in  which  there  is  an  atresia  of  the  hepatic  ducts. 

III.  Cases  in  which  there  is  an  atresia  of  the  common  bile  duct. 

IV.  Cases  in  which  the  gall  bladder  is  represented  by  a moderately  sized 

cyst  not  connected  to  the  common  bile  duct  and  in  which  there  may 

or  may  not  be  any  common  or  hepatic  ducts. 

V.  Cases  in  which  the  gall  bladder  connects  directly  with  the  duodenum' 
but  in  which  there  are  no  other  hepatic  ducts.  That  is,  no  ducts  con- 
nect the  liver  and  gall  bladder  or  the  liver  and  intestine. 

VI.  Cases  in  which  there  is  a stenosis  of  the  common  duct  plugged  with 
inspissated  bile  causing  complete  obstruction. 

VIL  Cases  in  which  there  is  a narrowing  of  the  common  bile  duct  causing 
portal  obstruction. 
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CASE  REPORT 

This  case  is  taken  from  the  records 
of  the  Bayamón  District  Hospital.  This 
is  21/2  months  old,  female,  white,  P.  R. 
baby,  Unit  No.  55851,  admitted  on  Oct. 
7/47  to  the  Bayamón  District  Hospital, 
Pediatrics  Service,  because  of  vomiting, 
diarrhea  of  recent  origin  and  jaundice. 
The  baby  has  been  yellow  since  she 
was  8 days  old  and  the  stools  solid  and 
white  until  2 days  before  admission  when 
they  were  semisolid  and  yellowish.  For  the 
last  three  days  before  admission  she  had 
been  vomiting  and  having  diarrhea.  Baby 
was  delivered  at  home,  full  term ; the  4th. 
child  in  the  family.  Was  feeding  regularly 
at  the  breast  with  a supplement  of  cow’s 
milk.  There  had  been  no  serious  illnesses 
except  one  cold  previously.  Family  histo- 
ry: Father  hypertensive.  Mother  normal. 
Previous  pregnancies  normal.  1st.  deli- 
very was  a girl  who  is  now  in  good  health. 
2nd.  delivery  was  a boy  who  developed  a 
tumor  and  died  at  42  days  of  age  and  was 
jaundiced  at  time  of  death.  3rd.  delivery 
a girl  in  good  health. 

On  examination  we  found  a well  de- 
veloped and  well  nourished  intensely 
jaundiced  baby.  Baby  was  active  and  res- 
ponded to  stimuli.  Throat-negative,  ears- 
negative.  Chest  clear  to  auscultation  and 
percussion.  Heart-negative.  Abdomen  not 
distended.  Liver  palpable  over  two  finger- 
breaths  below  costal  margin,  spleen  not 
felt.  Reflexes  were  normal.  Our  impres- 
sion was  obstructive  type  of  jaundice. 
Must  rule  out  syphilis  and  hemolytic  ane- 
mia. 

Laboratory  work  done  was  as  follows: 
10-19-47  Vandenbergh  direct  immediate 
reaction  and  indirect  16  mg/lOOc.c.  Urine 
for  bile  pigment  negative,  urobilinogen- 
negative. Complete  blood  count  10-19-47 : 
WBC  17,000  RBC  2,800,000,  Hemoglobin 


7.5  gms.  (49C  ) Differential:  Seg.  239^, 
Lymphocites  767^,  Eosinophils  1%. 

An  uncentrifuged  urine  specimen 
showed  one  plus  albumen,  coarse  granular 
casts,  fine  granular  casts.  WBC  9 hpf, 
RBC  8 hpf,  sp.  gravity  q.  n.  s.  Kahn-ne- 
gative, 10-11-47.  Fragility  reaction  of 
RBC  was  done  with  hemolysis  beginning 
at  0.387-  NaCl.  Sol.  and  completed  at 
267  Sodium  Chloride  Solution.  Icteric 
index  70.  Both  parents  Rh+  in  blood.  A 
surgeon  was  consulted  for  possibility  of 
surgical  intervention  since  we  thought 
obstruction  was  causing  the  jaundice.  His 
impressions  was  that  the  case  was  not  for 
surgery.  To  this  we  took  exception.  Baby 
was  not  operated  and  turned  for  the 
worse. 

Baby  received  a transfusion  of  Rh 
negative  blood  on  10-14-47 ; received  fluid 
parenterally.  Assuming  that  the  obstruc- 
tion might  be  due  to  a plug  of  mucus,  in 
common  bile  duct  we  gave  bile  salts  and 
milk  of  magnesia  one  teaspoonful  b.i.d.  for 
3 days.  Baby  did  not  respond.  Diarrhea 
were  more  accentuated  and  treatment  was 
discontinued.  Vitamin  C 50mg.  daily  given, 
baby  continued  worse  and  died  on  10-22-47. 
An  autopsy  was  performed  by  Dr.  Ilde- 
fonso Rivera  Lugo. 

PATHOLOGICAL  REPORT 

At  autopsy  a deeply  icteric,  2 months 
old  female  infant,  rather  advancedly  em- 
aciated with  moderately  prominent  ribs 
and  a distended  abdomen  was  appreciable. 
All  the  organs  were  extremely  infiltrated 
by  a yellowish  tinge.  Except  for  the  ic- 
terus and  for  a bilateral  bronchopneumo- 
nia the  autopsy  findings  were  circums- 
cribed to  the  liver,  pancreas  and  extrahe- 
patic  bile  ducts.  The  liver  was  of  an  in- 
tense green  color  and  slightly  larger  than 
the  normal.  The  hepatic,  cystic  and  com- 
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mon  bile  ducts  were  in  the  normal  anato- 
mical position.  There  was  an  obvious  dis- 
tention of  the  common  bile  duct  and  slight 
distention  of  the  gallbladder.  The  ampulla 
of  Vater  was  not  difficult  to  find  and  it 
was  represented  by  a protuberant,  hemis- 
pherical, firm  tumefaction  the  size  of  a 
pea  that  revealed  in  its  very  center  a pin- 
point-sized  ostium.  No  bile  pigment  was 
detected  in  the  duodenum  and  when  pres- 
sure was  exerted  upon  the  gallbladder  it 
was  impossible  to  make  bile  flow  into  the 
intestine.  The  choledocho-duodenal  junc- 
tion was  found  to  be  non  patent ; a probe  1 
mm.  in  thickness  could  not  pass  through. 
The  pancreatic  duct  was  markedly  dilated 
and  the  pancreatic  tissues  exhibited  deep 
jaundice  everywhere.  Microscopic  sec- 
tions obtained  from  the  non-patulous  cho- 
ledocho-duodenal junction  revealed  a tu- 
mor made  up  of  two  types  of  tissue:  epi- 
thelial and  connective  tissue.  The  epithe- 
lial portions  consisted  of  duct-like  spaces 
lined  by  epithelium  of  the  biliary  type,  ve- 
ry evenly  distributed  within  a moderately 
dense  and  moderately  cellular  stroma.  The 
ducts,  as  you  will  observe  in  Figs.  1 and  2, 
are  occasionally  surrounded  by  an  ill  de- 
fined circular  zone  of  fibrous  connective 
tissue.  At  the  periphery  the  tumor  pres  - 
ents a circular  layer  of  bundles  made  up 
of  smooth  muscle  and  connective  tissue, 
undoubtedly  the  remnants  of  the  sphinc- 
ter of  Oddi.  The  tumor  is  surmounted  by 
normal  although  moderately  stretched  out 
duodenal  wall  from  which  it  is  well  cir- 
cumscribed. The  sections  of  liver  reveal 
histologic  evidences  of  an  early  biliary 
cirrhosis.  There  was  definite  blocking  of 
dilated  bile  canaliculi  by  inspissated  bile 
and  there  is  beginning  to  take  place  prolif- 
eration of  fibrous  connective  tissue  within 
the  liver  parenchyma,  as  shown  in  Fig.  3 
Cross  sections  of  the  pancreas  show  a 
distinct  increase  in  the  fibrous  connective 


tissue  framework  of  this  organ  which  is 
more  noticeable  in  the  interlobular  stroma 
that  surrounds  greatly  dilated  ducts. 
There  is  an  associated  slight  increase  in 
the  intralobular  connective  tissue  as  il- 
lustrated in  Fig.  4. 


COMMENT 

The  tumor  referred  to  in  the  preceding 
description  may  be  classified  as  a congeni- 
tal adenofibroma.  It  originated  within  the 
ampulla  of  Vater  with  almost  complete  re- 
placement of  the  choledochoduodenal  junc- 
tion, but  still  exhibiting  traces  of  the 
sphincter  of  Oddi  in  its  periphery.  It  is 
worthy  of  mentioning  that  a similar  tumor 
4 mm.  in  diameter  was  encountered  in  the 
prepyloric  region  in  this  case,  but  bearing 
no  relationship  to  the  obstructions  of  the 
bde  passages. 


DISCUSSION 

This  case  represents  a type  of  obstruc- 
tive jaundice  due  to  a congenital  tumor  of 
the  ampulla  of  Vater.  We  searched  the 
literature  which  has  appeared  during  the 
last  5 years  and  have  not  seen  any  report 
of  a tumor  of  the  ampulla  of  Vater  on 
such  a young  subject.  Baker  reports  dif- 
ferent types  of  tumor  of  the  ampulla  of 
Vater  in  adults.  First  he  mentioned  cystic 
dilatation  of  the  common  bile  duct,  a rare 
condition  which  is  usually  only  recognized 
at  the  time  of  operation.  This  condition 
is  more  frequent  in  childhood  or  early 
adulthood;  the  case  reported  by  him  is  an 
elderly  adult  68  yrs.  old.  Baker  gives  two 
etiological  causes:  1.  idiopathic;  2.  obstruc- 
tion of  the  distal  end  of  the  common  duct 
by  congenital  structure,  stone,  trauma,  in- 
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fection  such  as  syphilis,  typhoid.  Jaundice 
is  an  usual  symptom. 

A second  type  of  tumor  mentioned  by 
Baker  in  adults  is  papilloma  of  the  ampul- 
la of  Vater.  These  tumors  are  of  benign 
nature  and  it  is  important  to  differentiate 
them  from  the  malignant  lesions.  Some 
authors  consider  papilloma  as  precursors 
of  carcinoma  of  the  ampulla  of  Vater. 

Carcinoma  of  the  ampulla  of  Vater  in 
adults  are  not  very  common,  but  important 
Adenocarcinomas  of  this  region  is  the 
most  common  type. 

The  symptoms  in  the  cases  mentioned 
by  Baker  and  by  Snell  are  a train  of  events 
considered  characteristic.  In  adults  or 
in  children  old  enough  to  complain  86% 
have  pain  and  early  jaundice,  and  loss  of 
weight.  These  tumors  are  amenable  to 
surgery. 


SUMMARY 

1)  A review  of  the  causes  of  icterus  in 
the  newborn  and  early  infancy  is 
discussed. 

2)  A case  of  congenital  tumor  of  the 
Ampulla  of  Vater  causing  icterus 
is  reported. 
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FIGURE  1 

Congenital  adenofibroma  of  Ampulla  of  Vater.  Microscopic  view  of  the  substance 
of  the  tumor.  Observe  peripheral  bundles  of  remnants  from  the  sphincter  of 

Oddi. 


FIGURE  2 

Cross  section  of  the  tumor  showing  how  sharply  demarcated  it  is  from  the 

adjoining  duodenal  wall. 


FIGURE  3 

A microscopic  view  of  the  liver  parenchyma.  Bile  canallcull  are  distended  with 
inspissated  bile  and  Kupffer’s  cells  are  swollen  with  phagocytosed  bile  pigment. 


FIGURE  4 

The  pancreatic  ducts  showed  marked  dilatation  and  were  surrounded  by  broad 
zones  of  fibrosis  as  a result  of  the  obstruction  at  the  ampulla  of  Vater. 
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TUMOR  PRIMITIVO  BENIGNO  DEL  URETER* 

REPORTE  DE  UN  CASO 

ABEL  GONZALEZ,  JR.,  M.D. 

Ciudad  Trujillo,  K.D. 


Apesar  de  que  en  los  últimos  años  se 
han  multiplicado  los  casos  reportados  de 
tumores  primitivos  del  uréter,  sin  duda 
debido  al  progreso  alcanzado  en  los  méto- 
dos de  exploración  urológica,  esta  localiza- 
ción de  las  neoplasias  es  muy  poco  fre- 
cuente, a tal  punto  que:  Renner,'  en  1931 
revisando  130,000  autopsias  del  Instituto 
Patológico  de  Viena  encontró  escasamente 
tres  ejemplos;  en  el  Bellevue  Hospital 
un  sólo  caso  fué  encontrado  en  22,810  au- 
topsias practicadas  desde  1904  a 1935. 
Hasta  1930  en  un  estudio  de  16,565  casos 
de  tumores  malignos,  ningún  caso  de  tu- 
mor primitivo  del  uréter  fué  observado  en 
el  Memorial  Hospital  de  New  York.  Snyder 
y Wood  reportaron  en  1933  el  primer  ca- 
so encontrado  en  el  Massachusetts  Ge- 
neral Hospital  y en  22,000  casos  uroló- 
gicos revisados  por  Colston  en  el  Johns 
Hopkins  Hospital,  encontró  solo  dos  casos. - 
Los  tumores  malignos  primitivos  del 
uréter  son  mucho  más  frecuentes  que  los 
benignos.  Lazarus  y Marks  revisando  la 
literatura  hasta  1945  encontraron  un 
total  de  183  casos  de  los  primeros; 
por  el  contrario,  según  Edelstein  y Mar- 
cus,  hasta  septiembre  de  este  año, 
sólo  habían  32  casos  comprobados  de  neo- 
plasmas benignos  primitivos  del  uréter,  ya 
que  de  los  28  casos  recolectados  en  la  li- 
teratura por  Melicow  y Findlay  en  1932, 

* Trabajo  leído  ante  la  Asociación  Médica  du- 
rante la  asamblea  anual,  celebrada  en  Di- 
ciembre, 1948. 

1.  Joseph  M.  Edelstein  and  Saul  M.  Marcus: 

.1.  Urol..  61:  409,  1948. 

2.  Cifras  tomadas  de:  Clinical  Urology.  Lowsley 

and  Kirwin. 


12  no  tenían  estudio  histológico,  por  lo  cual 
no  se  consideran  válidos.  Tampoco  se  han 
tenido  en  cuenta  otros  16  casos  reporta- 
dos sin  prueba  histológica. 

Para  que  una  neoplasia  pueda  conside- 
rarse primitiva  del  uréter  debe  reunir  las 
siguientes  condiciones: 

1.  — El  estudio  macroscópico  y micros- 

cópico del  tumor  debe  justificar  ei 
diagnóstico  de  la  neoplasia. 

2.  — No  debe  ser  secundario  a un  tumor 

situado  en  otro  sitio  del  aparato 
urinario,  ya  que  con  frecuencia  los 
tumores  de  la  pelvis  renal  y vejiga 
invaden  secundariamente  por  ex- 
tensión directa  el  uréter. 

3.  — No  deben  ser  metástasis  de  neopla- 

sias originalmente  localizadas  fue- 
ra del  aparato  urinario.  Estas  me- 
tástasis en  el  uréter,  son  muy  ra- 
ras, ya  que  hasta  marzo  de  este 
año  sólo  habían  37  casos  reporta- 
dos.'' 

Consideramos  que  nuestro  caso  reúne 
las  antedichas  condiciones. 

La  patogenia  de  los  tumores  de  la  ve- 
jiga, uréter  y pelvis  renal  como  la  de  los 
tumores  en  general  es  aún  descomocida. 
Von  Brunn^  en  1893,  describió  nidos  de  cé- 
lulas epiteliales  en  la  submucosa  de  estos 
órganos,  estas  inclusiones  celulares,  cuyo 
origen  no  está  aún  bien  determinado,  han 

3.  David  Presman  and  Louis  Ehrlich:  .1.  Urol 

.69:  312,  1948. 

4.  Thomas  Gualtieri,  James  J.  Hayes  and  Abra» 

ham  D.  Segal:  J.  Urol.,  59:  1083,  1948. 
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sido  también  observadas  con  gran  frecuen- 
cia por  los  autores  que  más  recientemente 
han  estudiado  estas  neoplasias,  llegando 
Morse  a encontrarlas  108  veces  en  125  au- 
topsias o sea  en  el  86 'Z . Para  algunos  au- 
tores,'’ estas  células  proliferan  dando  ori- 
gen a las  neoplasias,  bajo  el  estímulo  de 
un  irritante,  el  cual  puede  ser:  químico; 
es  evidente  la  frecuencia  de  los  tumores 
vesicales  en  los  obreros  que  trabajan  en 
la  fabricación  de  los  colorantes  de  anilina ; 
mecánico  o infeccioso,  siendo  más  frecuen- 
te, por  tanto,  los  tumores  de  esos  órganos 
en  los  individuos  portadores  de  cálculos 
urinarios  y en  las  infecciones  crónicas  de 
ellos.  Pero  para  otros  autores,'’  sin  embar- 
go, estos  nidos  celulares  no  tienen  rela- 
ción alguna  con  el  origen  de  estas  neopla- 
sias. 

Casi  todos  los  tumores  ureterales  has- 
ta ahora  reportados  son  epiteliales,  siendo 
los  papilares  los  que  más  se  observan;  és- 
tos pueden  presentarse  en  diversos  grados 
de  malignidad.  Nuestro  caso  es  un  papilo- 
ma benigno.  (Véase  figuras  Nos.  4 y 5). 

Los  síntomas  principales  de  los  tumo- 
res del  uréter  son: 

1.  — La  hematuria  que  se  manifiesta  en 

el  75'/  de  los  casos. 

2.  — El  dolor,  que  puede  ser  agudo  en 

forma  de  cólico  nefrítico  ocasiona- 
do por  la  obstrucción  brusca  del 
uréter  por  un  coágulo  sanguíneo,  o 
sordo,  causado  por  la  hidronefrosis 
que  determina  la  obstrucción  cró- 
nica del  uréter  por  el  tumor. 

3.  — Tumor:  rara  vez  el  tumor  ureteral 

se  desarrolla  lo  suficiente  para  lle- 
gar a ser  abordable  a la  palpación 
del  abdomen,  por  el  tacto  vaginal  o 


5.  Thomas  Gualtieri,  James  J.  Hayes  and  Abra- 

ham D.  Segal:  J.  Urol.,  59:  1083,  1948. 

6.  Dudley  P.  Fagerstrom,  J.  Urol,  5C-:  333,  1948. 


por  el  rectal.  Frecuentemente  se 
percibe  una  tumoración  que  corres- 
ponde al  riñón  hidronefrótico. 

Ninguno  de  estos  síntomas  es  patogno- 
mónico,  por  cuya  causa  el  diagnóstico  pue- 
de ser  difícil.  Para  llegar  a establecerlo 
disponemos  de  la  historia,  del  examen  físi- 
co, de  la  cistoscopía,  del  cateterismo  ure- 
teral y de  la  ureteropielografía. 

La  cistoscopía  mostrará  el  lado  que 
sangra  y a veces  hasta  podría  verse  par- 
te del  tumor  saliendo  por  el  orificio  ure- 
teral. 

El  cateterismo  ureteral  podrá  ser  de 
gran  valor,  si  como  sucedió  en  nuestro  ca- 
so, se  vé  salir  orina  sanguinolenta  por  un 
meato  ureteral  y orina  clara  cuando  el  ca- 
téter está  en  la  pelvis  renal. 

La  ureteropielografía  puede  mostrar  la 
existencia  de  una  imagen  lacunar  al  nivel 
del  tumor,  bastante  típica  de  neoplasia  del 
uréter.  (Véase  figura  No.  2). 

El  diagnóstico  diferencial  debe  princi- 
palmente establecerse  con  la  estrechez  y 
con  los  cálculos  radio-transparentes  del 
uréter. 

El  pronóstico  de  los  tumores  del  uré- 
ter es  malo.  Son  precoces  las  metástasis 
en  los  epiteliomas  a causa  de  la  gran  vas- 
cularización del  uréter,  y los  histológica- 
mente benignos,  cuando  no  son  tratados 
muy  precozmente,  destruyen  el  riñón  por 
obstrucción  ureteral.  Sufren  además  trans- 
formación maligna  muy  frecuentemente. 

La  ureteronefrectomía,  es  la  manera 
habitual  de  tratar  los  tumores  del  uréter, 
la  cual  debe  ser  tan  precoz  como  sea  po-  : 
sible.  En  caso  de  papiloma  localizado  cerca 
del  orificio  ureteral  con  función  renal  defi- 
ciente del  lado  opuesto,  debe  hacerse  re-  | 
sección  parcial  del  uréter  con  su  implan-  ¡ 
tación  a la  vejiga. 

Podría  intentarse  su  destrucción  por 
fulguración,  en  el  caso  de  ser  un  pequeño 
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pólipo  que  sale  por  el  meato  ureteral,  cuan- 
do se  haya  probado  previamente  su  benig- 
nidad por  medio  de  una  biopsia. 

William  J.  Baker, reporta  un  caso  de 
un  papiloma  pediculado  del  uréter  de  6 pul- 
gadas de  longitud,  resecado  con  bisturí 
eléctrico  con  eloctrocoagulación  de  su  base 
y sutura  del  uréter,  sin  recidiva  a los  tres 
años. 

REPORTE  DEL  CASO 

A.  R.,  de  78  años  de  edad,  nos  consul- 
ta el  día  3 de  agosto  del  1945,  porque  en 
los  últimos  tres  meses  ha  tenido  frecuentes 
hematurias  de  tipo  total,  acompañada  a 
veces  de  dolor  en  el  flanco  abdominal  de- 
recho a tipo  cólico  nefrítico,  habiendo  sido 
aquella  continua  en  los  últimos  15  días. 

No  hay  historia  familiar  de  cáncer. 

El  examen  físico  nos  revela  un  paciente 
con  buen  estado  general,  aunque  muy  del- 
gado. 

Próstata  normal  a la  palpación. 

Análisis  de  orina:  Hematíes  y piocitos 
muy  abundantes. 

La  cistoscopía  nos  muestra  la  mucosa 
vesical  sana,  pero  se  ve  eyacular  orina  he- 
mática  por  el  meato  ureteral  derecho.  Ca- 
teterizamos ambos  uréteres  sin  encontrar 
obstáculos,  pero  notamos  que  cuando  el 
catéter  del  lado  derecho  llegó  a la  pelvis 
renal  comenzó  a salir  orina  clara,  lo  que 
nos  hizo  sospechar  que  la  patología  se  en- 
contraba en  el  uréter.  Hicimos  entonces 
una  ureteropielografía,  mostrando  ésta, 
que  la  columna  de  contraste  se  detenía  por 
completo  aproximadamente  en  la  unión  del 
tercio  medio  con  el  inferior  del  uréter  de- 
recho, existiendo  por  encima  de  la  obstruc- 
ción una  marcada  dilatación  del  uréter  y 
de  la  pelvis,  éstos  se  encuentran  todavía 
llenos  del  contraste  una  hora  más  tarde. 
Hay  además  una  acodadura  bastante  mar- 

7.  William  J.  Baker:  .1.  Urol:  60:  197,  1948. 


cada  en  la  unión  pieloureteral.  (Véase  fi- 
gura No.  1). 

La  pielografía  del  lado  izquierdo  es  nor- 
mal. Ese  día  el  paciente  sufre  de  fuertes 
crisis  de  cólicos  nefríticos  del  lado  sano, 
de  temperatura  elevada  y de  disminución 
de  la  secreción  urinaria,  suprimiéndose 
ésta  por  completo  al  día  siguiente,  a partir 
del  cual  el  enfermo  comienza  a delirar, 
apareciendo  un  hipo  casi  continuo  que  no 
le  permite  descanso  alguno.  Al  tercer  día 
su  urea  sanguínea  se  había  elevado  a 1.80 
gramos  por  litro  y como  la  anuria  se  acom- 
pañaba de  dolor  del  lado  sano  pensábamos: 
cateterizar  ese  uréter  al  día  siguiente,  cre- 
yendo que  ese  lado  podría  estar  obstruido: 
por  un  cálculo  transparente  a los  rayos  X, 
o,  quizás,  por  un  coágulo  originado  por 
la  pequeña  hemorragia  que  a veces  provo- 
ca el  cateterismo  ureteral,  pero  en  la  no- 
che del  citado  día,  el  enfermo  tuvo  una 
abundante  eliminación  de  orina  clara,  el 
hipo  y el  delirio  mejoraron  y la  urea  co- 
menzó a descender  para  bajar  hasta  0.32 
gramo  por  litro  de  sangre,  una  semana 
más  tarde. 

Basándonos  en  la  historia  clínica,  en 
los  datos  proporcionados  por  la  cistoscopía» 
el  cateterismo  ureteral  y la  ureteropielo- 
grafía, diagnosticamos  probable  tumor  ma- 
ligno del  uréter.  Aconsejamos  la  inter-, 
vención  quirúrgica,  pero  esta  fué  rechaza- 
da por  el  enfermo  y los  familiares,  muy 
posiblemente  por  el  grave  accidente  que  la 
pielografía  había  provocado;  y por  el  he- 
cho curioso  de  la  desaparición  de  la  hema-- 
turia  desde  que  se  reanudó  la  secíecióTit 
urinaria.  El  enfermo  regresó  a su  pueblo,, 
consultándonos  nuevamente  el  día  4 de 
agosto  del  1948,  o sea  tres  años  más  tar*. 
de,  con  la  historia  de  dolor  bastante  fuer- 
te y casi  continuo  en  la  fosa  ilíaca  dere- 
cha, la  hematuria  no  se  había  repetido, 
pero  su  orina  era  purulenta.  Su  estado  ge- 
neral continuaba  bueno,  y su  urea  sanguí-.. 
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nea  en  esta  ocasión  era  0.40  gramo  por 
litro  de  sangre. 

Practicamos  una  urografía  intravenosa 
la  cual  nos  muestra  la  falta  de  elimina- 
ción del  medio  de  contraste  por  el  riñón 
derecho;  pero,  en  cambio,  la  pelvis  izquier- 
da es  visible  a los  cinco  minutos  de  la 
inyección  y a los  quince  la  vejiga  se  en- 
cuentra llena  del  medio  opaco,  mostrán- 
dose algo  retraída  con  una  pequeña  ima- 
gen lacunar  en  su  parte  inferior,  causada 
por  una  moderada  hipertrofia  del  lóbulo 
medio  do  la  próstata. 

La  cistoscopía  nos  proporciona  en  esta 
ocasión  los  siguientes  datos; 

Orina  residual  30  cc. 

Capacidad  vesical  150  cc. 

Cuello  vesical:  Moderada  hipertrofia 
del  lóbulo  medio  prostático. 

Trígono:  marcado  edema,  sobre  todo 
alrededor  del  orificio  ureteral  derecho. 

Mucosa  vesical:  Bastante  edema  y con- 
gestión. No  hay  tumor. 

Prueba  del  Indigo  Carmín:  Del  lado  iz- 
quierdo aparece  el  colorante  a los  dos  mi- 
nutos virando  al  azul  intenso  a los  cinco; 
por  el  contrario  no  aparece  en  veinte  mi- 
nutos del  lado  derecho. 

Cinco  días  más  tarde  practicamos  una 
pielografía  mostrando  ésta  los  cálices  y la 
pelvis  renal  mucho  más  dilatados  que  la 
primera  vez.  El  codo  en  la  unión  pielo- 
ureteral  persiste. 

La  ureteropielografía  en  serie  muestra 
en  la  parte  inferior  del  uréter  derecho,  al 
nivel  de  la  articualación  sacroilíaca,  una 
porción  que  no  se  llena,  limitada  hacia 
abajo  por  el  uréter  de  aspecto  normal  y 
por  encima  por  dicho  conducto  muy  dila- 
tado. El  borde  superior  de  esta  imagen 
lacunar  es  muy  irregular.  La  pelvis  y la 
porción  dilatada  del  uréter  permanecen 
llenos  del  contraste  en  la  exposición  hecha 
una  hora  después  de  su  inyección.  (Véase 
figura  No.  2.) 


Estos  nuevos  datos  nos  confirmaron  el 
diagnóstico  de  tumor  del  uréter.  Aconse- 
jamos nuevamente  la  ureteronefrectomía 
la  cual  efectuamos  en  un  solo  tiempo  el  24 
de  agosto  de  este  año.  La  intervención  se 
efectuó  bajo  raqui-anestesia,  practicando 
una  incisión  que  se  extendió  del  pubis  al 
ángulo  costo  lumbar  derecho.  No  tuvimos 
accidente  durante  el  tiempo  quirúrgico  ni 
complicación  post-operatoria.  El  paciente 
fué  dado  de  alta  catorce  días  más  tarde 
con  la  herida  cicatrizada  por  primera  in- 
tención. 

A continuación  el  reporte  emitido  por  el 
Patólogo  del  Hospital  Militar  “Profesor 
Marion” ; 

Descripción  macroscópica: 

“El  espécimen  consiste  de  un  riñón  que 
mide  6x3x2  cms.  de  diámetro,  que  pesa 
60  gramos  aproximadamente,  recibido  en 
formol  al  10'/.  Su  cápsula  monda  con  un 
poco  de  dificultad.  Su  color  es  rojo-vinoso 
(congestión),  de  una  consistencia  más  fir- 
me que  normalmente.  Al  corte,  se  aprecia 
una  marcada  atrofia  del  parénquima  re- 
nal, llegando  la  corteza  a medir  sólo  unos 
2-3  mm.  de  espesor.  Las  pirámides  de  la 
parte  medular  pueden  verse  sin  dificultad, 
pero  sus  límites  con  la  corteza  no  son  muy 
aparentes  y las  estrías  corticales  se  dibu- 
jan mal.  Los  cálices  no  muestran  cambios 
de  significación  pero  sí  se  aprecia  una  di- 
latación bastante  marcada  de  la  pelvis  re- 
nal. La  mucosa  de  los  cálices  y pelvis  se 
encuentra  un  poco  rígida,  engrosada  y tie- 
ne un  color  gris-blanquecino  mate  y lisa. 
Continuando  a la  pelvis,  se  reciben  unos 
15  cm.  de  uréter,  el  cual  se  encuentra  en- 
grosado y muy  dilatado,  midiendo  alrede- 
dor de  1.2  cm.  de  diámetro.  A 10  cm.  de 
la  pelvis,  el  uréter  muestra  una  dilatación 
ampular  maciza.  Por  debajo  de  dicha  zo- 
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na,  el  uréter  apenas  mide  4-5  mm.  de  es- 
pesor como  normalmente.  Al  abrir  el  uré- 
ter, se  encuentra  una  masa  tumoral  pedi- 
culada  a 10  cm.  de  la  pelvis  renal,  que  mi- 
de 3 x 1.5  X 15  cm.,  de  consistencia  blanda, 
moderadamente  friable  y un  color  gris- 
rosado.  A 2 cm.,  por  debajo  de  la  masa 
tumoral  principal,  se  encuentra  otra  con 
los  mismos  caracteres  que  la  anterior,  que 
mide  solamente  1 cm.,  de  diámetro.  Más 
allá  de  esta  segunda  masa  tumoral,  la  mu- 
cosa ael  uréter  continúa  con  un  aspecto 
normal.  (Véase  figuras  No.  3 y 4). 

Descripción  microscópica : 

T..da  la  superficie  subcapsular  se  en- 
cuenda muy  congestionada  y muestra 
gran  número  de  hemorragias  difusas.  La 
mayoiía  de  los  glcmérulos  se  encuentra 
muy  afectada.  Unos,  en  completa  degene- 
ración fibro-hialina.  Otros,  han  sido  redu- 
cidos a una  porción  mínima,  retraída  hacia 
el  hilio  y adherida  a los  capilares  eferen- 
tes del  glomérulo.  Entre  esta  mínima  por- 
ción del  glomérulo  y la  cápsula  de  Bow- 
man, existe  un  gran  espacio  que  se  encuen- 
tra lleno  de  un  líquido  albuminoso  (Ver 
fi-gura  No.  6).  Se  encuentran  todavía  zo- 
nas muy  limitadas  donde  pueden  distin- 
guirse algunos  glomérulos  normales,  ro- 
deados de  túbulos  renales  también  inalte- 
rados. Pero  en  general,  toda  la  corteza  ex- 
hibe una  marcada  atrofia  de  los  nefrones 
los  cuales  han  sido  substituidos  por  célu- 
las inflamatorias  del  tipo  linfo  y plasmo- 
citos  y fibroblastos,  tanto  maduros  como 
jóvenes.  Gran  cantidad  de  túbulos  mues- 
tran dilatación  e hipertrofia  compensado- 
ras, así  como  pueden  encontrarse  algunos 
otros  con  hiperplasia  pseudo-adenomatosa 
de  su  epitelio.  Numerosos  vasos  capilares 
sanguíneos  se  encuentran  atacados  por  le- 
siones arteriolo-escleróticas,  pero  la  ma- 


yoría no  muestra  anormalidades.  Los  cá- 
lices, pelvis  y uréter  denotan  marcada  hi- 
pertrofia de  su  pared  (engrosamiento) 
debido  a una  gran  cantidad  de  fibroblas- 
tos de  nueva  formación  y marcada  infil- 
tración linfo-plasmocitaria  de  toda  su 
pared. 

Descripción  microscópica  de  la  masa 
tumoral  ureteral: 

La  masa  tumoral  está  constituida  por 
un  conjunto  de  células  ovoides  o cilindri- 
cas bajas  en  forma  de  nidos  o columnas 
celulares,  siempre  centrados  por  finos  ejes 
conjuntivo-vasculares.  Dichas  células  po- 
seen núcleos  pobres  en  cromatina,  en  al- 
gunas puede  verse  su  trama  cromática  y 
hasta  uno  o más  cromosomas.  El 
citoplasma  es  poco  diferenciado  y mal 
delimitado,  así  como  muy  pobremen- 
te basófilo.  No  se  encuentran  signos 
de  atipia  o monstruosidad  de  los  nú- 
cleos, pero  sí  algunas  mitosis  las  cuales  no 
se  apartan  del  tipo  normal.  En  ningún 
caso  dichas  células  traspasan  de  la  sub- 
mucosa del  uréter,  no  observándose  por  lo 
tanto  infiltración  desordenada  o anárqui- 
ca de  la  pared  ureteral,  cuyas  lesiones  no 
pasan  de  engrosamiento,  infiltración  lin- 
fo-plasmocitaria y fibrosis. 

Diagnóstico  histopatológico: 

1.  Papiloma  Benigno  del  Uréter  (múl- 
tiple) . 

2.  Uretero-Hidronefrosis. 

3.  Pielonefritis  crónica  con  marcada 
atrofia  del  Parénquima  Renal  (riñón 
pielonefrítico  contraído). 

Dr.  E.  W.  Líthgow, 

Patólogo. 

Aiitijíiio  Kt'lldW  (lo  1,1  I);izi;ni  Kouiidatioii 
for  Modiciil  Itosoarcli 
At  The  Mount  Sinai  Hospital,  N.  Y. 
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RESUMEN 

1.  Hemos  presentado  un  caso  de  tumor 
benigno  primitivo  del  uréter. 

Creemos  que,  aunque  el  diagnóstico 
preoperatorio  es  difícil,  es  posible  esta- 
blecerlo cuando  como  en  nuestro  caso  apa- 
recen los  signos  clásicos,  a saber: 

(a)  Hematuria  que  desaparece  cuando 


el  catéter  llega  a la  pelvis  renal;  (b)  Una  j 
imagen  ureteropielográfica  sugiriendo  la  | 
presencia  de  una  masa  que  ocupa  una  por-  j 
ción  del  uréter.  ■ 

2.  Es  de  notarse  que  este  enfermo  que  ; 
tres  años  antes  tuvo  una  crisis  de  anuria  | 
desencadenada  por  una  pielografía  retró- 
grada bilateral,  soportó  ahora  la  interven- 
ción sin  ningún  accidente. 


FIGURA  1 FIGURA  2 


Ureteio-pielografía  tomada  en  1945.  Obstruc- 
ción del  uréter  derecho  al  nivel  de  la  articu- 
lación sacroilíaca.  Por  encima,  de  ésta  el  uré- 
ter y la  pelvis  se  encuentran  dilatados  y se 
mantienen  llenos  del  contraste  una  hora  des- 
pués de  su  inyección. 


Uretero-pielografía  derecha  en  serie  tomada  en 
1948.  En  la  primei'a  exposición  nótese  la  porción 
del  uréter  que  no  se  llena,  su  dilatación  por  enci- 
ma y su  aspecto  normal  por  debajo.  La  última 
exposición  fué  tomada  en  posición  vertical  una 
hora  después  de  inyectarse  el  contraste. 


FIGURA  3 


Riñón  y uréter.  Nótese  la  dilatación  del  uréter  en 
la  porción  ocupada  por  el  tumor. 


FIGURA  5 

Obsérvese  el  límite  preciso  entre  las  células  tu- 
morales  y la  submucosa.  Más  allá  de  ésta  puede 
verse  parte  de  la.  capa  muscular  del  uréter.  Ob- 
sérvese la  disposición  papilomatosa  del  tumor  y el 
aspecto  citológico  benigno:  células  transicionales 
típicas. 


FIGURA  6 


Degeneración  quística  de  numerosos  túbulos.  De- 
generación fibro-hialina  (fibrosisl  de  numerosos  | 
glomérulos  de  Malpighio.  Atrofia,  general  del  te- 
jido cortical  del  riñón,  substituido  por  fibroblas- 
tos y células  inflamatorias:  linfocitos  y plasmo-  ' 
citos.  Casi  en  el  centro,  glomérulo  conteniendo  ; 
gran  cantidad  de  albúmina  por  dentro  de  la  mem- 
brana de  Bowman. 
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EXPERIENCES  WITH  RETRO  PUBIC  PROSTATECTOMY 

PABLO  G.  CURBELO,  M.D. 

San  Juan,  P.  R. 


About  three  years  ago  Dr.  Hernández 
Morales  called  my  attention  to  a new  type 
of  prostatectomy  which  a London  surgeon 
by  the  name  of  Millin  had  just  described 
in  the  Lancet. 

Essentially  the  operation  consists  of 
an  extra-vesical  and  transcapsular  removal 
of  the  hypertrophied  prostate  gland 
through  the  Space  of  Retzius. 

In  marked  contrast  with  the  classical 
SLipra-pubic  prostatectomy  the  bladder 
is  not  incised,  the  bladder  neck  is  neither 
stretched  nor  torn  by  the  enucleating 
finger,  and  finally  no  supra-pubic  drains 
are  left  to  bedevil  the  patient  and  attend- 
ants alike. 

Compared  to  perineal  prostatectomy  it 
offers  the  following  advantages;  little  or 
no  danger  of  injury  to  the  rectum  or  ex- 
ternal sphincter;  hence  little  danger  of 
impotence  or  fistulae  resulting  from  the 
operation. 

Retro-pubic  prostatectomy  also  com- 
pares favorably  with  trans-urethral  re- 
section; in  the  first  place  it  is  far  easier 
to  learn  and  to  do;  secondly  the  operative 
position  is  easier  on  the  patient  and  the 
strain  is  less  severe  on  the  surgeon ; finally 
its  smoother  convalescence  far  outweighs 
the  shorter  period  of  hospitalization  re- 
quired for  trans-urethral  resection. 

Perhaps  the  only  real  difficulty  in  con- 
nection with  procedure  is  that  of  securing 
hemostasis  because  of  the  large  and  friable 
capsular  veins  and  the  large  capsular  ar- 
teries ; however,  these  obstacles  can  be  met 
by  the  use  of  suction,  long  needle  holders, 
short  and  heavy  needles,  by  double  bag 
Foley  catheters  and  as  a last  resort  by 
clamping  and  coagulating  the  bleeders. 


In  no  other  type  of  prostatectomy  does 
one  come  across  such  a smooth  post-opera- 
tive period.  The  patients  are  not  disturbed 
by  frequent  and  often  painful  changes  of 
dressings  as  in  the  supra-pubic  approach, 
nor  do  the  patients  suffer  the  prolonged 
period  of  dysuria  which  often  follows  a 
trans-urethral  resection ; moreover,  uri- 
nary control  is  practically  perfect  right 
after  the  urethral  catheter  has  been  with- 
drawn ; that  much  cannot  be  certainly  said 
about  either  the  perineal  or  the  trans- 
urethral prostatectomies.  The  most  an- 
noying complication  we  have  had  so  far  is 
an  instance  of  that  rather  obscure  entity 
known  by  the  term  of  Osteitis  Pubis.  It 
made  its  appearance  several  weeks  after 
the  incision  had  healed  completely;  the 
application  of  a long  plaster  spica  resulted 
in  complete  relief.  This  condition  occurs 
more  commonly  after  supra-pubic  prosta- 
tectomeis  and  bladder  operations  in  gen- 
eral but  has  been  observed  to  follow  her- 
niotomies and  even  normal  labour. 

Indications  and  Contraindications: 

Retro-pubic  prostatectomy  is  at  its  best 
v/hen  one  is  dealing  with  fairly  large  pros- 
tates; namely  those  weighing  30  gm.  or 
m.ore,  because  smaller  glands  do  not  offer 
.sufficient  room  for  either  the  capsular  in- 
cision or  for  the  enucleating  finger;  the 
latter  as  well  as  fibrotic  prostates  and 
contractures  of  the  bladder  neck  may  best 
be  handled  by  trans-urethral  resection. 

Associated  bladder  pathology  like  non- 
draining diverticuli,  large  calculi,  tumours 
are  relative  but  not  absolute  contraindi- 
cations. Obesity  is  another  relative  con- 
traindication. 
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Carcinoma  as  well  as  prostatic  calculi 
can  be  handled  successfully  by  perineal 
prostatectomy  only. 

CASE  REPORTS 

Although  I had  practiced  the  operation 
on  the  cadaver  a few  times  I did  not  have 
the  courage  to  do  it  on  the  living  until  af- 
ter Dr.  Wehrbein  of  New  York  had  given 
Drs.  San j urjo,  my  good  friend  the  late 
Dr.  Agustín  Mujica  and  myself  a demons- 
tration at  our  University  Hospital  last 
February.  Since  then  I have  done  eight 
retro-pubic  prostatectomies,  seven  of  which 
were  done  at  Bayamón  District  Hospital 
and  one  at  Dr.  Pavia’s  Hospital. 

Cass  1.  Hospital  No.  A11801.  Uni- 
versity Hospital.  Patient  operated  by  Dr. 
Wehrbein.  Capsular  vessels  were  clamped, 
cut  and  ends  electro-coagulated.  On  day 
following  operation  had  a hemorrhage 
which  was  controlled  by  supra-pubic  pack- 
ing and  changing  of  urethral  catheter. 
Patient  was  discharged  from  hospital  in 
excellent  condition  18  days  later. 

Case  2.  Bayamón  Charity  District 
Hospital.  No.  59831.  Two  hours  after 
operation  the  urethral  catheter  became 
obstructed  due  to  bleeding.  The  patient 
was  returned  to  the  Operating  Room  where 
the  wound  was  re-opened,  a cystostomy 
was  done,  and  the  urethral  catheter  was 
changed.  The  patient  was  sent  home  12 
days  later. 

Case  3.  Bayamón  Charity  District  Hos- 
pital. No.  59831.  Only  complication  was 
that  he  developed  right  sided  epididymitis 
which  subsided  under  conservative  treat  ■ 
ment.  Discharged  13  days  later. 

Case  4.  B.C.D.  Hospital.  No.  60127. 
Uneventful  post-operative  course.  Dischar- 
ged 22  days  later. 

Case  5.  B.C.D.  Hospital.  No.  62254. 
Hypertensive.  Age  50.  Discharged  14  days 
later. 


Case  6.  B.C.D.  Hospital.  No.  63264. 
Discharged  21  days  later.  Developed  Ostei- 
tis Pubis.  Age  80  years.  Now  convalescent 
from  the  Osteitis. 

Case  7.  B.C.D.  Hospital.  No.  64096. 
Positive  serology.  There  was  delayed 
wound  healing.  Patient  was  discharged 
from  hospital  53  days  later. 

Case.  8.  B.C.D.  Hospital.  No.  66310. 
Discharged  15  days  later. 

Case  9.  E.R.  Dr.  Pavia’s  Hospital. 
Oxycel  gauze  was  used  around  bag  of  Fo- 
ley catheter.  For  several  days  patient  had 
supra-pubic  discharge  of  dark-colored 
material  from  the  oxycel  gauze.  Dischar- 
ged 14  days  later. 

The  average  hospital  stay  was  21  days 
but  would  have  been  much  shorter  if  had 
not  had  one  case  of  prolonged  healing.  The 
youngest  patient  was  50  years  and  the 
oldest  was  80  years.  The  average  hospital 
stay  for  9 consecutive  supra-pubic  prosta- 
tectomies done  at  the  Bayamon  Charity 
District  Hospital  was  38  days. 

TECHNIQUE 

A midline  incision  is  made  from  a point 
just  below  the  symphisis  pubis  to  a point 
4 to  6 inches  above,  depending  on  the 
amount  of  fat  present.  The  linea  alba  is 
incised  along  the  entire  length  of  the  inci- 
sion and  the  recti  muscles  are  separated 
and  held  thus  by  Balfour  retractor.  The 
peritoneal  reflection  is  freely^  retracted  up- 
wards and  the  areolar  tissue  covering  the 
prostate  is  pushed  downwards  with  a 
sponge  mounted  on  a forceps.  A strip  of 
gauze  4 by  8 is  now  inserted  on  each  lateral 
prostatic  recess  in  order  to  render  the 
prostate  more  distinct  as  well  as  for 
hemostatic  purposes.  The  large  capsular 
veins  are  now  doubly  transfixed  with  fine 
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catgut  on  a small  heavy  needle,  after  whicli 
the  capsule  is  incised  transversely  down  to 
the  hypertrophied  nodules.  The  capsular 
incision  is  made  about  2 cm.  below  the 
bladder  neck  which  can  be  easily  palpated. 
The  edges  of  the  capsule  where  the  big 
spurters  run  are  seized  with  Allis  clamps 
on  both  sides  of  the  incision.  Now  the 
points  of  a pair  of  scissors  is  inserted  bet- 
ween the  capsule  and  the  prostatic  nodules 
and  by  spreading  the  scissors  the  line  of 
cleavage  is  established  after  which  the 
enucleation  proceeds  as  in  the  regular  pe- 
rineal prostatectomy.  After  the  gland 
is  removed  the  fossa  is  packed  with  a small 
hot  towel  to  stop  the  oozing.  Then  a 
double-bag  Foley  catheter  is  passed  along 
the  entire  urethra  into  the  bladder.  The 


proximal  bag  is  now  filled  with  about  15 
cc  of  water.  The  edges  of  the  capsule  are 
brought  together  with  interrupted  catgut 
sutures  taking  in  the  bleeders.  The  proxi- 
m.al  bag  is  now  inflated  enough  to  fit  snug- 
ly into  the  prostatic  fossa  thus  completing 
the  hemostasis.  Finally  the  wound  is  closed 
around  an  empty  Penrose  drain  placed  at 
the  lower  angle  of  the  incision.  The  patient 
is  now  returned  to  his  bed  where  a tidal 
irrigation  is  started  and  is  left  running 
for  12  to  24  hours.  About  the  fourth  or 
fifth  day  the  catheter  is  removed  when 
the  patient  is  usually  able  to  void  per- 
fectly ; in  the  event  that  supra  pubic  leak- 
age should  occur  a small  Foley  catheter 
is  re-inserted  into  the  bladder  for  3 or  four 
days  longer. 


Can  a milk  be  made  that 
wi  11  ag  ree  wit  h all  babies? 


Probably  not,  in  viev/  of  variations  in  individual 
babies  and  the  abnormal  conditions  occasionally  encoun- 
tered in  infants. 

The  question,  however,  is  an  interesting  one.  When 
the  first  evaporated  milk  was  made  sixty-three  years  ago, 
little  was  known  about  the  factors  that  enable  babies  to 
tolerate  cows’  milk.  But  even  if  these  factors  had  been 
known  by  the  men  who  developed  evaporated  milk,  they 
could  not  have  come  closer  than  they  did  to  making  a 
milk  that  would  be  universally  tolerated. 

Their  process  did  two  things  to  the  milk,  that  more 
than  anything  else  since  then,  made  cows’  milk  generally 
suitable  for  infant  feeding.  It  destroyed  the  germs  of  dis- 
ease which  in  those  days  made  cows’  milk  actually  a 
dangerous  food  for  babies.  It  also  changed  the  nature  of 
the  protein  so  that  the  curds  formed  in  a baby’s  stomach 
were  no  longer  large  and  indigestible,  but  instead  so  small 
that  they  closely  resembled  those  of  human  milk. 

Later  other  improvements  were  made.  The  milk  was 
homogenized  to  distribute  its  butterfat  evenly  from  the 
top  to  the  bottom  of  the  can.  Its  solids  content  was  stand- 
ardized to  provide  uniform  nutritional  value.  Finally  pure 
crystalline  vitamin  D3  was  added  not  only  to  help  prevent 
rickets  but  to  provide  optimal  vitamin  D nutrition. 

The  net  result  is  that  physicians  have  found  Pet 
Milk,  the  original  evaporated  milk,  to  agree  with  babies 
so  generally  that  it  has  become  a favored  form  of  milk 
for  infant  feeding. 


PET  MILK  COMPANY 


1472-D  Arcade  Building, 
Sc.  Louis  1,  Missouri 


Señor  Doctor,  ¿Dónde  ya  ha  visto 
usted  estas  76  palabras? 

"INGREDIENTES:  Combinación  de  leche  entera,  secada  al  vacío, 
modificada  con  enzimas  de  la  malta,  dextrosa,  azúcar,  ex- 
tracto de  cebada  malteada  y harina  de  trigo  entero,  cacao  y 
sal.  El  contenido  natural  de  vitaminas  y minerales  ha  sido 
reforzado  por  la  adición  de  Vitamina  A (extracto  de  aceite 
de  hígado  de  pescado).  Vitaminas  Bi  (Clorhidrato  de  Tia- 
mina),  B2(G)  (Riboflavina),  D2  (Ergosterol  irradiado),  y 
P-P  (Niacinamida),  Fosfato  de  Calcio,  Pirofosfato  de 
Hierro,  sabor  artificial  (vainillina)  y Vainilla.” 


Estas  76  palabras  aparecen  en  la  etiqueta  de  ingredientes  en  cada  lata  de 
Hemo  Borden’s  — y que  aseguran  a usted  la  buena  calidad  nutritiva  de  esta 
bebida  alimenticia,  fortificada  con  vitaminas  y minerales. 


NOTA;  Lo  Tabla  que  sigue  muestra  de  un  mudo  claro  y fácil  el  contenido  vitaminico 
y de  minerales  de  Hemo  comparado  con  las  necesidades  mínimas 
diarias  del  adulto,  de  estos  elementos  esenciales. 


HEMO  COMPARADO  CON  LAS  NECESIDADES 
MINIMAS  DIARIAS  DEL  ADULTO 


Requerimientos 
Mínimos  Diarios 
de  los  Adultos* 


Vitamina  A 
Vitamina  Bi 
Vitamina  62(0) 
Vitamina  D 
Niacinamida 
Hierro 
Calcio 
Fósforo 


4000  Unid.  Int, 
333  Unid.  Int. 

2 miligramos 

400  Unid.  Int. 

* * 

1 0 miligramos 
750  miligramos 
750  miligramos 


1 Vb  onzas  ó 38 
gramos  de  Hemo  en 
polvo  (2  porciones) 

4000 


333 

2 

400 

1 0 mgms. 
14.7 
376 
288 


2 porciones  de  Hemo 
en  2 vasos  de  a 8 onzas 
(240  c.c.)  de  leche 

4900 

400 

3 

410 

10.3  mgms. 
15.7 
950 
750 


*Según  han  sido  establecidos  por  el  Administrador  Federal  de  Seguri- 
dad bajo  la  autoridad  de  la  Ley  Federal  de  Alimentos  y Drogas  de 
los  Estados  Unidos. 

**Los  requerimientos  mínimos  diarios  del  adulto  aun  no  definitiva- 
mente establecidos. 


Hemo  "Bordens 


ELABORADO  POR  LOS  FABRICANTES  DE  KLIM 


Envasado  en 
latas  de  1 libra 
ó 453  gramos 
(24  porciones) 


Hecho  por  THE  BORDEN  COMPANY,  NEW  YORK,  N.  Y.,  E.  U.  A. 


Distribuidores  para  Puerto  Rico 

PLAZA  PROVISION  COMPANY,  Fortaleza  104,  San  Juan,  P.  R. 


¡Ahora,  En  un  Alimento— Toda  la 
Nutrición  que  Los  Niños  Necesitan ! 


Un  Alimento  Con  Todo  la  Nutrición  Ne- 
cesaria . . . Bíolac  es  leche  modificada,  ajus- 
tada científicamente  para  proporcionar  en  un 
solo  alimento  infantil,  las  ventajas  nutriciona- 
les  y digestivas  de  la  leche  humana.  Bíolac  pro- 
porciona los  componentes  alimenticios  esen- 
ciales, equilibrados  correctamente  para  un 
desarrollo  saludable  y normal. 

1.  Bíolac  contiene  proteínas  concentra- 
das. Bíolac  asegura  el  aumento  proteínico 
requerido  durante  la  infancia,  porque  com- 
pensa las  deficiencias  biológicas  de  la  leche 
de  vaca. 

2.  Bíolac  contiene  grasa  en  cantidades 
adecuadas.  El  contenido  de  grasa  en 
Bíolac  ha  sido  ajustado  de  modo  que  con- 
venga al  niño.  Los  glóbulos  de  grasa  son 
homogeneizados  para  satisfacer  los  requi- 
sitos nutricionales  sin  exceder  la  capacidad 
digestiva  del  sistema  digestivo  del  niño. 

3.  Bíolac  contiene  lactosa  adicional.  Para 
aumentar  el  contenido  de  carbohidrato,  se 
le  agrega  lactosa  adicional  (azúcar  natural 
de  la  leche  de  pecho).  La  lactosa  ayuda  al 
’’ño  a desarrollar  un  sistema  digestivo  nor- 
.iK,l,  c influye  favoi ablemente  a la  utiliza- 
ción correcta  del  calcio. 


4.  Bíolac  es  enriquecido  en  vitamina  y 
hierro.  Las  Vitaminas  A,  Bi,  D y hierro 
se  han  agregado  en  cantidades  iguales  o que 
superan  los  requisito^  establecidos.  Bíolac 
contiene  Vitamina  B2,  calcio  y fósforo  en 
cantidades  suficientes  para  satisfacer  las 
necesidades  del  niño.  La  Vitamina  C debe 
ser  introducida  según  el  desarrollo  del  niño. 

5.  Bíolac  es  fácil  de  recetar.  Porque  Bíolac 
contiene  hierro,  vitaminas  y carbohidratos 
adicionales,  porque  está  ajustado  para  satis- 
facer los  requisitos  digestivos  y nutriciona- 
les del  niño.  Agregándole  Vitamina  C a su 
debido  tiempo,  Bíolac  proporciona  todos 
los  elementos  esenciales  para  asegurar  una 
dieta  equilibrada  que  supla  los  requisitos 
establecidos. 

6.  Bíolac  es  fácil  de  preparar.  ¡ Mezcle 
Biolac  con  agua  acabada  de  hervir — eso  es 
todo!  Una  fórmula  completa  para  todo  el 
día  se  prepara  rápida  y fácilmente,  sin  me- 
didas complicadas. 

f 

THE  BORDEN  COMPANY 

3S0  Madison  Avenue,  New  York  City 
Biolac  es  excelente  leche  de  vaca,  modificada.  Méz- 
clela con  agua  pura  y obtendrá  una  alimentación 
infantil  equilibrada. 


Distribuidores  para  Puerto  Rico 
FELIX  A.  RODRIGUEZ 
Sagrado  Corazón  602  — Santurce,  P.  R. 


rapid  control  ! 

In  POST  OPERATIVE  and  TRAUMATIC  INFECTIONS 


aids  eiudation 


I 


shortens  healing  time 


! 


promotes  grannlation  tissue 


! 


Clinical  studies: 

In  a series  of  94  patients  treated  post-operatively  with  Glycerite  of  Hydrogen  Peroxide  ipc 
for  hemorrhoidectomies,  fistulectomies,  excisions  of  anal  ulcers, 

abdomi no-perineal  resections,  and  pelvi-rectal  abscesses 
demonstrated  healing  in  one  half  the  time  required  by  a control  series  of  patients 

treated  by  the  usual  therapeutic  means  . . . 

Apply  directly,  or  as  a wet  dressing,  two — four  times  daily.  Supplied  in  four-ounce  bottles, 

I 


GLY0ERITE  OF  HYDROGEN  PEROXIDE 

o ''  Non-selective,  Non-toxic,  Non-sensitizing,  Non-irritating.  Prolonged  bactericidal  potency 


Bibliography:  New  Eng.  J.  Med.  234:468,  1946.  J.  Invest.  Derm.  8:11,  1947. 

Science  105:312,  1947.  Am.  J.  Surgery  In  press. 

Literature  on  request. 

PHARMACEUTICAL  CORPORATION  - 

^ 132  Newbury  Street,  Boston  16,  Massachusett» 

Distribuidores:  CESAR  CASTILLO,  INC.,  Tetuán  155,  San  Juan,  1*.  K 


Builder  of  Bone 


The  development  of  calcium  gluconate  was 
another  Sandoz  "first." 

NeO-Gal^luCOn®  —is  an  improved  calcium  gluconate  compound— 

• non-irritating  calcium  salt 

• completely  stable  solutions,  high  calcium 
content 

• readily  absorbed 


NEO-CALGLUCON  (Brand  of  Calcium  Gluco- 
nogalactogluconate)  is  indicated  in  Calcium 
Deficiency,  Pregnancy  and  Lactation,  Hypopara- 
thyroidism, Hyperthyroidism  and  Management 
of  Fractures. 


Calglucon 


Syru/)- NEO-CALGLUCON -for  oral  ther- 
apy—Bottles  of  3 fl.  oz.,  8 fl  oz.  and  1 qt. 

.4mi)wls  — NEO-CALGLUCON  — in  two  con- 
centrations, 10%  for  routine  use,  20%  for 
intense  effect  (both  concentrations  in  5 cc. 
and  10  cc.  sizes). 


SANDOZ  PHARMACEUTICALS 

Division  of  SANDOZ  CHEMICAL  WORKS,  INC. 
NEW  YORK  14,  N.Y..CHICAGO  6,  ILL  «SAN  FRANCISCO  8, CAL. 


Originality  • Elegance  • Perfection 


Después  de  cuatro  años  de  investigaciones  y 
pruebas  clínicas*,  The  Seamless  Rubber  Company  ofrece  a 
la  profesión  médica  PRO-CAP  ...  el  único  esparadrapo 
que  tiene  sales  ácidas  grasas.  Dos  valiosos  ingredientes — 
propionato  de  cinc  y caprilato  de  cinc — han  sido  incor- 
porados al  esparadrapo  SEAMLESS  constituyendo  el 
PRO-CAP  que  posee  estas  cuatro  ventajas  específicas — 


O 

0 

0 

O 


Reduce  a un  mínimo  la  irritación  o picor. 
No  causa  maceración  de  la  piel. 

Pega  mejor — permanece  pegado. 

Puede  dejarse  puesto  por  largos  periodos. 


PRO-CAP  no  cuesta  más  que  el  esparadrapo  corriente. 
Escriba  pidiendo  folleto  descriptivo. 

*Referencia  Médica:  R.  E.  Humphries:  “Nuevos  Factores 
en  las  Fórmulas  de  Adhesivos  que  Disminuyen  la  Irritación”. 
J.  Investigative  Derm.  9:219-220  (Nov.)  1947. — S.  M. 
Peck  y otros:  “Sobre  la  Irritación  de  los  Esparadrapos”. 
(Journal  of  Investigative  Dermatology,  V.  10,  No.  5, 
May  1948.) 


SUPERIOR  CALIDAD  Desde  1877 


DtPARIAMENTO  DE  EXPORTACION 

YHE  SEAUflLESS  RUBBER  EDMPANY 

NEW  HAVEN  3.  CONN-,  E.  U.  A. 


A los  Señores  Médicos 
de  Son  Juan  y Santurce 

Nos  permitimos  recordarles  que  en  caso  de  urgencia  los  se- 
ñores médicos  que  necesiten  del  servicio  de  nuestras  farmacias 
en  San  Juan  o en  Santurce,  durante  las  altas  horas  de  la  noche, 
pueden  llamar  personalmente  a los  encargados  de  dichas  farma- 
cias, al  teléfono,  como  sigue: 

Para  servicios  en  San  Juan:  2-6544 

Para  servicios  en  Santurce:  2-7002  2-6831 

Los  señores  médicos  pueden  tener  la  seguridad  de  que  serán 
inmediatamente  atendidos  en  dichos  casos  de  necesidad. 

No  se  atenderán,  sin  embargo,  llamadas  hechas  por  personas 
particulares  que  no  puedan  usar  el  debido  discernimiento  sobre 
la  urgencia  o necesidad  de  las  llamadas. 

FARMACIA  BLANCO,  INC. 

(San  Juan  - Santurce) 
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T H E S O O ^ T E (Brewer) 

Definición:  El  Thesodate  (Brewer)  es  la  pastilla  original  con  RECUBRI- 
MIENTO ENTERICO  de  Acetato  Sódico  de  Teobromina. 

Indicaciones:  El  Thesodate  (Brewer)  se  indica  en  el  tratamiento  de  la  en- 
fermedad de  la  arteria  coronaria,  el  edema  y la  hipertensión. 
Distribución : El  Thesodate  (Brewer)  se  vende  en  frascos  de  100  pastillas. 
*Thesodate,  480  mg.  (71/2  granos). 

Thesodate,  480  mg.  (7Y2  granos) ; Fenobarbital,  32  mg.  (I/2  grano). 
Thesodate,  320  mg.  (5  granos)  ; Fenobarbital  16  mg.  (l^  grano) ; Yo- 
duro de  Potasio  128  mg.  (2  granos). 

Dosis:  Una  pastilla  antes  de  las  comidas  y antes  de  acostarse. 

COMPROBACION  CI.INICA: 

1.  Kineman.  J.  E.  F.»  Brown,  M.  O.,  Arch.  Int.  Med.,  Yol.  60,  pág.  100,  1937 

2.  Brown,  M.  G.,  y Kiseman,  J.  E.  F.,  J.  A.  M.  A.,  Yol,  109,  pAg,  256,  1937. 

3.  IiCvy,  R.  E.,  Bruciin,  H.  G.,  Williams,  N.  E.,  Am.  H.  Jour.,  Yol.  19,  pág:.  639,  No.  6.  Jun.  1940- 
* El  Thesodate,  480  mu’,  se  ha  u.sado  muchísimo  como  diurético.  La  dosis  que  se  recomienda  e« 
de  ocho  pastillas  al  día  por  dos  días  y luego  cuatro  pastillas  diarias. 

Solicite  literatura 

BREWER  Cr  COMPANY,  INC.  Worcester,  Mass.,  U.S.A. 

Químicos  Farmacéuticos  desde  1852 


^ 

r ^ 

CLINICA 

FONT  MARTELO 

Humacao,  P.  R. 

Instituto  Oftálmico 

DE  PUERTO  RICO 

San  Juan,  P.  R. 

INSTITUCION  FUNDADA  EN 

EL  AÑO  1936 

FUNDADO  EN  EL  AÑO  1937 

Dr.  R.  Mejía  Ruiz 

Director 

Dres.  Luís  J.  y Ricardo  Fernández 

Clínica  Batanees 

Clínica  Dr.  Perea 

Mayagüez,  P.  R. 

Mayagüez,  P.  R. 

INSTITUCION  FUNDADA 

EN  EL  AÑO  1934 

INSTITUCION  FUNDADA 

EN  EL  AÑO  1908 

Dr.  José  F.  González 

Director 

Dres.  Nelson,  Luis  y 

Augusto  Perea 

V " 

THE  NEW  YORK  POLYCLINIC 

ESCUELA  PE  MEDICINA  Y HOSPITAL 
(Organizada  en  1881) 

La  Primera  Institución  Médica  de  América  para  Postgraduados 


PARA  EL, 

Cirujano  General 

Curso  combinado  que  comprende:  cirugía  ge> 
lógica»  ginecología  y urológica.  Asistencia  a con* 
neral»  c.  traumática,  c abdominal,  gastro-entero* 
ferenciae,  presencia  a operaciones,  examen  pre* 
operatorio  y post-operatorio  de  enfermos  asi  como 
un  curso  ulterior  en  las  salas.  Patología,  radio* 
logia,  fisioterapia.  Demostraciones  en  ei  cadáver 
sobre  anatomía  quirúrgica,  cirugía  torácica,  anes* 
tesia  regional.  Cirugía  operatoria  y ginecológica 
en  el  cadáver. 


Ojos,  Oídos,  Nariz  y Garganta 

Curso  ronibinado  completo  de  un  año  acadé- 
mico (9  meíies).  C onsiete  de  asistencia  a clínicas, 
prensencia  en  operaciones,  conferencias,  demostra- 
ciones de  casos  y demostraciones  en  el  cadáver; 
operaciones  de  ojos,  oídos,  nariz  y garganta  en 
ei  cadáver;  disecciones  del  cuello  y la  cabeza 
(cadáver)  ; demostraciones  ciínicas  y en  el  cadá- 
ver sobre  broncoscopía  cirugía  de  la  laringe  y 
cirugía  facial;  refracciones;  roentgenología;  pa- 
tología, bacteriología;  y embriología;  fisiología; 
neuro-anatomía;  anestesia;  fisioterapia;  aiergia; 
examen  pre-operatorio  y post-operatorio  de  pa- 
cientes en  las  salas  y clínicas.  También  cursos 
cortos  de  repaso  (3  meses). 


Obstetricia  y Ginecología 

Un  curgo  completo.  En  Obgtetricia:  conferen- 
cia; clínica  prenatal;  presencia  a partos  norma- 
les y operatorios ; operatoria  obstétrica  (maní* 
quí). 

En  Ginecología : conferencias;  exploración  clí- 
nica; presencia  de  operaciones;  examen  pre-ope- 
ratorio de  parientes;  clínica  post-operatorla  de 
las  pacientes  en  las  salas. 

Patología  obtétrica  y ginecológica;  anestesia 
regional  (en  cadáver).  Asistencia  conferencias  en 
Obstetricia  y Ginecología. 


Proctología  y 
Gastroenterología 

Curso  combinado  que  comprende  asistencia  a 
clínicas  y conferencias;  instrucción  en  exámenes, 
diganóstico  y tratamiento;  presencia  en  opera- 
ciones: visita  a las  salas  de  enfermos;  demostra- 
ción de  casos;  patología;  radiología;  anatomía 
proctología  operatoria  en  el  cadáver. 


PARA  INFORMES  DIRIGIRSE  A 

MEDICAL  EXECUTIVE  OFFICER:  345  West  50th  St.,  New  York  City 


CLINICA  QUIRURGICA 

Clínica  Dr.  Susoni 

DR.  PILA 

Arecibo,  P.  R. 

Ponce,  P.  R. 

INSTITUCION  FUNDADA 

INSTITUCION  FUNDADA 

EN  EL  AÑO  1916 

EN  EL  AÑO  1927 

Dr.  Manuel  de  la  Pila 

Director 

Dr.  Antonio  H.  Sufoní 

Director 

v_ 

Líos  CHICLES  ASPERGUM  de  Dillard  consti- 
tuyen una  analgesia  local  eficaz  sin  los  efectos 
depresivos  de  los  hipnóticos  y los  opiados. 

Alivian  la  rigidez  muscular  y el  dolor  mediante 
la  masticación  y la  ingestión  frecuentes.  Se  pueden 
recetar  hasta  a los  niños  que  rehúsan  o no  pueden 
gargarizar  debidamente.  Tiene  sabor  agradable. 

Recomiende  CHICLES  ASPERGUM  de  Dill- 
ard en  las  post-tonsilectomías,  tonsilitis  aguda  y 
crónica,  faringitis,  coriza  aguda  e infecciones  con 
irritación  faríngea  y como  antipirético  y analgé- 
sico en  los  niños.  En  cajitas  de  8 chicles  o de  16. 


¿TONSILITIS?  ¿FARINGITIS? 


He  aquí  unos  chides  que 
centenares  de  médicos  han 
experimentado  producen  alivio 


Recete 

Chicles  ASPERGUM 

Sus  pacientes  se  lo  agradecerán 


^H!ÍlTÁBOI^TP^IlS,Zlnc.,^N 

FABRICANTES  DE  PRODUCTOS  FARMACEUTICOS 


Distribuidores:  FRANCISCO  N.  CASTAGNET 
Parada  11,  Santurce,  P.  R. 


La  acción  analgésíco- 
descongestíva  del 
emplasto  medicado 


alivia  el  dolor  y reduce  la  conges- 
tión en  el  tratamiento  de 

...CONDICIONES 

RESPIRATORIAS 

...AFECCIONES 

GLANDULARES 

...  INFLAMACIONES 
NEURO-MUSCU- 
LARES 

Una  aplicación  dura  de  8 a 12 
horas. 

NUMOTIZINE,  INC. 

900  N.  Franklin  St.,  Chicago, 
E.  U.  A. 


Debido  a su  sabor  agradable,  su  apariencia 
atractiva,  su  olor  placentero  y su  pequeño 
volumen,  los  lactantes  y niños  aceptan  gustosos 
el  'Homicebrin’  (Vitaminas  A,  Bi,  B2,  C y D 
Homogenizadas,  Lilly).  Una  cucharadita  de  esta 
preparación  suministra  las  necesidades  óptimas 
diarias  de  las  vitaminas  esenciales  A,  Bi,  B:,  C 
y D.  El  'Homicebrin’  es  homogenizado  a fin  de 
producir  glóbulos  grasos  diminutos  que 
permanecen  en  suspensión  permanente.  El 
'Homicebrin’  es  en  extremo  agradable  al  paladar 
y completamente  miscible  con  las  fórmulas 
lácteas,  leche,  agua  y jugos  de  fruta.  En  la 
preparación  del  'Homicebrin’  se  emplea  un 
proceso  especial  que  garantiza  la  estabilidad 
de  las  cinco  vitaminas  que  contiene  el  producto 
para  la  profilaxis  y el  tratamiento 
de  la  deficiencia  plurivitamínica. 


EI,I  LILLY  PAN-AMERICAN  CORPORATION 
ludianapolis  6,  Indiana,  E.U.A« 
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la  addiiion, 
because  of  ifs  vita- 
min D content.  Oleum  Per- 
* comorphum:  (1)  plays  an  important 

role  in  tooth  formation;  (2)  aids  in  prevent- 
ing and  arresting  dental  caries  in  some  instances; 
(3)  exercises  a favorable  influence  on  calcium  and  phos- 
phorus metabolism.  By  virtue  of  its  vitamin  A content,  Oleum  Perco- 
morphum:  (4)  prevents  and  cures  night  blindness  due  to  vitamin  A deficiency; 
(5)  is  helpful  in  preventing  and  treating  eye  diseases  due  to  vitamin  A deficiency, 
such  as  xerophthalmia;  (6)  is  effective  in  treating  certain  hyperkeratoses  of  the 
skin  which  sometimes  accompany  severe  vitamin  A deficiency  ....  Meod's  Olevm 
Percomorphum  With  Other  Fish  Liver  Oils  and  Viostérol  is  Council  Accepted,  and  is 
advertised  only  to  the  medical  profession.  Mead’s  Oleum  Percomorphum  is  economical. 
Mead’s  Oleum  Percomorphum  has  stood  the  test  of  16  years  of  clinical  use. 


Mead  Johnson  & Company,  evansville  21,  indiana,  u.s.a. 
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PLEASE  SPECIFY  MEAD’S— 


"7(/e  <vic  tde  " 
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Mayor  uniformidad  en 

la  alimentación  infantil 


Como  Ud.  sabe,  la  dieta  del  bebé  no  debe 
variar  de  día  en  día. 

Cuando  el  bebé  se  cría  con  Klim,  Ud. 
puede  estar  seguro  de  que  su  dieta  no  variará 
porque  Klim  es  uniforme,  Klim  es  sometida 
a frecuentes  ensayos  para  resguardar  esta 
uniformidad  tan  necesaria— así  como  su  pu- 
reza, seguridad  y alta  calidad. 


EXCELENTE  PARA  LOS  BEBES 

Klim  es  preparada  bajo  las  más  estrictas 
normas  de  calidad  . . . normas  que  no  sólo 
gobiernan  su  elaboración,  sino  que  se  ex- 
tienden hasta  el  cuidado  de  las  mismas  vacas 
que  producen  la  leche  original.  Y el  envase 
especial  de  Klim  conserva  sus  excelentes 
cualidades  libre  de  toda  contaminación. 
¡Puede  usted  recetar  Klim  sin  reterval 


KLIM 

LA  PREFERIDA 
EN  TODO  EL  MUNDO 


Para  informes  profesionales  y tablas  de  alimentación,  diríjase  a: 

THk  BORDEN  COMPANY,  350  MADISON  AVENUE,  NEW  YORK  17,  N.  Y.,  U,  S.  A. 

Distribuidores  para  Puerto  Rico 

PLAZA  PROVISION  COMPANY,  Fortaleza  104,  San  Juan,  P.  R. 
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CORPORATION - BLOOMFIELD,  NEW  JERSEY 


Distribuidores 
CESAR  CASTILLO,  INC. 
Tetuán  155,  San  Juan,  P.  R. 


PION  ANO  PISCES 
FAVOR- 

UL  MARR»^®^- 


For  too  long,  enclianlments  and  incantations 
were  tlie  only  defense  against  spontaneous 
abortion.  Now,  however,  prophylactic  therapy 
has  been  placed  on  a rational  basis  with  the 
discovery  that  the  corpus  luteum  hormone  is 
“a  powerful  uterine  relaxant”  as  well  as 
being  “essential  to  embedding  of  the  ovum.’” 
Clinical  evidence  has  now  accumulated  which 
indicates  that  at  least  8 out  of  10  habitual 
aborters  may  be  delivered  of  viable  infants 
if  Prolüton,*  pure  progesterone,  is  injected 
routinely  early  in  pregnancy.^  * 


(progesterone  Ü.S.P.  XIII ) 

Being  so  effective  in  controlling  uterine  motility, 
Proluton  is  invaluable,  too,  when  abortion  is  immi- 
nent.® Thus,  used  in  large  dosage,  Proluton  has 
assured  continuance  of  pregnancy  after  what  seemed 
inevitable  abortion.® 

DOSAGE: 

Habitual  Abortion:  Pboluton  5 to  10  mg.  three  times  weekly; 
25  Rig.  Proluton  during  calculated  menstrual  periods  and  times 
of  stress. 

Threatened  Abortion:  Proluton  5 to  25  mg.  daily»  until  symp* 
toms  cease;  then  treat  as  for  habitual  abortion. 

FACKAGIXG: 

Proluton  (Progesterone  U.S.P.  XIII)  in  ampuls  of  1,  2,  5 or  10 
mg.;  in  boxes  of  3,  6 and  50  ampuls.  Multiple  dose  vials  of  10  cc., 
10  or  25  mg.  per  cc. ; box  of  1 vial. 

BIBLIOGRAPHY:  1.  Frank,  R.  T.:  M,  Clio.  North  America 
25:607,  1941.  2.  Kane,  H.  F.:  Am.  J.  Obst.  & Gynec.  32:110.  1936. 
3.  Mason,  L.  W.:  Am.  J.  Ohst.  & Cynec.  44:630,  1942.  4.  Krohn, 
L.,  and  Harris,  J.  M.:  Am.  J.  Obst.  & Gynec.  41:95,  1941.  5.  Soule, 
S.  D.:  Am.  J.  Obst.  & Gynec.  42:1009,  1941, 


'Agradecids  pore!  consejo  de  so  doctor 


EL  CASO:  La  madre  informó  que  su 
niño  de  4 meses  sufría  de  diarreas  y 
constantes  trastornos  digestivos.  El 
médico  lo  encontró  aparentemente  nor- 
mal en  todos  los  demás  respectos. 


DIAGNOSIS  DEL  DOCTOR:  Al  descu- 
brir que  la  dieta  del  niño  contenía  ex- 
ceso de  grasa,  el  médico  le  recetó  una 
fórmula  Dryco,  y no  ocurrieron  más 
trastornos  digestivos. 


T^RYCO  es  preparado  especialmente  para 
que  se  ajuste  a las  necesidades  del  sis- 
tema digestivo  del  niño  normal. 


puede  usted  recetar  sin  reserva.  Por  más  de 
25  años  ha  contribuido  al  desarrollo  vigo- 
roso de  muchos  niños. 


Dryco  es  moderado  en  grasa  ...  y durante 
su  elaboración  los  glóbulos  de  grasa  se  redu- 
cen a diminutas  partículas  y se  distribuyen 
uniformemente.  La  proteína  forma  peque- 
ños coágulos,  fáciles  de  digerir. 

Las  fórmulas  de  Dryco  son  fáciles  de  pre- 
parar aún  por  personas  inexpertas.  Dryco 
se  disuelve  rápida  y completamente  en  agua 
templada  o fría. 

Dryco  es  un  alimento  infantil  ideal  que 


DRYCO 

Para  informes  profesionales 
y tablas  de  alimentación 
diríjase  a: 


THE  BORDEN  COMPANY, 
350  Madison  Avenue, 
New  York  17,  N.  Y..  U.  S.  A. 


Distribuidores  para  Puerto  Rico 

FELIX  A.  RODRIGUEZ 
Sagrado  Corazón  602  — Santurce,  P.  R. 
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b-nutron  TABLITS 

supply  essentially  the  same 

formula- for  adults  who 
ojay  prefer  tablets. 

^ 1 R or  16  oz.- Syrup 


8 FlUiO  OUNCES 

Each  Tdoipoonful  (5  cc)  eonlalns 

thiamine  CHIOSIDE  (Bi ) Z "'«■ 

KIBOf  LAVIN  (B2) - ® * "Z' 

PVRIDOXINE  (Bs)* ® Z mg- 

niacinamide  '0  "’P' 

eersous  gluconate ' 9'- 

MANGANESE  SODIUM 

CITRATE  N.  F.  VII*  V4  9'- 

Pr*t«rv«d  with  B«nzok  Acid  0.2% 

•N*#d  In  human  nulriiien  hai  noi  b***'  #irobli»h*^- 

NioN  corporation! 


NION  CORPORATION  • LOS  ANGELES  38,  CALIFORNIA 

Representantes  para  Puerto  Rico 
JOAQUIN  BELENDEZ  SOLA 

Ave.  Labra  Núm.  802  ' Apartado  1188 

Santurce,  P.  R.  San  Juan,  P.  R. 


V. 


Ave.  Labra  Núm.  802 
Santurce,  P.  R. 


...para  analgesia 

La  administración  oral  de  PYRIDIUM 
produce  un  determinado  efecto  analgé- 
sico en  la  mucosa  urogenital.  Esta  acción 
contribuye  al  alivio  rápido  y eficaz  que 
tonto  satisface  al  paciente  que  sufre  de 
desagradables  síntomas  urinarios. 

Como  actúa  directamente  sobre  la 
mucosa  del  conducto  urogenital,  este 


urogenital  efiraz 

notable  efecto  del  PYRIDIUM  es  ex- 
clusivamente local.  No  ejerce  acción 
sistémica  narcótica  o sedativa. 

Se  pueden  administrar  dosis  terapéu- 
ticas de  PYRIDIUM  con  toda  confianza 
durante  el  tratamiento  de  la  cistitis, 
pielonefritis,  prostatitis  y uretritis. 


Impresos  disponibles  a solicitud 


fmm. 


XPORT  CORPORATION^ 


PYRIDIUM  es  la  marca  registrada  en  los  Estados 
Unidos  del  producto  de  la  Pyridium  Corporation. 
Merck  & Co.,  tnc.,  únicos  distribuidores  en  E.U.A. 


161  Avenue  of  the  Americas,  New  York,  N.  Y.,  U.  S.  A. 


OISTRIBUIDORES  DE  EXPORTACION 


Á\ 


MERCK  A CO.,  Inc. 

Rahway,  N.  J.,  U.  S.  A 
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Distribuidores  para  Puerto  Rico 
CESAR  CASTILLO,  INC. 
Tetuán  155  — San  Juan,  P.  R. 


INSTRUMENTOS 
OPTICOS 
BAUSCH  & LOMB 


La  Lámpara  de  Hendidura  de  Poser 


J^ISEÑADA  por  B & L,  la  Lámpara  de 
Hendidura  de  Poser  para  el  diagnós- 
tico diferencial  en  la  patología  del  ojo, 
presenta  muchas  ventajas  en  biomicros- 
copia.  La  iluminación  brillante  del  tipo 
Koeppe  lleva  una  hendidura  ajustable. 
Un  microscopio  gran  angular  y binocular 
de  16x  permite  abarcar  toda  la  córnea. 
Oculares  con  puntos  ópticos  largos  fa- 
cilitan el  examen  rápido  del  campo  an- 
cho. Ambos  brazos  rotan  alrededor  del 


ojo  del  paciente  como  centro.  Es,  pues, 
una  lámpara  indispensable  para  el  of- 
talmólogo. 

H.  V.  CROSCH  CO. 

Calle  Comercio  402 
San  Juan,  Puerto  Rico 

BAUSCH  & LOMB 

Fundada  en  1853 

Optical  Co.  - Rochester,  N.  Y.,  E.  U.  A, 


VARIOS  DATOS  INTERESANTES 
ACERCA  DE  BIOLAC... 


El  Alimento  Infantil  Completo 

"DlOLAC  ES  LECHE  PURA,  desecada,  modificada  y 
^ enriquecida  de  tal  modo,  que  suple  una  fór- 
mula equilibrada. 

Contiene  las  cantidades  requeridas  de  todas  las 
vitaminas  y los  minerales  de  la  leche  humana.  ¡Y 
es  tan  fácil  de  preparar— sólo  hay  que  mezclarlo 
con  agua! 

Además,  Bíolac,  en  su  lata  cerrada  al  vacío,  se 
conserva  indefinidamente.  Después  de  abierta  la 
lata,  se  puede  conservar,  bien  tapada,  por  varios 
días  en  un  sitio  fresco  y seco  sin  refrigeración. 

Quizás,  la  razón  principal  por  la  cual  tantos  mé- 
dicos están  prescribiendo  Bíolac  sea  por  las  venta- 
jas que  ofrece. 

1 • Fácil  de  prescribir.  El  médico  puede  confiar 
en  que  la  criatura  alimentada  con  Bíolac  recibe 
los  requerimientos  completos  de  las  vitaminas 
A,  Bi,  Ba  y D;  calcio,  hierro  y fósforo;  carbohi- 
drato, proteína,  y grasa*.  Y por  la  absoluta 
sencillez  con  que  se  prepara  una  fórmula,  el 
médico  tendrá  la  satisfacción  de  saber  que  la 


posibilidad  de  cometer  errores  al  mezclar  y 
medir,  se  reducirá  a un  mínimo. 

2.  Fácil  de  preparar.  ¡Bíolac  se  mide  con  la  cu- 
chara que  trae  cada  lata,  se  mezcla  con  agua 
pura  y la  fórmula  está  lista!  La  leche  de  la  cual 
se  elabora  Bíolac  viene  de  vacas  escogidas, 
sometidas  a la  prueba  tuberculina. 

3.  Fácil  de  digerir.  A Bíolac  se  le  ha  aumentado 
la  lactosa,  el  azúcar  natural  de  la  leche  hu- 
mana. Esto  ayuda  a establecer  la  acidez  normal 
intestinal,  y a utilizar  el  calcio  en  el  desarrollo 
del  niño.  Los  glóbulos  de  grasa  en  Bíolac  se 
reducen  y se  homogeneizan  para  que  se  aseme- 
jen a los  de  la  leche  humana.  La  proteína  se 
ajusta  de  modo  que  sea  más  fácil  de  digerir,  y 
menos  alergénica  que  la  de  la  leche  de  vaca. 

Usted  encontrará  — como  les  ha  sucedido 
a muchos  médicos— que  Bíolac  se  puede  reco- 
mendar con  entera  confianza.  Bíolac  es  un  ali- 
mento equilibrado,  que  gusta  a las  criamras. 

•Nótese  que,  ni  la  leche  de  vaca  ni  la  humana, 
suplen  cantidades  suficientes  de  la  vitamina  C,  la 
que  deberá  darse  al  niño  a su  debido  tiempo. 


Bíolac 

THE  BORDEN  COMPANY 

350  Madison  Ave.,  New  York  17,  N.Y. 

Bíolac  es  leche  pura  de  vaca, 
modificada.  Sencillamente  se 
mezcla  con  agua  pura  para 
obtener  una  formula  infantil 
equilibrada. 


Distribuidores  para  Puerto  Rico 
FELIX  A.  RODRIGUEZ 
Sagrado  Corazón  602 
Santurce,  Puerto  Rico 
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to  relieve  nausea  and  vomiting 
of  pregnancy  and  in  adoles- 
cent acne 


PYRIBEXIN 


(Pyridoxine  HCI  Thiamine  Chloride) 
Each  1 cc  contains: 

Vitamin  Bl  50  mg 

Vitamin  B6 50  mg 


VIALS  OF  10 


IR06LEX 


for  use  in  hypochromic  and 
tritional  anemias 

I R O B L E X 

(Iron  - Liver  - B Complex) 
Each  cc  contains: 

Thiamine  HCl  (Bl)  100. 

Riboflavin  (B2)  0.5 

Pyridoxine  HCl  (B6)  1. 

NICOTINAMIDE  50. 

IRON  CACODYLATE  10. 

LIVER  (10  U.S.P.  UNITS 

PER  CC)  0.2 

Phenol  (As  preservative)  0.5% 

VIALS  OF  10  ee 


NION  CORPORATION  los  angeles  38,  California 

JOAQUIN 

P.O.  BOX 


SOLA, 

PUERTO  RICO 


I mproved 
Formula 


*^ógenéjzada  y desecada-  ® . 

lesta  de  aproximadamente  parte 

leche  . descremada  y.  leche  íntegra 


I^EAD  JOHNSON  a co. 

.•  ■cvii.iMsviLi.E.  ind..:e.i;'í 


ALACTA-SEMIDESCREMADA 


Especialmente  preparada  para  la  alimentación  in- 
fantil. Util  en  la  época  calurosa  y climas  cálidos 
y en  todos  los  casos  en  que  se  desee  una  leche 
hipograsosa. 

Disponible  en  latas  de  454  gm.  y 2.27  kg. 


P.  o.  IJox  3081 


San  .luán,  P.  R. 


FOR  PENICILLIN  POWDER  INHALATION  THERAPY 


PENICILLIN  DISPOLATOR 

^Squibb  penicillin  powder  inhaler  (^disposable) 


DISPOSABLE  After  treatment,  the  patient  throws 
it  away. 

EASY  TO  USE  The  Dispolator  is  a complete  thera- 
peutic unit.  The  patient  has  no 
assembly  problems. 


EFFECTIVE  Can  be  inhaled  through  mouth  or 

nostril.  Maximum  concentration  of 
penicillin  per  unit  area.  Slower 
absorption  for  longer  topical  action. 

ECONOMICAL  Nothing  else  to  buy. 


Each  Penicillin  Dispo- 
lator contains  100,000 
unitsof  micro-pulverized 
penicillin  G sodium  . . . 
the  penicillin  dosage 
used  hy  most  clinicians 
as  a single  treatment. 
Boxes  of  3. 

actual  size 


Intensive  detailing,  journal  and  mail  promotion  are  establishing  the  Penicillin 
DlSPOLA  TOR  in  this  new  market.  Stock  to  meet  heavy  prescription  demands. 


Squibb 


manufacturing  chemists  to  the  medical  profession  since  1858 


LIVER  DAMAGE? 


(dl-METHIONINE  WYETH) 


Prevents  further  insult... 


N O N T O X I C 

Now  available  at  all  pre- 
scription pharmacies.  Bottle 
of  100  half-gram  tablets. 


IN  PROPHYLAXIS  — Meonine  is  useful  in  the  prevention  of  liver  damage. 

It  tends  to  prevent  fatty  infiltration,  necrosis  and  cirrhosis 
due  to  alcoholism  . . . malnutrition  . . . surgery  . . ..  preg- 
nancy . . . infectious  diseases  . . . industrial  poisons  (such 
^ carbon  tetrachloride,  TNT,  or  commercial  plasticizing 
solvent)  . . . and  medicinal  poisons  (such  as  arsenic,  bar- 
biturates, and  chloroform). 

Meonine,  1-3  tablets  twice  daily  (1-3  grams),  supplies 
the  same  amount  of  methionine  as  1-3  quarts  of  milk.  Best 
results  are  noted  when  given  with  a high  protein  diet  en- 
riched with  the  vitamin  B complex. 


IN  THERAPY  — Meonine  reverses  fatty  infiltration  of  the  liver.  W hile  it 
does  not  replace  fibrotic  tissue  or  repair  the  cell  destruction 
of  yellow  atrophy,  it  prevents  further  insult  and  helps  pro- 
mote regeneration. 

Meonine  has  been  successfully  prescribed  in  cases  char- 
acterized by  low  serum  protein,  jaundice,  ascites,  hepatic 
enlargement,  or  other  signs  of  liver  injury. 

The  average  dose  of  3-6  tablets  twice  daily  (3-6  giams) 
is  supplemented  by  a high  protein,  high  carbohydrate  diet, 
with  the  vitamin  B complex  and  a protein  digest. 


Distribuidores:  FRANCISCO  N.  CASTAGNET 
Santurce,  Puerto  Rico 


Carlos  A.  Spencer,  1813-1881,  primer  constructor 
de  un  Microscopio  Americano. 


El  primer  microscopio  americano,  un  tipo 
médico,  lo  construyó  en  1846  Carlos  A. 
Spencer,  de  Canastota,  Nueva  York,  para  el  Dr. 
C.  R.  Gilman,  del  Colegio  de  Médicos  y Cirujanos. 

Después  de  terminado,  el  microscopio  fué  pro- 
bado por  el  Profesor  J.  W.  Bailey,  de  Vv^est  Point, 
en  aquel  entonces  uno  de  los  principales  micros- 
copistas  de  América.  Bailey  averiguó  con  asom- 
bro que  podría  revelar  pormenores  que  estaban 
fuera  de  la  resolución  de  su  costoso  microscopio 
europeo. 

Spencer  produjo  un  objetivo  que  fué  el  pri- 
mero de  resolver  las  líneas  de  una  Navícula  sig- 
moidea, uno  de  los  objetos  de  prueba  más  difíciles. 
Este  diátomo  más  tarde  fué  llamado  Navícula 
Spencerii  en  su  honor.  En  junio  de  1851  logró 
producir  lo  que  los  microscopistas  europeos  con- 
sideraban entonces  una  imposibilidad  — un  obje- 
tivo de  1/12”  con  una  abertura  de  178^  Años 
después,  con  motivo  de  la  Exposición  Internacio- 
nal de  París,  en  1878,  algunos  objetivos  del  hijo 


Herbert  Spencer,  basados  en  las  fórmulas  de  su 
padre,  compitieron  con  los  más  finos  de  Europa 
y se  les  otorgó  la  única  medalla  de  oro  presen- 
tada por  excelencia  en  objetivos  de  microscopio. 

Aquella  clase  de  mano  de  obra  pone  de  ma- 
nifiesto las  normas  perfeccionistas  de  los  Spen 
cer,  padre  e hijo.  Para  ellos,  cada  instrumento 
fué  un  reto  a alcanzar  algo  mejor. 

Hoy,  gran  parte  del  trabajo  rutinario  que  ha- 
cían los  primeros  constructores  de  microscopios 
se  puede  manejar  con  una  eficiencia  y rapidez 
casi  increíbles  por  máquinas,  al  paso  que  mejo- 
ras de  diseño  y métodos  ingeniosos  de  inspección 
aseguran  una  norma  cada  vez  más  creciente  de 
calidad. 

Por  cierto,  el  nombre  Spencer  en  un  instru- 
mento de  precisión  seguirá  reconociéndose  como 
pauta  de  calidad,  y los  instrumentos  Spencer  se- 
guirán satisfaciendo  a los  investigadores  más  exi 
gentes  del  mundo. 


PUERTO  RICO  OPTICAL  COMPANY 

San  Juan,  P.  R. 

Agentes  Exclusivos  de 
AMERICAN  OPTICAL  COMPANY 
Southbridge,  Mass. 


What  their 
mothers  will 
tell  you . . . 


Libby’s  exclusive  process  of  homo- 
genization provides  these  advanta- 
geous featuresin  Libby’s  BabyFoods: 
Rupture  of  cellulose  capsules;  uni- 
form dispersion  of  food  solids  through- 
out the  food  mass;  absence  of  liquid 
separation;  easier  availability  of  nutri- 
ents. Mothers  will  tell  you  their  chil- 
dren like  Libby’s,  that  the  satin-smooth 
texture  of  Libby’s  makes  for  ready 
acceptance  by  the  infant.  And  mothers 
appreciate  the  fact  that  Libhy’s  Baby  Foods 
flow  freely  through  regular  size  nipple  open- 
ings when  mixed  with  the  milk  formula. 


Beets  • Carrots  • Green  Beans  • Peas  • Spinach  • Squash  • Vegetable  Soup  • Mixed 
Vegetables  • Garden  Vegetables  • Liver  Soup  • Vegetables  with  Bacon  • Vegetables 
with  Beet  and  Barley  • Vegetables  with  Lamb  • Apples  and  Apricots  • Apples  and 
Prunes  • Apple  Sauce  • Apricot-Farina  • Peaches  • Peaches-Pears-Apricots  • Pears 
and  Pineapple  • Prunes  (with  Pineapple  Juice  and  Lemon  Juice)  • Custard  Pudding 


I 


161  Avenue  of  fhe  Atñticai,  New  York,  N.  Y.,  U.  S.  A. 


El  fenómeno  arriba  ilustrado  fué  observado  accidental- 
mente por  Sir  Alexander  Fleming  en  1929-  Con  el  empleo 
de  este  notable  descubrimiento  en  la  medicina  clínica 
surgió  una  nueva  era  en  la  quimioterapia  de  las  enferme- 
dades infecciosas. 

La  producción  de  la  PENICILINA  G SODICA  CRIS- 
TALINA por  Merck  & Co.,  Inc.,  nuestra  casa  matriz,  es  el 
resultado  de  constantes  investigaciones  para  mejorar  su 
valor  clínico.  Este  producto  altamente  refinado  ofrece  las 
siguientes  importantes  ventajas; 

• No  requiere  refrigeración  para  su  transporte  o alma- 
cenaje 

• Irritación  mínima  a la  inyección 

• Substancias  inertes  prácticamente  eliminadas 

• Frasquitos  con  tapa  perfeccionada  de  aluminio— más 
fáciles  de  usar  y de  guardar 

Para  penicilina  de  consistente  pureza  máxima  y potencia, 
exija  la  PENICILINA  G SODICA  CRISTALINA  fabri- 
cada por  Merck  & Co.,  Inc.  Disponible  en  frasquitos  de 
100,000,  200,000  y 500,000  unidades. 

Pida  los  últimos  impresos  descriptivos. 


MERCK  &CO..Inc. 

Rahway,  N.  J.,  U.  S.  A 


DISTRIBUIDORES  DE  EXPORTACION  ^ 


¿Temor  de  infección 
postoperatoria  oral 
y faríngea? 


CHICLES 

SULFATIASOL 

JUAITS 


Los  CHICLES  SULFATIASOL 
JUAITS  son  un  producto  de  los 


Todas  las  farmacias  de  alguna  importancia  tienen 
en  existencia  los  CHICLES  SULFATIASOL 
JUAITS.  Sólo  pueden  obtenerse  con  receta.  Se 
facilitan  muestras  e impresos  a los  médicos. 


No  hay  por  qué.  La  experiencia  médica  ha  dado 
su  aprobación  al  sulfatiasol  en  chicles  masticables 
de  250  mgs.  Los  CHICLES  SULFATIASOL 
JUAITS  son  la  quimioterapia  local  preferida 
para  el  tratamiento  de  las  infecciones  de  la 
mucosa  oral  y faríngea.  Son  susceptibles  a la 
acción  de  los  compuestos  sulfamidados. 


Los  CHICLES  SULFATIASOL  JUAITS  son 
de  sabor  agradable,  fáciles  de  administrar  y 
fácilmente  tolerados.  No  tienen  efectos  des- 
favorables. Dosis  1 o 2 chicles  masticados  de 
media  a una  hora,  cuatro  a seis  veces  diarias. 


FABRICANTES  DE  PRODUCTOS  FARMACEUTICOS 


ill 


En  cuanto  a recetarlo,  esto  lo  dejamos  en 
manos  de  los  que  saben  — es  decir  de  los 
señores  Médicos.  Lo  que  nosotros  hacemos 
es  elaborar  un  producto  de  tan  buena  cali- 
dad, que  al  necesitarse  un  alimento  especial 
de  esta  índole,  el  Doctor  gustosamente  re- 
cetará Hemo  Borden’s. 


Porque  Hemo  es  un  bebida  alimenticia  sana, 
fortificada  con  cantidades  apreciables  de 
vitaminas  y minerales.  Además  Hemo  tiene 
un  delicioso  sabor  a chocolate.  Hemo  se 
anuncia  a base  de  lo  que  realmente  es  — un 
exquisito  complemento  alimenticio— tomado 
caliente  o frío. 


NOTA:  La  Tabla  que  presentamos  al  pie,  muestra  de  una  manera  clara  y fácil  el  contenido  vitamínico  y 
de  minerales  de  Hemo  comparado  con  los  requerimientos  mínimos  diarios  del  adulto,  de  dichos  elementos. 


HEMO  COMPARADO  CON  LAS  NECESIDADES 
MINIMAS  DIARIAS  DEL  ADULTO 


Requerimientos  1V3onzasó  38  2 porciones  de  Hemo 

Mínimos  Diarios  gramos  de  Hemo  en  en  2 vasos  de  a 8 onzas 

de  los  Adultos*  polvo  (2  porciones)  (240  c.c.)  de  teche 


Vitamina  A 

4000  Unid.  Int. 

4000 

Vitamina  Bi 

333  Unid.  Int. 

333 

Vitamina  B2(G) 

2 miligramos 

2 

Vitamina  D 

400  Unid.  Int. 

400 

Niacinamida 

* * 

10  mgms, 

Hierro 

1 0 miligramos 

14.7 

Calcio 

750  miligramos 

376 

Fósforo 

750  miligramos 

288 

4900 

400 

3 

410 

10.3  mgms. 
15.7 
950 
750 


*Según  han  sido  establecidos  por  el  Administrador  Federal  de  Seguri- 
dad bajo  la  autoridad  de  la  Ley  Federal  de  Alimentos  y Drogas  de 
los  Estados  Unidos. 

**Los  requerimientos  minimos  diarios  del  adulto  aun  no  definitiva- 
mente establecidos. 


Hemo  Bordens 

ELABORADO  POR  LOS  FABRICANTES  DE  KLIM 


Envasado  en 
latas  de  1 libra 
ó 453  gramos 
(24  porciones) 
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ANTIBIOSIS  MAXIMA  CONTRA  LAS 

INFECCIONES  CUTANEAS 


La  aplicación  local  del  ungüento 
TYRODERM  lleva  la  poderosa  acción 
antibiótico  de  la  tirotrkina  hasta  las  anfrac- 
tuosidades más  profundas  de  los  tejidos. 

• TYRODERM  posee  acción  antimicrobia- 
na intensa  y prolongada  contra  los  gram- 
positivos  y es  sorprendentemente  eficaz 
aún  en  presencia  de  pus, exudado, necrosis. 

• TYRODERM  es  de  gran  ayuda  en  el  tra- 
tamiento de  los  quemaduras,  heridas  in- 
fectadas, úlceras  varicosas,  etc.,  y muy 
útil  en  las  dermatosis  provocadas  por 
gérmenes  grampositivos. 

0 TYRODERM  es  terapéuticamente  supe- 
rior a los  ungüentos  sulfamidados  o de 
penicilina. 


TYRODERM 

(Crema  de  tirotricina) 

SHARP  & DOHME,  Philadelphia  1,  Pa.,  E.U.A. 
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El  dominio  de  las  anemias  macrocíticas  e hipocrómicás 


marca  de  tabletas 

^ SOLUCION  DE  ACIDO 

FOUCO 


íftUlTE 


marca 


DR 


AClüO  FOUCO 


CON 


mum 

MVüW» 


Las  brillantes  investigaciones  que  condu- 
jeron al  aislamiento  y la  síntesis  del  ácido 
fótico  por  el  cuerpo  científico  Lederle-Cyana- 
mid,  ban  hecho  posible  la  elaboración  de 
un  grupo  de  productos  destinados  al  trata- 
miento de  todas  las  formas  comunes  de 
anemia.  Estos  productos  son: 

FOLVRON  Lederle  (Cápsulas  de  Acido 
Fólico  y Hierro)' — para  el  tratamiento  de  las 
anemias  macrocíticas  e hipó  crómicas,  pero 
especialmente  para  las  hipoférricas. 

Cada  cápsula  contiene  1,7  mg.  de  Acido 
Fólico  y 0, 194  gm.  de  sulfato  ferroso  anhidro. 

FOLVSTE  Lcderlc  (Tabletas  y Solución  Pa- 
renteral de  Acido  Fólico) — para  el  trata- 
miento de  Id  anemia  macrocítica. 

Tabletas  a 5 mg.  y 20  mg,  de  FOLVITE. 
Solución  a 15  mg.  de  FOLVITE  por  cc. 

FOLVITE  (Acido  Fólico)  con  EXTRACTO 
HEPATICO  Ledcde  para  el  tratamiento  de 
casos  rebeldes  de  anemia  macrocítica  espe- 
cialmente la  forma  perniciosa.' 

' Concentraciones:  15  U.  por  cc.  de  Extracto 
Hepático  y 5 mg.  de  Aci- 
\ do  Fólico  FOLVITE.  . 


oesíít?<; 


1 U.  por  cc.  de  Extracto 
Hepático  Crudo  y 1 mg.  de 
Acido  Fólico  FOLVITE. 

2 Ü.  por  cc.  de  Extractó 
Hepático  Crudo  y 2 mg.  de 
Acido  Fólico  FOLVITE, 
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LEDERLE  LABORATORIES  DIVISION 


American  Cyanamid  Company  • 30  Rockefeller  Plaza 


New  York  20,  N.  Y. 


The  combination  of  atropine-like  spasmolytic  action  with  morphine-like; 
analgesic  power  makes  Demerol  particularly  well  suited  for  the  relief  of 
pain  due  to  smooth  muscle  spasm. 

e 

Average  Adult  Dose:  100  mg.  administered  by  intramuscular  injection — or' 
when  the  attack  is  less  severe,  orally,  beginning  with  50  mg.  and  increasing 
to  150  mg.  if  necessary. 

e 

Demerol  is  available  for  oral  use  in  tablets  of  50  mg.,  bottles  of  25,  100 
and  1000  ; for  intramuscular  injection  ampuls  of  2 cc.  (100  mg.),  boxes  of  6 
and  25,  and  vials  of  30  cc.  (50  mg.  in  1 cc.). 

Literature  sent  to  physicians  on  request. 


SUBJECT  TO  REGULATIONS  OF  THE  FEDERAL  BUREAU  OF  NARCOTICS 
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WINTHROP-STEARNS,  INC. 
Professional  Building,  Ave.  de  Diego  308 
Santurce,  Puerto  Rico 
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THE  MAKING  OF  A DIAGNOSIS* 

DAVID  P.  BARR,  M.D.** 


Before  beginning  the  discussion,  it  may 
be  well  to  consider  what  is  meant  by  diag- 
nosis. One  may  say  briefly  that  it  is  the 
art  of  finding  out  what  is  the  matter  with 
a patient  so  that  rational  treatment  may 
be  instituted.  This  definition  indicates 
that  treatment  is  the  objective  and  so  it 
is  in  clinical  medicine.  But  one  may  also 
regard  diagnosis  as  a conclusion  arrived  at 
through  critical  perception  and  scrutiny 
without  emphasis  upon  any  constant  ob- 
jective. 

Our  methods  of  diagnosis  started  as 
far  as  we  can  see  with  Hippocrates  and 
the  School  at  Cos,  where  careful  observa- 
tions were  routinely  practiced.  The  stories 
obtained  by  the  Aesculapians  were  not 
highly  systematized  and,  from  a modern 
standpoint,  were  brief  and  often  super- 
ficial. One  inspected  the  patient  and  felt 
him  and  if  he  had  very  obvious  changes, 
listened  to  him  as  well.  To  the  elements  of 
the  Hippocratic  method  have  been  added 
the  percussion  of  Auenbrugger,  the  aus- 
cultation of  Laennec,  Roentgen’s  invalu- 
able x-rays,  Einthoven’s  electrocardio- 
graph and  a great  variety  of  chemical, 
bacteriological,  immunological  and  micros- 


* Lecture  presented  at  V.  A.  Center  San  Patri- 
cio Hospital,  San  Juan,  P.  R.,  on  March  17,  1949. 

**  Physician-in-Chief,  The  New  York  Hospital, 
and  Professor  of  Medicine,  Cornell  University 
Medical  College,  New  York  City. 


copie  tests,  each  with  its  own  significance 
and  implication  in  the  recognition  and  un- 
derstanding of  disease.  The  number  and 
variety  of  the  tools  of  diagnosis  are  cons- 
tantly increasing  but  the  principles  have 
changed  but  little,  and  today  as  in  the 
time  of  Hippocrates,  diagnosis  is  a con- 
clusion derived  from  critical  perception 
and  scrutiny  of  an  individual  case.  It  is 
unlikely  that  the  principles  will  change. 
James  Herrick,  the  Dean  of  American 
Medicine,  once  wrote  an  admirable  essay 
on  “Some  Features  of  Present  Day  Diag- 
nosis”, and  he  said:  “One  may  predict  that 
for  generations  to  come  physicians  will 
still  be  following  the  time  honoured  pro- 
cedure of  considering  the  hereditary,  en- 
vironmental and  personal  history;  the 
story  of  the  present  complaint;  the  phy- 
sical examination;  the  reports  of  labora- 
tory, instrumental  and  therapeutic  tests; 
the  advice  of  specialists;  and  finally,  the 
assembling  of  all  these  facts,  their  careful 
analytic  and  synthetic  study  and  their 
summation  in  a logical  conclusion”. 

Although  the  principles  underlying  the 
making  of  a diagnosis  are  well  established, 
the  immediate  objectives  of  the  study  of 
a patient  have  been  subject  to  constant 
change.  Hippocrates  was  chiefly  interested 
in  prognostics.  The  ability  to  foresee  and 
foretell  in  the  presence  of  the  sick,  and  to 
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see  and  announce  beforehand  those  who 
will  live  and  those  who  will  die.  Thus  to 
Hippocrates  the  countenance  with  “sharp 
nose,  hollow  eyes  and  collapsed  temples, 
the  ears  cold,  contracted  and  their  lobes 
turned  out”,  if  not  attributable  to  loss  of 
sleep,  severe  diarrhea  or  starvation,  indi- 
cated that  death  was  at  hand.  You  re- 
member his  description  of  the  typhoid 
state:  “the  hands  v/aved  before  the  face, 
hunting  through  empty  space  as  if  gather- 
ing bits  of  straw,  picking  the  nap  from  the 
coverlet  or  tearing  chaff  from  the  wall.” 
He  said  all  such  symptoms  are  bad  and 
deadly.  Although  his  point  of  view  was  to 
recognize  the  phenomena  of  disease  in  or- 
der to  predict  the  course  and  outcome,  his 
ultimate  aim,  as  with  us,  was  appropriate 
treatment.  There  was,  however,  little  ef- 
fort on  the  part  of  the  group  at  Cos,  to 
combine  observations  into  pictures  of  di- 
sease or  to  classify  them  or  categorize 
them  in  the  modern  sense.  There  was 
scant  reference  to  disturbed  anatomy  or 
function,  little  attention  to  causation. 

For  our  classification  of  disease,  we 
are  largely  indebted  to  Thomas  Sydenham. 
There  is  a beautiful  essay  which  was  deli- 
vered at  the  Academy  of  Medicine  in  New 
York  by  Knut  Faber.  It  is  called  Noso- 
graphy  in  Medicine.  Faber  has  some  in- 
teresting remarks  about  Thomas  Syden- 
ham and  his  work.  He  thinks  that  he  must 
have  been  greatly  influenced  by  his  friend 
John  Locke,  the  philosopher,  and  that  he 
shared  with  him  his  disdain  for  the  then 
existing  speculative  and  theoretical  ten- 
dency in  medicine.  This  trend  is  indicated 
in  Locke’s  “Ars  Medica”  (1669),  where 
he  remarks  that  he  who  thinks  he  will  be- 
come an  able  physician  by  studying  the 
doctrines  of  the  humors  or  that  his  know- 
ledge of  sulphur  and  mercury  will  help  on 
his  treatment  of  a fever  “may  as  rationally 
believe  that  his  cook  owes  his  skill  in 


roasting  and  boiling  to  his  study  of  the 
elements  and  that  his  speculations  about 
fire  and  water  have  taught  him  that  the 
same  seething  liquor  that  boils  the  egg 
hard  makes  the  hen  tender.” 

Sydenham  was  undoubtedly  influenced 
by  his  contemporary  Francis  Bacon  and 
he  adopted  Bacon’s  ideas  of  how  science 
should  be  advanced.  First  he  advocated  a 
revival  of  the  teaching  of  Hippocrates,  an 
exact  record  of  cases  with  amplification 
of  description;  the  second  suggestion  was 
a record  of  pathological  changes  in  or- 
gans and  his  third,  a systematic  compari- 
son of  clinical  and  anatomical  findings. 
Sydenham  never  did  arrive  at  a detailed 
comparison  of  pathological  changes  but  he 
was  intensely  interested  in  describing  di- 
seases as  portraits.  He  started  with  the 
ideal  of  dispassionate  observation  of  mor- 
bid phenomena  with  the  purpose  of  estab- 
lishing a genuine  natural  history  of  all 
diseases  with  classification  of  definite 
species.  His  goal  was  a portrait  instead  of 
the  idealizations  which  had  resulted  from 
the  scholastic  musings  of  his  predecessors. 
He  desired  further,  to  distinguish  parti- 
cular and  constant  symptoms  and  pheno- 
mena from  the  accidental — the  mere  epi- 
phenomena  of  the  disease.  He  said,  “who- 
ever describes  a violet  exactly  as  to  its 
color,  taste,  smell,  form  and  other  pro- 
perties, will  find  the  description  agrees 
in  most  particulars  with  all  the  other 
violets  in  the  universe.”  He  believed  that 
we  must,  for  each  disease,  establish  a des- 
cription which  will  be  applicable  to  that 
disease  no  matter  where  it  is  found.  He 
wrote  only  from  his  own  observations. 
Since  he  was  disaffected  by  past  theories, 
he  wrote  without  reference  and  contented 
himself  with  the  portraiture  of  disease  as 
he  found  it.  Circumstances  favored  his 
study  for  he  lived  in  London  where  epi- 
demic after  epidemic  occurred  and  where 
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smallpox,  plague,  cholera,  dysentery, 
measles,  scarlatina  raged  simultaneously. 
The  delineation  of  acute  diseases  present- 
ed a relatively  simple  problem,  and  even  in 
chronic  conditions  such  as  gout,  hysteria 
and  rheumatic  fever,  Sydenham  with  his 
rare  discrimination  and  great  power  of  dis- 
cerning the  essentials,  made  significant 
progress.  Sydenham’s  method  is  the  one 
that  we  use  today  in  our  classification. 
You  can  pick  up  any  textbook  and  find 
there  a portrayal  of  the  average  or  usual 
manifestations  of  all  diseases.  It  is  worth 
pointing  out,  however,  that  this  portrait- 
ure of  diseases,  admirable  and  helpful  as 
it  is,  represents  recognition  only,  is  not 
understanding  and  that  the  mere  recogni- 
tion of  an  entity  doesn’t  necessarily  lead 
to  treatment.  If  we  observe  a smooth, 
clean  tongue,  a gastric  anacidity,  a leuko- 
penia, a macrocytic  hyperchromic  anemia, 
and  a combined  system  disease,  we  may 
say  that  the  disease  is  pernicious  ane- 
mia in  exactly  the  same  way  that  we  say 
in  encountering  a large  male  cat  with  a 
luxuriant  mane  and  a tufted  tail  that  we 
are  observing  a lion.  And  yet  we  neither 
understand  pernicious  anemia  nor  the  lion 
by  mere  recognition.  Sydenham’s  method 
of  recognition  or  portraiture  of  disease  was 
especially  interesting  because  he  thought 
that  one  might  find  a specific  remedy  for 
every  disease  if  one  could  recognize  it.  His 
only  source  of  encouragement  was  the 
cinchona  bark  which  was  helpful  in  some 
fevers.  I am  sure  that  Sydenham  would 
be  greatly  pleased  if  he  could  live  in  this 
time  of  chemotherapy  and  vitamin  defi- 
ciency and  endocrine  imbalances  and  could 
see  how  far  we  have  progressed  with 
specifics  for  diseases  which  we  can  re- 
cognize or  portray  by  his  method.  And 
yet  everyone  realizes  that  although  we 
have  advanced  miraculously  we  still  have 
no  specific  remedy  for  more  than  half  of 


the  diseases  that  can  be  recognized  and 
classified. 

It  is  possibly  surprising  that  Syden- 
ham, a follower  of  Baconian  teaching,  de- 
voted himself  almost  exclusively  to  the 
clinical  manifestations  of  disease  and  con- 
sidered so  little  the  pathological  anatomy 
of  his  patients.  Emphasis  upon  this  indis- 
pensable part  of  our  diagnostic  method  we 
owe  in  large  part  to  the  great  French 
clinicians  of  the  early  nineteenth  century 
Corvisart,  Laennec  and  Louis  and  their 
followers  recognized  abnormalities  in  an- 
atomy as  the  most  constant  and  most 
easily  recognizable  criteria  for  classifica- 
tion of  disease.  The  newly  introduced  arts 
of  percussion  and  auscultation  were  found 
in  many  instances  to  be  more  applicable 
than  subjective  symptoms  to  correlation 
with  anatomical  deviations.  In  the  course 
of  a few  years  accurate  clinical  pictures  of 
a surprising  number  of  diseases  were  deli- 
neated. The  diagnostic  signs  of  cardiac 
and  pulmonary  affections  were  put  upon  a 
reliable  basis.  Pneumothorax,  pulmonary 
gangrene,  emphysema  of  the  lungs, 
hemorrhagic  pleurisy,  esophagitis,  cir- 
rhosis of  the  liver  were  but  a few  of  the 
diseases  established  as  clinical  entities. 
The  manifestations  of  typhoid  fever  were 
distinguished  from  those  of  typhus.  Phthi- 
sis was  recognized  as  a pulmonary  form 
of  tuberculosis  and  its  highly  variable 
manifestations  emerged  as  a progressive 
process  recognizable  by  physical  signs  and 
symptoms. 

The  debt  which  we  owe  to  Bichat, 
Laennec,  Corvisart,  Pierre  Louis  and 
others  of  the  early  French  school  is  in- 
calculable. The  correlation  of  clinical  and 
pathological  phenomena  constitutes  and 
probably  will  always  constitute  the  very 
foundation  for  valid  diagnosis.  It  must 
be  admitted,  however,  that  from  the  stand- 
point of  rational  therapy,  the  ultimate 
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goal  of  diagnosis,  the  method  is  insuf- 
ficient and  indeed  is  not  always  helpful. 
The  ability  to  say  that  dullness  to  percus- 
sion, increased  tactile  fremitus,  bronchial 
breathing  in  a particular  location,  means 
pulmonary  consolidation,  does  not  neces- 
sarily lead  to  improvement  in  treatment. 
Similarly  the  knowledge  that  distention  of 
veins  of  the  abdominal  wall,  hemorrhoids 
and  ascites  indicates  cirrhosis  of  the  liver, 
does  not  in  itself  contribute  to  the  man- 
agement of  the  patient. 

In  spite  of  these  limitations,  clinical 
pathological  study  was  pursued  as  a major 
objective  by  the  successors  of  the  French 
school  in  Germany,  Austria  and  Poland 
and  led  to  the  so-called  school  of  thera- 
peutic nihilism.  One  remembers  the  answer 
of  Skoda,  the  great  clinician,  who  was 
questioned  by  an  incautious  student  who 
asked  him  how  he  would  treat  a patient 
whom  he  had  elegantly  described.  Skoda 
shrugged  his  shoulders  and  said:  “It  does- 
n’t matter”. 

I was  impressed  by  a statement  of 
Dietl,  Professor  at  Cracow,  who  today  is 
chiefly  remembered  for  his  descriptions 
of  the  crises  which  accompany  kinking  of 
the  ureters.  He  expressed  aggressively  and 
even  proudly  the  therapeutic  sterility  of 
the  clinical  pathological  diagnosticians.  He 
said:  “The  ampleness  of  our  knowledge 
is  not  proportional  to  the  results  of  our 
practical  labors.  Our  ancestors  cared  much 
for  the  success  of  their  treatment ; we,  for 
the  result  of  our  investigation.  Our  ten- 
dency is  purely  scientific.  The  physician 
must  be  judged  according  to  the  amount 
of  his  knowledge  and  not  according  to  the 
amount  of  his  cures.  It  is  the  investigator, 
not  the  healer,  who  is  to  be  appreciated 
in  the  physician.  As  long  as  medicine  is 
art,  it  will  not  be  science.”  The  influence 
of  this  teaching  is  still  strong  among  us. 
Many  of  us  were  raised  in  an  atmosphere 


of  therapeutic  nihilism  and  were  led  to 
think  that  the  exact  localization  of  disease 
by  the  use  of  physical  signs  represented 
the  optimum  achievement  in  clinical  medi- 
cine. 

Another  very  important  aspect  of  diag- 
nosis received  scant  attention  until  the 
early  part  of  the  19th  century.  The  idea  of 
specific  causes  for  diseases  entered  little 
into  the  calculations  of  the  earlier  patho- 
logists. Bichat,  in  his  enormously  influen- 
tial work  on  general  anatomy,  had  given 
detailed  descriptions  of  the  parts  and  tis- 
sues of  the  body  in  health  and  disease  but 
had  made  little  attempt  to  differentiate 
the  lesions  upon  an  etiological  basis. 

Among  clinicians,  Phillip  Bretonneau 
was  possibly  the  first  to  grasp  the  surpas- 
sing importance  of  specificity.  This  gifted 
man  practiced  all  his  life  in  Tours,  a city 
then  well  isolated  from  the  main  stream 
of  medical  thought.  It  was  to  him  that  we 
owe  both  the  name  and  the  description  of 
diphtheria,  which  he  was  able  by  exact 
clinical  observations,  to  separate  from 
other  inflammations  of  the  throat.  On  the 
basis  of  his  study  of  this  and  of  typhoid 
and  other  diseases  he  was  able  to  enume- 
rate a rule  which  has  important  and  far 
reaching  significance  in  diagnosis.  It  was 
this:  “the  specificity  of  the  inflammation 
more  than  its  intensity  or  seat  in  various 
tissues  determines  the  duration,  the  gra- 
vity and  the  danger,”  This  thought,  so 
essential  to  all  our  modern  concepts  of 
diagnosis,  w'as  strengthened  and  im- 
measurably extended  by  the  development 
of  bacteriology  and  immunology.  Its  prac- 
tical importance  has  become  more  ap- 
parent with  the  discovery  of  each  new 
serum  and  vaccine,  with  the  development 
of  chemotherapy  and  of  our  knowledge 
of  hormones  and  of  vitamins. 

We  now  have  indicated  that  in  diag- 
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nosis  we  must  consider  prognostics,  cli- 
nical portraits,  the  reconciliation  of  clinic- 
al portraits  with  anatomy  and  the  etiolo- 
gical or  specific  factors  in  causation.  These 
approaches  however  do  not  take  into  ac- 
count the  function  of  organs.  Even  at  the 
time  when  the  clinical  pathological  school 
was  enjoying  its  greatest  popularity  there 
were  isolated  protests.  There  were  some 
physicians  who  contended  that  the  classi- 
fication of  disease,  whether  clinical  or 
pathological,  was  purely  artificial,  that 
the  clinical  portraits  of  disease,  no  mat- 
ter how  clear  cut,  were  mere  figments  of 
the  imagination,  and  that  after  all,  the 
essential  fact  of  illness  is  an  abnormal  re- 
action of  the  body.  Furthermore,  they 
contended  that  this  reaction  would  differ 
in  every  individual  case.  Our  knowledge  of 
functional  changes  has  increased  enor- 
mously during  the  past  100  years.  Ad- 
dison could  point  out  that  the  pulse  often 
became  weak  after  tuberculous  destruc- 
tion of  the  adrenal  glands  but  had  no 
sphygnomanometer  to  indicate  the  patho- 
logical fall  in  blood  pressure.  Bright  found 
that  the  pulse  was  hard  and  firm  in  his 
kidney  diseases,  but  he  could  not  measure 
the  blood  pressure.  Laennec  observed  the 
death  of  patients  who  had  extensive  cir- 
rhosis of  the  liver  but  possessed  no  means 
to  estimate  the  failing  powers  of  the  liver 
as  a functioning  organ.  The  delineation 
of  mitral  stenosis,  aortic  insufficiency  and 
other  valve  lesions,  the  discovery  of  mi- 
nute anatomical  abnormalities  in  the  mus- 
cle of  the  heart  gave  little  information 
concerning  the  functional  capacity  of  the 
heart  as  a pump.  The  evaluation  of  func- 
tional damage,  while  possible  in  some  in- 
stances from  purely  bedside  observation 
has  been  developed  chiefly  by  utilization 
of  accessory  aids  and  instruments,  some 
of  which  are  still  essential  for  any  esti- 


mate and  others,  useful  because  they  have 
enabled  us  to  recognize  the  significance 
of  clinical  symptoms.  Thus,  the  failing,  in- 
sufficient kidneys  may  be  recognized  by 
the  stupor,  by  the  uriniferous  odor  of  the 
breath,  sometimes  by  the  urea  frost,  but 
may  be  more  exactly  followed  by  determi- 
nation of  the  level  of  urea  or  the  non- 
protein nitrogen  fraction  in  the  blood.  The 
loss  of  functional  beating  of  the  auricles 
may  now  be  surmised  clinically  by  a per- 
petual irregularity,  by  the  lack  of  auri- 
cular pulsation  in  the  veins  of  the  neck 
in  cases  of  failing  heart  with  pulse  defi- 
cit, but  the  first  recognition  was  made 
possible  by  pulse  tracings  and  by  electro- 
cardiographic studies,  the  latter  still  very 
useful  in  confirming  the  clinical  impres- 
sion. There  are,  however,  many  functional 
diagnoses  which  are  entirely  dependent  up- 
on accessory  aids.  Achylia  gástrica  can  be 
demonstrated  only  by  chemical  analysis  of 
the  stomach  contents;  the  identification 
of  aplastic  anemia  is  dependent  upon  direct 
microscopical  studies  of  the  blood  and  bone 
marrow,  the  essential  defect  in  the  blood 
in  hemolytic  jaundice  may  be  recognized 
only  by  demonstration  of  abnormal  fragil- 
ity of  the  red  blood  cells  and  other  ap- 
propriate laboratory  tests.  The  functional 
capacity  of  the  gallbladder  may  become 
apparent  only  through  the  use  of  chole- 
cystography. 

But  this  is  not  all,  we  have  come  to 
realize  more  and  more  that  the  body  re- 
acts as  a whole  and  not  as  a combination 
of  organs.  We  can  study  the  anatomy  of 
the  heart,  of  the  liver,  or  the  kidneys  and 
we  can  study  the  functions  of  each,  but 
each  is  only  one  component  of  an  entire 
organism.  We  must  take  into  account  in 
all  of  our  diagnoses  the  idea  of  homeo- 
stasis, the  ability  to  maintain  an  internal 
environment  which  is  sufficiently  fixed  to 
permit  health.  Thus,  disease  and  even 
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death  may  occur  without  anatomical  evi- 
dence of  organic  damage,  from  acute  al- 
cohol intoxication,  from  potassium  cyanide 
poisoning,  from  dehydration  or  from 
hyperpyrexia.  The  studies  of  Lawrence 
Henderson,  of  Cannon  and  of  others  have 
emphasized  to  us  the  surpassing  impor- 
tance of  the  internal  environment  of  the 
body  and  the  dire  consequences  which  may 
result  from  relatively  minor  changes.  It 
was  only  30  years  ago  that  the  significance 
and  danger  consequent  to  dehydration  was 
fully  appreciated.  In  the  history  of  the 
world  millions  of  children  and  adults  too, 
must  have  died  because  the  profession  was 
ignorant  of  the  fact  that  severe  diarrhea 
or  persistent  vomiting,  regardless  of  etio- 
logical agent  or  specific  cause,  may  lead  to 
death  because  of  the  loss  of  water  from 
the  body. 

The  diagnosis  of  the  patient  before  and 
after  operation,  after  shocking  experiences 
in  diabetes,  Addison’s  disease,  in  liver 
states,  depends  upon  the  understanding  of 
the  electrolyte  balance,  acid  base  equili- 
brium, degree  of  dehydration  and  other 
factors. 

Another  point  must  be  mentioned  in 
consideration  of  diagnosis.  The  older  phy- 
sicians paid  much  attention  to  the  consti- 
tution and  personality  of  their  patients. 
Remarks  about  individual  variation  were 
common  in  the  generations  before  our 
own.  We  temporarily  disregarded  this  as- 
pect which  takes  into  account  the  host. 
But  it  can  be  said  that  no  diagnosis  is 
complete  unless  one  regards  the  per- 
sonality and  constitution  and  environment 
of  the  patient  who  has  the  disease. 

In  this  brief  review  we  have  indicated 
that  in  diagnosis  we  must  consider  prog- 
nosis, classification,  correlation  of  physic- 
al signs  and  pathological  anatomy,  speci- 
ficity, functional  capacity,  homeostasis, 
personality  and  constitution  and  life  situa- 


tion. All  of  them  are  important  and  none 
of  them  can  be  neglected  if  we  are  to  be 
inclusive  and  thorough  in  our  deliberations 
on  disease. 

In  the  remaining  time,  I should  like  to 
indicate  some  of  the  reasons  why  we  don’t 
always  come  to  a quite  understandable 
and  correct  diagnosis.  Nothing  that  I can 
say  is  original,  I can  only  point  out  a few 
items  that  have  seemed  to  me  relevant. 

Ignorance 

An  extensive  and  accurate  knowledge 
of  the  natural  history  of  disease  is  es- 
sential to  diagnostic  skill.  This  knowledge 
cannot  be  static  but  must  be  constantly 
expanded  and  revised  in  the  light  of  newer 
scientific  discoveries.  Thus,  if  one  is  not 
informed  as  to  the  existence  of  toxoplas- 
mosis, he  is  not  likely  to  recognize  it.  If 
one  is  not  aware  that  Rocky  Mountain 
Spotted  Fever  is  endemic  in  his  district, 
he  may  not  consider  it  in  the  differential 
diagnosis  of  an  obscure  infection.  If  a 
physician  does  not  know  that  polycythe- 
mia or  parathyroid  tetany  may  cause  tor- 
tuous, dilated  retinal  veins  and  choking  of 
the  optic  discs,  he  may,  on  the  basis  of 
those  ocular  disturbances,  diagnose  a 
brain  tumor  and  thus  expose  his  patient 
to  a needless  and  dangerous  operation. 
It  is  obvious  that  detailed  knowledge  of 
the  natural  history  of  all  diseases  is  more 
than  any  one  man  can  acquire  and  utilize. 
Dispassionate  appraisal  of  one’s  limita- 
tions and  lack  of  experience-of  one’s  ig- 
norance, if  you  will,  may  be  injurious  to 
pride,  but  is  often  helpful  in  the  patient 
and  to  the  cause  of  correct  diagnosis  since 
it  may  lead  to  consultation  with  those 
more  experienced  in  the  field.  One  of  the 
most  important  points  is  an  assessment 
of  our  own  limitations  and  the  practice  of 
calling  for  help  whenever  we  really  are 
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without  adequate  knowledge.  It  doesn’t 
matter  how  hard  we  work,  we  will  still 
be  ignorant.  All  of  us  will  be  ignorant  of 
something  and  some  of  us  will  be  ignorant 
of  a great  deal. 

Negligence 

Ignorance  however  among  those  who 
have  been  exposed  to  adequate  educational 
opportunities  is  probably  not  the  chief  cau- 
se of  incorrect  diagnosis.  Much  more  fre- 
quently, errors  are  due  to  incompleteness 
or  carelessness  in  the  study  of  the  patient. 
All  of  us  have  been  trained  to  take  a com- 
plete and  systematic  history  and  we  all 
know  that  in  an  extraordinary  number  of 
cases  the  story  affords  one  of  the  most 
important  clues  in  the  recognition  of  di- 
sease. If  the  history  is  to  have  its  full 
value  in  diagnosis,  the  physician  must  take 
it  himself,  for  by  doing  so  he  is  able  to 
evaluate  the  personality  of  the  patient 
as  well  as  the  story  itself.  Those  of  us  who 
have  many  consultations  and  who  are 
seeing  patients  of  other  physicians,  lose 
the  enormous  advantage  of  the  history 
which  is  taken  by  the  physician  in  the 
presence  of  the  patient.  The  source  of  the 
history  must  be  carefully  evaluated.  There 
is  no  reason  why  a history  given  either 
by  a patient  or  his  relative  should  be 
either  inclusive  or  even  accurate.  I have 
never  forgotten  a simple  incident  re- 
presenting a disastrous  failure  in  diagno- 
sis. The  relatives  of  a comatose  woman  of 
40  informed  us  that  after  a period  of  per- 
fect health  she  had  a series  of  convulsions 
which  had  resulted  in  a weakness  of  the 
left  side  of  the  body.  When  asked  con- 
cerning injuries  they  specifically  stated 
that  she  had  had  no  accident.  It  was  only 
after  autopsy  had  revealed  a subdural  he- 
m.atoma  and  after  persistent  questioning 
that  they  finally  admitted  that  in  a big  fa- 


mily fight,  one  week  preceding  her  convul- 
sions she  had  fallen  down  a flight  of  stairs. 
The  possession  of  this  history  a few  hours 
earlier  might  have  saved  this  woman’s 
life.  It  is  obvious  that  if  we  are  to  utilize 
a history  as  perhaps  our  chief  diagnostic 
aid,  it  should  be  verified  more  thoroughly 
than  is  customary.  I can  say  without  exag- 
geration that  my  own  errors  of  diagnosis 
have  been  more  often  attributable  to  in- 
complete, faulty  or  misleading  history 
than  to  any  other  one  cause. 

All  of  us  have  been  trained  to  do  thor- 
ough and  searching  physical  examinations 
but  haste,  the  pressure  of  other  engage- 
ments, natural  procrastination,  often  lead 
to  superficiality  and  to  omission  of  impor- 
tant details.  Bumps  on  the  head  indicative 
of  metastatic  tumors  or  bruises  as  evidence 
of  injury  may  be  missed  if  the  cranial 
vault  is  not  routinely  and  carefully  exa- 
mined. A retropharyngeal  abscess  may  be 
confused  with  large  and  inflamed  tonsils 
if  one  does  not  include  in  his  examination 
digital  palpation  of  the  nasopharynx.  An 
early  tumor  of  the  female  breast  may  be 
unnoted  unless  careful  palpation  of  the 
breast  is  practiced  routinely.  Failure  to 
note  the  position  of  the  trachea  may  de- 
prive one  of  the  keys  to  important  pul- 
monary or  mediastinal  pathology.  An  ab- 
normal pulsation  of  almost  pathognomonic 
importance  over  the  upper  sternum  may 
be  missed  if  in  haste  the  nightgown  is 
rolled  upward  toward  the  neck  and  as  a 
consequence  the  chest  is  not  thoroughly 
exposed. 

Slavery  to  the  Laboratory 

Another  thing  that  causes  great  dif- 
ficulties in  diagnosis  is  slavery  to  the 
laboratory.  To  most  of  us  there  is  a fasci- 
nation in  data  which  can  be  recorded  in 
exact  figures.  An  alkaline  reserve  which  is 
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reported  as  49.3  volumes  per  cent  may  ap- 
pear to  be  more  precise  than  one’s  esti- 
mate or  description  of  rales  or  murmurs. 
Specimens  of  blood  are  sent  to  a laboratory 
and  in  due  time  the  results  of  requested 
tests  appear  in  neat  figures  on  the  chart. 
One  is  apt  to  forget  that  technicians,  even 
good  ones,  are  subject  to  human  error, 
that  many  of  the  tests  are  complicated 
involving  many  steps,  any  one  of  which 
when  faulty,  may  lead  to  gross  error.  Fur- 
thermore it  is  not  always  appreciated  that 
the  tests  themselves  are  subject  to  certain 
fallacies  and  exceptions  or  that  the  inter- 
pretation assigned  particularly  to  new 
tests  may  be  quite  erroneous.  Too  great 
dependence  upon  the  laboratory,  too  ready 
and  too  uncritical  acceptance  of  its  re- 
sults, is  universally  a frequent  source  of 
diagnostic  errors. 

Diagnostic  Fog 

Then  there  is  the  question  of  diagnos- 
tic fog.  Near  the  end  of  his  life.  Dr.  Wil- 
liam J.  Mayo  gave  before  the  staff  of  the 
Mayo  Clinic  a short  talk  on  diagnosis.  He 
pointed  out  that  if  we  know  three  im- 
portant things  about  a disease  we  may  be 
competent  to  recognize  it ; even  if  we  know 
five,  we  may  still  be  good  diagnosticians, 
but  if  we  know  too  many,  mostly  unim- 
portant and  not  all  facts,  we  may  be  lost 
in  a diagnostic  fog  of  our  own  creating.  In 
similar  vein,  Herrick  spoke  of  those  who 
have  more  knowledge  than  they  can  well 
handle,  who  are  in  fact  “suffocated  be- 
neath a dead  weight  of  erudition”.  Many 
times  I have  seen  interns  sadly  puzzled 
about  a quite  obvious  diagnosis  because 
all  of  the  laboratory  tests  did  not  conform 
to  a preconceived  model  of  a disease  entity. 
A case  in  point  was  the  most  advanced 
and  typical  example  of  myxedema  that  I 
have  been  privileged  to  observe.  In  recent 


years  we  have  been  taught  to  believe  that 
myxedema  is  characterized  by  a high  level 
of  cholesterol  in  the  blood.  Unfortunately 
for  the  diagnostic  peace  of  mind  of  the 
studious  and  informed  resident  in  charge, 
the  cholesterol  in  this  patient’s  blood  was 
persistently  maintained  at  a level  less  than 
half  of  the  average  normal.  And  yet,  at 
autopsy  the  thyroid  gland  was  completely 
destroyed.  One  may  know  too  many  things 
and  thereby  become  confused.  Discrimina- 
tion is  as  important  as  knowledge,  and 
discernment  of  the  most  salient  and  im- 
portant features  is  necessary  to  a diagnos- 
tician. 

One  Diagnosis  or  Many 

An  oft  quoted  aphorism  in  medicine 
states  that  all  phenomena  of  disease  in  a 
patient  should  be  explained  by  one  diag- 
nosis. No  precept  could  be  more  mislead- 
ing and  particularly  in  the  consideration 
of  people  in  middle  and  later  life  where 
more  than  one  organ  or  system  may  be 
wearing  out  simultaneously.  Again  and 
again  one  finds  at  autopsy  an  early  un- 
recognized carcinoma  in  a man  dying  of 
hypertensive  heart  disease  or  diabetes.  A 
woman  with  uterine  fibroids  may  be  suf- 
fering simultaneously  from  myxedema  and 
a mitral  stenosis.  Our  pathological  abs- 
tracts indicate  that  there  are  often  ten 
or  more  separate  and  distinct  anatomical 
diagnoses  and  these  cannot  take  into  ac- 
count the  functional  and  homeostatic  phe- 
nomena which  no  dead  house  pathologist 
can  ever  recognize. 

Snap  Diagnoses  and  the  Defense  Reaction 

Many  of  us  have  been  impressed  with 
the  diagnostic  acumen  of  some  one  of  our 
teachers,  usually  a man  of  immense  ex- 
perience, who  by  a few  well  directed 
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questions  and  a brief  inspection  has  ren- 
dered with  an  air  of  authority  or  perhaps 
with  elaborate  casualness  an  absolutely 
correct  diagnosis.  No  one  of  us  can  escape 
a desire  to  emulate  a performance  so  ef- 
fective and  dramatic.  The  danger  of  yield- 
ing to  this  desire  cannot  be  exaggerated. 
The  peril  is  increased  if  one  of  us  in  the 
near  past  has  been  lucky  enough  to  at- 
tach a correct  label  and  thus  have  gained 
some  prestige  among  our  colleagues.  The 
reputation  of  a professional  humorist  is 
not  harder  to  maintain  than  that  of  a 
great  diagnostician.  Snap  diagnoses  usual- 
ly consist  of  little  more  than  a perfunc- 
tory label,  a recognition  of  one  aspect  of 
a problem  which  usually  requires  pro- 
longed study  for  its  true  understanding. 
Undue  emphasis  upon  one  facet  may  im- 
pair the  consideration  of  the  whole. 

In  hearing  the  history  of  a patient 
during  the  physical  examination  the  keen 
physician  will  form  not  one,  but  many 
hypotheses.  Some  of  these  must  be  aban- 
doned before  the  history  is  completed.  The 
physical  examination  will  suggest  others 
and  extend  some  of  those  which  have  been 
previously  entertained.  Speaking  as  a con- 
sultant, I can  question  whether  it  is  wise 
to  share  these  first  impressions  too  freely 
with  others,  not  only  because  silence  is 
golden  but  because  a too  early  or  too  for- 
ceful expression  of  opinion  may  create  a 
defense  reaction  and  thus  impair  later 
judgment. 

Prognosis  or  Diagnosis 

If  diagnosis  is  mmre  than  mere  classi- 
fication and  is  truly  a conclusion  drawn 
from  critical  perception  and  scrutiny,  the 
label  is  not  always  necessary.  In  consider- 
ing the  so-called  acute  abdomen,  how  many 
of  us  can  name  with  certainty  the  actual 
pathological  process.  The  conclusion  drawn 


may  not  be  the  naming  of  a disease,  but 
the  decision  to  explore  or  not  to  explore 
the  abdomen.  From  the  standpoint  of  the 
patient  the  honest  diagnostic  doubt  of  the 
physician  may  be  of  little  interest.  Indeed, 
the  discovery  of  that  doubt  may  shake  all 
faith  and  shatter  hope.  The  simple  state- 
ment “You  will  get  well”,  a conclusion 
honestly  arrived  at,  may  be  much  more 
satisfactory  and  comforting  than  the  most 
learned  dissertation  on  differential  diag- 
nosis. 

SUMMARY 

We  who  are  practicing  the  art  of  diag- 
nosis today  are  heirs  of  the  medical 
thought  of  all  the  wise  physicians  who 
have  preceded  us.  Like  Hippocrates,  we 
must  consider  diagnoses  in  relation  to 
prognoses.  We  must  try  to  classify  our 
cases  according  to  the  method  of  Syden- 
ham. Like  Laennec  and  Skoda  we  must 
attempt  to  predict  from  physical  signs 
what  anatomical  lesions  are  present.  It  is 
of  constantly  increasing  importance  that 
we  determine  the  exact  etiological  factor, 
whether  this  be  a bacterium,  the  lack  of 
a vitamin,  the  lack  or  excess  of  a hormone 
or  a chemical  poison.  We  must  endeavor 
to  ascertain  the  functional  capacity  of  a 
diseased  organ  in  order  that  we  may  know 
whether  the  inherent  factor  of  safety  is 
exceeded.  Beyond  this  we  must  ever  be 
alert  to  discover  subtle  chemical  or  phy- 
sical differences  in  the  internal  environ- 
ment of  the  body  and  we  must  take  into 
account  the  constitution,  personality  and 
life  situation  of  our  patients.  It  is  a large 
order,  and  it  implies  not  merely  recogni- 
tion or  classification,  but  demands  a pro- 
found understanding  of  the  function  of 
the  body,  both  in  health  and  disease.  Aside 
from  its  fascination  as  an  intellectual 
exercise,  its  purpose  is  preparation  for 
rational  and  effective  therapy. 
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NUEVO  CARTEL  DE  OPTOTIPOS  PARA  DETERMINA- 
CION DE  LA  AGUDEZA  VISUAL 

RICARDO  F.  FERNANDEZ,  M.D. 

y 

ROBERTO  BUXEDA,  M.D.* 


Este  cartel  de  optotipos  ha  sido  dise- 
ñado con  el  objeto  de  simplificar  la  deter- 
minación de  la  agudeza  visual.  Original- 
mente se  ideó  para  utilizarlo  en  la  deter- 
minación de  incapacidades  visuales,  pero 
más  luego  nos  convencimos  de  que  su  uti- 
lidad era  más  amplia  y podría  quizás  lle- 
gar a competir  con  otros  carteles  de  apli- 
cación universal  como  el  de  Landolt.^ 

El  cartel  consiste  de  once  líneas  de  fi- 
guras “E”  y usado  a la  distancia  de  20 
pies  (6.1  M.)  cada  línea  en  él  representa 
10%  de  la  visión  normal  en  orden  suce- 
sivo y su  equivalente  en  por  ciento  está 
impreso  a la  derecha  de  cada  línea. 

La  undécima  línea  que  representa  una 
visión  de  110%  no  se  incluye  con  el  fin  de 
determinar  quiénes  ven  más  del  promedio 
normal  generalmente  aceptado,  sino  por- 
que estimula  algunas  personas  a ver  me- 
jor la  décima  línea  cuando  suponen  que 
aún  les  falta  otra  de  caracteres  más  pe- 
queños por  ver. 

Tiene  además  una  banda  verde  y otra 
roja  que  sirven  como  una  prueba  simple 
para  determinar  la  apreciación  de  los  co- 
lores. 

Lleva  el  cartel  impresa  al  dorso  una 
breve  descripción  del  mismo  y el  modo  de 
usarse. 

Las  ventajas  del  empleo  de  este  car- 
tel son  las  siguientes: 

(1)  Es  mejor  que  los  carteles  de  le- 
tras porque  no  pueden  memorizarse  sus 
caracteres  y además  es  uniforme  la  visibi- 
lidad de  sus  figuras  mientras  que  las  le- 

*  Del  Instituto  Oftálmico  de  Puerto  Rico,  San 
Juan,  P.  R. 


tras  de  igual  tamaño  son  unas  más  fáciles 
de  ver  que  otras. 

(2)  Como  todo  cartelón  analfabeto 
puede  usarse  para  niños  desde  4 años  al 
igual  que  para  adultos  y no  importa  que 
sepan  leer  o no. 

(3)  Es  simple  su  interpretación,  pues 
cualquier  persona  de  mediana  educación 
puede  fácilmente  entender  qué  significa 
una  visión  de  10%  ó 50%  y no  así  lo  que 
significa  una  visión  de  20/30  ó de  6/18. 

(4)  Facilita  la  determinación  de  in- 
capacidades visuales  que  generalmente  se 
hace  en  por  ciento. 

(5)  Puede  ser  utilizado  no  sólo  por 
médicos,  sino  también  por  enfermeras,  tra- 
bajadoras sociales  y maestros,  lo  que  sim- 
plifica los  estudios  estadísticos  de  la  vi- 
sión en  las  escuelas,  grupos  de  trabajado- 
res, soldados,  etc. 

(6)  A la  izquierda  de  cada  línea  está 
impreso  su  equivalente  visual  en  el  sistema 
convencional  americano  para  aquellos  mé- 
dicos que  tengan  la  necesidad  de  utilizar- 
lo para  informes  de  exámenes  a veteranos, 
empleados  federales,  etc.,  que  requieran  la 
agudeza  visual  en  estos  términos. 

MODO  DE  USARSE 

La  visión  debe  determinarse  separada- 
mente para  cada  ojo  de  la  siguiente  ma- 
nera : 

1 — Colóquese  el  cartelón  en  un  sitio 
donde  haya  suficiente  luz  para  que  puedan 
verse  claramente  los  caracteres,  teniendo 
en  cuenta  que  la  luz  no  le  de  de  frente 
al  paciente. 


3 m 111  30% 
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2 —  Coloqúese  el  paciente  a una  distan- 
cia exacta  de  20  pies  (6,1  m.)  del  carte- 
lón. 

3 —  Ordénese  al  paciente  cubrir  su  ojo 
izquierdo  con  la  palma  de  su  mano  izquier- 
da, cerciorándose  de  que  está  bien  cubier- 
to el  ojo  y la  cabeza  derecha,  mirando  di- 
rectamente al  cartel. 

4 —  Señálese  con  una  vara  o regla,  pre- 
feriblemente de  color  oscuro,  las  figuras 
comenzando  por  la  mayor  y ordénese  al 
paciente  que  vaya  indicando  con  su  voz 
o con  los  dedos  de  la  mano  que  tiene  li- 
bre la  dirección  de  las  “patitas”  de  las  fi- 
guras que  se  le  van  marcando;  prosígase 
en  esta  forma  hasta  la  línea  de  figuras 
más  pequeñas  que  alcance  a ver  con  exac- 
titud y anótese  el  por  ciento  de  visión  co- 
rrespondiente a esta  última  línea  como  la 
visión  de  su  ojo  derecho. 

5 —  Repítase  el  procedimiento  cubrien- 
do el  ojo  derecho  con  la  palma  de  la  mano 
derecha  y anótese  el  por  ciento  de  visión 
correspondiente  al  ojo  izquierdo. 

Recomendamos  usar  la  palma  de  la  ma- 
no para  cubrir  el  ojo  que  no  se- está  pro- 
bando porque  es  fácil  y satisfactorio. 
Usando  una  tarjeta  puede  la  persona  no 
cubrir  bien  el  ojo  dejando  una  hendidura 
entre  ésta  y la  nariz.  Si  se  usan  los  dedos 
de  la  mano  es  muy  fácil  mirar  inadverti- 
da o adredemente  entre  ellos  dando  un 
resultado  falso  y además  puede-  oprimirse 
el  ojo  que  se  cubre  y luego  al  probarlo 
acuse  menos  visión  de  la  que  realmente 
tiene. 

A los  niños  pequeños  y personas  anal- 
fabetas es  necesario  darles  una  breve  ins- 
trucción preliminar  trayéndolos  cerca  del 
cartel  y explicándoles  que  cada  figura  tier 
ne  tres  “patitas”  y cómo  deben  indicar  con 
los  dedos  de  la  mano  que  tiene  libre  para 
dónde  señalan  las  “patitas”  de  la  figura 
que  se  le  va  marcando. 

Debe  tenerse  en  cuenta  que  muy  pocos 


niños  de  4 a 6 años  pueden  alcanzar  una 
agudeza  visual  de  100%  debido  a su  esca- 
so poder  de  discernimiento.  A esta  edad 
una  visión  entre  60%  y 80%  puede  consi- 
derarse satisfactoria. 

DESARROLLO  DEL  NUEVO  CARTEL 

Para  aquellos  médicos  que  estén  inte- 
resados en  conocer  los  principios  científi- 
cos en  que  se  basan  los  carteles  para  de- 
terminación de  la  agudeza  visual  central 
y cómo  a través  de  los  años  desarrollamos 
la  idea  del  cartel  que  aquí  presentamos, 
hacemos  el  siguiente  resumen: 

Desde  que  el  gran  Herman  Snellen  hi- 
zo historia  en  la  Oftalmología  con  la  pu- 
blicación de  su  “tabla  de  Optotipos”  en 
1862-  se  han  propuesto  innumerables  car- 
telones  para  la  determinación  de  la  agu- 
deza visual,  algunos  de  ellos  como  el  de  los 
“anillos  rotos”  de  Landolt  diseñados  para 
uso  universal. 

El  sistema  recomendado  por  Snellen 
consiste  de  una  escala  de  letras  de  dis- 
tintos tamaños  siendo'  cada  una  de  tal  for- 
ma que  pueda  ser  incluida  en  un  cuadro  5 
veces  el  grueso  de  cada  uno  de  sus  compo- 
nentes. El  grueso  de  cada  línea  es  tal  que 
sostiene  un  ángulo  visual  de  un  minuto  y 
la  letra  completa  uno  de  5 minutos  cuando 
se  miran  a lá  distancia  para  la  cual  cada  | 
una  fue  calculada.'  (Fig.  2) 

La  agudeza  visual  se  designa  de  acuer- 
do con  su  fórmula  clásica  de  V = d/D, 
donde  V significa  la  agudeza  visual  cen-  , 
..tral,  d,  representa  la  distancia  a que  se  i 
leen  las  letras  y D significa  la  distancia 
a que  un  ojo  normal  puede  ver  esas  letras. 
Como  Snellen  u-saba  el  sistema  métrico 
que  aún  se  emplea  en  Europa  y en  mu-  ¡ 
chas  partes  del  mundo  sus  optotipos  es-  j 
taban  diseñados  para  usarse  a una  distan-  ! 
cia  de  6 metros  que  él  estimaba  la  más  ^ 
corta  que  debiera  usarse  para  evitar  el 


NUEVO  CARTEL  DE  OPTOTIPOS  — FERNANDEZ  Y BUXEDA 


151 


FIG.  2 


Cada  cuadrito  sostiene  un  ángulo  visual  de  un 
minuto.  La  figura  entera  sostiene  un  ángulo  vi- 
sual de  cinco  minutos. 

efecto  de  la  acomodación.  La  primera  le- 
tra era  de  tal  tamañao  que  sostenía  el 
ángulo  visual  propio  a una  distancia  de 
60  metros,  la  segunda  línea  de  letras  a 
36  metros,  la  tercera  a 24,  la  cuarta  a 18, 
la  quinta  a 12,  la  sexta  a 9 y la  séptima  a 
6 metros.  La  agudeza  visual  se  anotaba 
pues  en  términos  de  6/60,  6 36,  6 18,  6 12, 
6 9 y 6/6  siendo  esta  última  la  visión  nor- 
mal. 

En  Estados  Unidos  se  utiliza  extensa- 
mente la  variación  muy  conocida  en  Puer- 
to Rico  en  la  que  los  cartelones  de  optoti- 
pos  están  hechos  para  usarse  a una  dis- 
tancia de  20  pies  y el  tamaño  de  las  letras 
o figuras  calculado  para  que  la  mayor  pue- 
da verse  por  un  ojo  normal  a una  distan- 
cia de  200  pies  y las  subsiguientes  a 100. 
70,  50,  40,  30,  25  y 20  pies.  La  agudeza 
visual  central  en  este  sistema  se  anota 
siguiendo  la  fórmula  de  Snellen  usando  el 
nominador  común  de  20  que  es  la  distan- 
cia en  pies  a que  se  leen  las  letras  y el 


denominador  es  la  distancia  en  pies  a la 
cual  son  legibles  a un  ojo  normal  las  le- 
tras menores  que  puede  ver  claramente 
el  ojo  sujeto  a prueba. 

De  aquí  que  se  designe  la  visión  como 
20/200,  20/100,  20,70,  20/50,  20/40, 

20/30,  20  25,  y 20/20,  siendo  esta  última 
la  normal. 

Hace  alrededor  de  50  años  Monoyer* 
propuso  una  escala  de  optotipos  en  que 
el  tamaño  de  las  letras  seguía  una  pro- 
gresión aritmética  simple  de  10  10,  10  9, 
10  8 y así  sucesivamente  hasta  10  1 y la 
agudeza  visual  se  anotaba  en  sistema  de- 
cimal desde  1.0,  0.9,  0.8,  etc.  hasta  0.1. 
En  esta  escala  la  primera  y la  última  lí- 
nea de  letras  solamente  sostenían  los  án- 
gulos visuales  recomendados  por  Snellen 
pero  a la  quinta  línea  que  venía  a ser 
de  un  tamaño  de  la  mitad  de  la  primera 
correspondía  una  visión  de  0.5  cuando  si- 
guiendo la  fórmula  üe  Snellen  sólo  equi- 
valdría a 0.2. 

De  este  sistema  el  Dr.  Luis  J.  Fernán- 
dez adoptó  la  idea  de  anotar  la  visión  en 
décimos  pero  utilizando  los  cartelones 
Snellen  hechos  en  Estados  Unidos  que  te- 
nían ocho  líneas  el  de  letras  y siete  el  anal- 
fabeto entre  las  visiones  de  20/20  que 
equivalía  a 10/10  y 20  200  que  equivalía 
a 1 10  de  visión. 

Este  método  simplificaba  grandemen- 
te la  determinación  de  incapacidades  vi- 
suales pues  las  fracciones  decimales  eran 
fácilmente  traducibles  a por  ciento  en  nú 
meros  redondos  mientras  que  en  el  siste- 
ma Snellen  americano  era  más  trabajoso 
obtener  el  equivalente  de  la  visión  en  por 
ciento  y algunas  cifras  resultaban  difíci- 
les para  los  cálculos.  Ejemplo:  20  /30 
66.66%  y 20/70  = 28.57%. 

Había  un  inconveniente  en  este  siste- 
ma y era  como  dije  antes  que  los  carteles 
Snellen  que  se  conseguían  en  el  mercado 
tenían  sólo  7 u 8 líneas  y varias  de  ellas 
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no  correspondían  exactamente  al  sistema 
decimal.  Por  ejemplo  no  había  líneas  que 
correspondiesen  exactamente  a los  3 10 
para  la  cual  usábamos  la  línea  de  20  70; 
ni  otra  que  equivaliera  a 6 10  para  la  cual 
tomábamos  la  de  20/30  y aún  así  nos  que- 
dábamos sin  los  equivalentes  a 7 10  y a 
9/10.  En  los  casos  de  compensaciones  a 
obreros  estábamos  peor  ya  que  muchos  no 
sabían  leer  y los  carteles  analfabetos  te- 
nían una  línea  menos  saltando  de  20  30 
a 20  20  o sea  en  nuestro  equivalente  de 
6/10  a 10  10  quedándonos  sin  líneas  co- 
rrespondientes a 7 10,  8 10  y 9 10. 

La  solución  de  este  problema  teórica- 
mente era  fácil  pues  simplemente  había 
que  hacer  un  cartel  que  tuviese  10  líneas 
de  letras  o figuras,  calculadas  por  la  fór- 
mula de  Snellen  de  manera  que  al  utilizar- 
se a la  distancia  generalmente  usada  en 
EE.  UU.  de  20  pies  (6.1  M.)  cada  línea  re- 
presentase lO'/í  de  la  visión  normal  en  or- 
den sucesivo  hasta  100'/.  Nos  decidimos 
por  las  figuras  porque  así  nos  sería  más 
útil  para  la  determinación  de  incapacidades 
visuales  ya  que  muchos  de  los  obreros  de 
este  país  no  saben  leer.  Lo  que  nos  de- 
tuvo de  poner  en  práctica  esta  idea  por 
varios  años  fué  que  no  pudimos  conseguir 
que  las  firmas  americanas  que  se  dedican 
a imprimir  estos  carteles  lo  hiciesen  y lo 
pusieran  en  el  mercado.  La  perspectiva  de 
poca  demanda  no  justificaba  según  ellos 
el  gasto  de  preparación  del  modelo,  clisés, 
impresión,  etc. 

En  octubre  pasado  conseguimos  por  fin 
de  una  firma  americana*  la  promesa 
de  imprimir  el  cartel  a un  precio  razona- 
ble si  le  suplíamos  un  modelo  hecho  a ma- 
no. El  Dr.  Buxeda  se  encargó  de  la  tarea 
de  preparar  el  modelo  al  que  luego  de  hacer 
algunas  modificaciones  llevó  a feliz  tér- 
mino. 

Habiéndose  para  esta  misma  época  en- 


comendado a uno  de  nosotros  escribir  el  ca- 
pítulo sobre  higiene  visual  para  un  libro 
que  tiene  en  preparación  la  Universidad 
de  Puerto  Rico,  nos  encontramos  con  que 
uno  de  los  problemas  principales  de  higie- 
ne visual  en  la  isla  era  el  de  conseguir  un 
método  fácil  para  determinar  la  agudeza 
visual  de  los  niños  escolares  que  pudiera 
ser  utilizado  por  los  maestros  y aquí  cua- 
draba perfectamente  el  mismo  cartelón  que 
teníamos  en  preparación. 

Propusimos  entonces  la  idea  al  Hon. 
Comisionado  de  Instrucción  así  como  al 
Hon.  Comisionado  de  Salud  y ambos  la 
acogieron  con  entusiasmo.  Para  este  fin 
preparamos  una  breve  descripción  del  nue- 
vo cartel  y el  modo  de  usarlo,  que  irán 
impresas  al  dorso  del  mismo. 

Ya  están  en  proceso  de  preparación 
los  carteles  y dentro  de  poco  estarán  dis- 
ponibles en  la  Asociación  Médica  de  Puer- 
to Rico  para  todos  los  compañeros  que  de- 
seen utilizarlos. 

CONCLUSION 

Confiamos  que  este  nuevo  cartel  de 
pruebas  para  la  visión  sea  de  utilidad  a 
la  profesión  médica,  así  como  a los  De- 
partamentos de  Salud  y Educación  y a la 
Cruz  Roja  Juvenil  en  sus  programas  de 
Higiene  Visual  en  las  escuelas  y al  Fondo 
del  Seguro  del  Estado  en  la  determina- 
ción de  incapacidades  visuales. 
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ASTROCITOMA  CEREBRAL 

INFORME  DE  UN  CASOi 

RICARDO  CORDERO,  M.D. 

Santiirce,  P.  R. 


Historia  Neurológica 

(Núm.  de  Hist.  66032).  M.T.A.,  hom- 
bre de  23  años  de  edad.  Hace  dos  años  pa- 
dece esporádicamente  de  cefaleas  modera- 
das. Estas  han  adquirido  gran  intensidad 
en  las  últimas  dos  semanas,  hasta  llegar 
a arrancarle  gritos.  Días  antes  de  su  hospi- 
talización ha  tenido  vómitos  en  proyectil. 
No  acusa  otros  síntomas. 

Examen  Neurológico 

Al  examinar  los  diferentes  lóbulos  ce- 
rebrales no  encontramos  síntomas  ni  sig- 
nos que  indiquen  compromiso  de  los  mis- 
mos. Las  zonas  motora,  sensitiva,  etc.,  pa- 
recen indemnes;  los  reflejos  están  ligera- 
mente exaltados,  pero  iguales  en  ambos  la- 
dos ; el  cerebelo  tampoco  se  halla  alterado. 
Al  investigar  los  pares  craneales  encon- 
tramos un  intenso  edema  papilar.  Los 
bordes  del  fondo  de  ojo  aparecen  borrados 
en  ambos  lados,  presentando  hemorragias 
y exudado. 

Exámenes  Especiales 

Debido  a deficiencias  hospitalarias  no 
fué  posible  tomar  un  campo  visual;  tampo- 
co se  hizo  electroencefalografía.  La  radio- 
grafía de  cráneo  mostró  impresiones  digi- 
tiformes de  hipertensión  intracraneana, 
pero  no  presentaba  huellas  de  erosión  ni 
descalcificación  en  el  macizo  óseo  de  la  ba- 
se ni  en  la  bóveda. 

Exámenes  complementarios 

En  sangre  y orina  no  se  obtuvieron  re- 
di Oparado  en  el  Hospital  de  Distrito  de  Ba- 
yamón,  P.  R. 


sultados  dignos  de  mención  en  los  análisis 
citológico,  serológico  ni  químico. 

Considerando  la  clásica  triada  de  cefa- 
lea-vómito-edema papilar — por  tanto  tiem- 
po propagada  como  patognomónica  de  tu- 
mor cerebral — pensamos  en  el  sentido  de 
“masa  que  ocupa  espacio”  intracraneana. 
Siendo  progresivo  el  curso  del  edema  papi- 
lar, decidimos  hacer  una  ventriculografía. 

Ventriculografía 

Se  intervino  por  vía  occipital  según  la 
técnica  clásica.  El  cuerno  occipital  del  ven- 
trículo lateral  izquierdo  se  puncionó  de 
primera  intención ; el  derecho  también  fué 
puncionado  al  primer  intento,  pero  después 
de  salir  unas  cuantas  gotas  de  líquido  cefa- 
lorraquídeo claro  comenzó  a escurrir  san- 
gre pura.  En  vista  de  esta  hemorragia  re- 
tiramos la  aguja  de  punción  e intentamos 
por  tres  veces  más  penetrar  en  el  ventrícu- 
lo. Siendo  el  resultado  igual  al  de  la  prime- 
ra vez,  dimos  por  terminado  el  acto  ope- 
ratorio, habiéndonos  conformado  con  in- 
yectar aire  únicamente  en  el  cuerno  occi- 
pital izquierdo.  Como  es  lógico  pensar,  só- 
lo pudimos  visualizar  radiográficamente  el 
sistema  ventricular  en  su  mitad  izquierda, 
apareciendo  francamente  rechazado  hacia 
el  mismo  lado.  El  acto  quirúrgico  en  sí  y 
las  imágenes  radiográficas  obtenidas  nos 
hicieron  pensar  en  una  malformación  vas- 
vular  de  la  región  occipitoparietal.  Decidi- 
mos hacer  una  trepanación  exploradora, 
pero  esta  fué  negativa ; sin  embargo,  tuvo 
por  resultado  la  desaparición  de  la  ce- 
falea y una  disminución  ligera  del  ede- 
ma papilar.  Dejamos  transcurrir  cator- 
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ce  días  e intentamos  nuevamente  la 
punción  ventricular  con  éxito.  Las  imáge- 
nes obtenidas  en  las  posiciones  1 y 3,  se- 
gún la  técnica  de  Lysholm,  presentan  las 
siguientes  alteraciones: 

Posición  1 (Fig.  1). — Franca  dilatación 
de  los  ventrículos,  desplazamiento  en  masa 
del  sistema  ventricular  hacia  la  izquierda 
y amplia  muesca  de  concavidad  hacia  afue- 
ra en  la  porción  inferior  externa  del  ven- 
trículo derecho. 


(Fig.  1) 


Posición  3 (Fig.  2). — Amputación  neta 
del  cuerno  frontal  derecho  inmediatamen- 
te por  delante  del  agujero  de  Monro. 

Con  estos  resultados  ventriculográficos 
nos  afirmamos  en  el  diagnóstico  topográ- 
fico de  tumor  del  lóbulo  frontal  derecho. 

OPERACION 

Anestesia  general  con  pentotal  sódico. 


(Fig.  2) 


Incisión  cutánea  fronto-parieto-temporal. 
Se  practicaron  tres  agujeros  de  trépano 
hacia  adelante,  levantándose  el  colgajo  óseo 
correspondiente  y luego  se  amplió  la  aber- 
tura craneal  hacia  atrás  con  gubia.  (Re- 
cuérdese que  ya  anteriormente  se  había 
hecho  una  trepanación).  Abierta  la  menin- 
ge en  toda  la  extensión  descubierta,  excep- 
to en  su  borde  superior,  quedó  el  encéfalo 
visible  en  casi  toda  su  región  frontal,  por 
delante  de  la  circunvolución  precentral. 
Como  medio  de  orientación,  lo  primero  que 
se  hizo  fué  una  punción  cerebral  con  la 
aguja  apropiada ; se  practicó  en  el  tercio 
posterior  de  la  segunda  circunvolución 
frontal,  en  dirección  hacia  abajo  y adentro, 
donde  se  sospechaba  el  asiento  del  tumor. 
Al  retirar  el  mandril  de  la  aguja  y aspi- 
rar se  retiraron  unos  70  cc.  de  un  líquido 
amarillo  anaranjado,  de  aspecto  aceitoso, 
que  a veces  formaba  grandes  burbujas  de 
aire.  A continuación  se  abrió  una  brecha 
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en  el  tercio  posterior  cle  las  circunvolucio- 
nes frontales  primera  y segunda  y valién- 
donos de  espátulas  penetramos  en  la  cavi- 
dad tumoral.  Esta  era  lisa  y de  color  ver- 
doso negruzco ; en  un  punto  localizado  aba- 
jo, adelante  y afuera  se  encontró  un  nódu- 
lo  de  un  tejido  con  los  siguientes  caracte- 
res: diámetro  aproximado  de  centímetro  y 
medio,  color  rojo  vinoso,  aspecto  gelatino- 
so y fácilmente  aspiradle.  Después  de  to- 
mar pequeños  fragmentos  para  biopsia  se 
extirpó  por  aspiración  y detersión.  Se  dió 
por  terminada  la  operación  y se  cerró  por 
planos  separados. 

fll  enfermo  toleró  la  intervención  en 
muy  buenas  condiciones.  Se  le  hizo  trans- 
fusión de  litro  y medio  de  sangre. 

Post-Operatorio 

Filé  muy  favorable.  Se  indicó  penicili- 
na y sulfadiacina.  A las  96  horas  se  pasó 
de  dieta  semisólida  a la  dieta  común.  La 
temperatura  se  mantuvo  prácticamente 
dentro  de  límites  normales,  presentándose 
escasas  oscilaciones  sobre  38  grados  centí- 
grados. Al  séptimo  día  se  levantó  el  pacien- 
te. Al  darlo  de  alta  el  fondo  de  ojo  se  en- 
contraba sensiblemente  normal.  Posterior- 
mente se  indicó  radioterapia. 

Examen  Microscópico 

El  informe  del  Dr.  Julián  M.  Prado,  pa- 
tólogo argentino  de  la  Cátedra  de  Neuroci- 
rugía  de  Buenos  Aires,  reza  así:  “La 
muestra  que  remitió  pertenece  a un  astro - 
citoma  muy  vascularizado,  imagen  que  po- 


día observarse  en  el  pequeño  trozo  recibi- 
do junto  a coágulos  sanguíneos”. 

COMENTARIO 

Los  astrocitomas  son  tumores  relativa- 
mente frecuentes  en  el  encéfalo.  General- 
mente se  presentan  en  los  niños  y en  los 
adultos  jóvenes.  Se  localizan  preferente- 
mente en  los  hemisferios  cerebelosos.  Pue- 
den ser  sólidos  o quísticos.  Cuando  se  tra- 
ta de  estos  últimos  — como  es  el  caso  nues- 
tro— la  cavidad  que  forman  está  llena  de 
un  líquido  xantocrómico  muy  rico  en  albú- 
mina ; su  color  se  debe  a pigmentos  bilia- 
res. En  un  punto  cualquiera  de  la  cavidad 
se  encuentra,  como  en  el  presente  caso,  un 
nódulo  de  tejido  tumoral  en  el  cual  se  for- 
ma el  líquido  quístico  por  trasudación;  es 
el  llamado  “nódulo  mural”. 

Este  tipo  de  tumor  es  muy  poco  sensi- 
ble a la  radioterapia;  sin  embargo,  si  se 
logra  la  extirpación  completa  del  nódulo 
mural  podemos  esperar  la  curación  radi- 
cal del  enfermo.  Cuando  esto  no  es  posi- 
ble la  sobrevida  de  los  pacientes  gira  alre- 
dedor de  cinco  años. 

RESUMEN 

1.  — Se  informa  un  caso  de  astrocitoma 
quístico  del  lóbulo  frontal  derecho  en  un 
adulto  joven. 

2.  — Los  únicos  síntomas  que  presen- 
taba el  enfermo  eran  cefalea,  vómitos  y 
edema  papilar. 

3 — Se  dan  breves  notas  sobre  los  as- 
trocitomas. 
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ULCERATING  SYPHILITIC  NAIL  INVOLVEMENT 

EMMETT  L.  KEHOE,  LT.  COL,  MC,  USA 


Nowadays  the  patient  infected  with  a 
primary  syphilitic  lesion  is  usually  seen, 
diagnosed,  and  treated  promptly.  This 
favorable  state  of  affairs  is  due  to  several 
factors: 

1.  There  is  a battery  of  accurate  serolo- 
gical tests  for  the  diagnosis  of  syphilis. 

2.  Information  as  to  the  early  manifes- 
tations and  general  nature  of  syphilis  has 
been  widely  disseminated  to  the  general 
public  thanks  to  General  Parran  of  the 
United  States  Public  Health  Service. 

3.  Most  municipalities  have  well  con- 
ducted free  venereal  disease  clinics  with 
excellent  facilities  for  promptly  diagnosing 
and  treating  luetic  infections. 

Because  increasing  numbers  of  patients 
are  seeking  treatment  early  in  their 
disease,  physicians  are  seeing  less  and  less 
of  the  interesting  and  more  unusual 
cutaneous  lesions  of  untreated  syphilis  so 
well  illustrated  in  dermatology  texts  of 
forty  or  fifty  years  ago  published  prior 
to  the  advent  of  the  Wassermann  reaction. 
Luetic  lesions  involving  the  nails  and  peri- 
ungueal  tissues  are  uncommon  and  not 
easily  diagnosed.  Recently  a Puerto  Rican 
veteran  of  World  War  I was  observed  at 
Rodriguez  General  Hospital  with  severe 
syphilitic  involvement  of  all  the  nails  of 
his  upper  and  lower  extremities.  Under 
adequate  doses  of  penicillin  his  condition 
rapidly  improved. 

CASE  REPORT 

A fifty-four-year-old,  white  Puerto 
Rican  male  entered  Rodriguez  General 
Hospital  on  December  18,  1947,  complain- 
ing of  severe,  deep,  boring  pain,  swelling 
and  redness  of  the  digits  of  all  his 


extremities.  His  symptoms  had  begun 
about  two  and  a half  months  previously 
with  itching  and  redness  of  the  involved 
fingers  and,  toes.  Pain,  swelling,  mild 
cyanosis,  and  a purulent  exudate  from  the 
nail  beds  gradually  developed. 

The  patient  tried  a variety  of  home 
remedies  without  success.  His  symptoms 
became  so  severe  that  he  was  unable  to 
walk  or  help  himself,  and  he  was  accor- 
dingly hospitalized.  The  past  history  and 
family  history  were  essentially  negative. 

Physical  Examination:  Temperature 
98.8®  F,  pulse  100  min.,  respiration 
22/min.  The  patient  was  well  developed 
and  well  nourished.  There  was  marked 
swelling,  redness,  and  clubbing  of  all  his  j 
fingers  and  toes,  especially  the  distal  j 
portions.  He  complained  bitterly  and 
constantly  of  the  deep  boring  pain.  Thick  ' 
foul  smelling  pus  exuded  from  his  nail  | 
beds,  especially  those  of  his  fingers.  The 
medial  aspects  of  both  great  toes  appeared 
neciotic  and  gangrenous.  This  process 
was  so  severe  that  at  one  time  it  was 
thought  an  amputation  might  be  neces- 
sary. The  odor  emanating  from  the  digits 
was  extremely  offensive.  The  patient  was 
unable  to  walk.  No  generalized  cutaneous  | 
eiuptions  or  genital  lesions  were  present. 
The  remainder  of  the  physical  examination 
was  essentially  normal.  i 

Laboratory  Studies:  Red  blood  cell  , 
count  4,800,000,  hemoglobin  15  grams,  ¡ 
white  blood  cell  count  13,600,  neutrophiles  ! 
50,  lymphocytes  42,  monocytes  2,  eosino-  I 
phils  6.  I 

Urinalysis  was  essentially  negative  i 
except  for  a few  white  blood  cells.  The 
Kahn  and  Wassermann  blood  serological  •, 
leactions  were  both  strongly  positive.  ■' 
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PNGURE  1 


Taken  twelve  days  after  penicillin  therapy  was 
begun.  Note  the  necrosis  of  medial  aspects  of 
great  toes  loss  of  nails,  and  severe  involvement 
of  the  nail  beds.  Unfortunately,  no  photographs 
were  taken  when  the  proce.ss  was  at  its  height. 

Thera  were  320  Kahn  units  on  quanti- 
tative determination. 

The  spinal  fluid  examination  including 
Kahn  and  Wassermann  reactions  were 
entirely  normal.  Through  an  error  in  the 
filing  department  of  the  laboratory,  the 
report  on  the  blood  serology  findings  was 
not  returned  to  the  patient’s  ward  surgeon 
for  twenty  days  after  it  was  done. 

X-ray  Studies:  Roentgenograms  of 
the  distal  phalangeal  bones  of  the  hands 
and  feet  revealed  moderate  osteoporotic 
changes. 

Course  in  the  Hospital:  Because  of 
severe  pain,  the  patient  required  a grain 
of  codeine  sulfate  with  10  grains  of  aspirin 
at  frequent  intervals.  He  received  seconal 
nightly  for  sleep.  Due  to  the  lack  of 
familiarity  with  this  somewhat  unusual 
manifestation  of  syphilis  and  the  delay  on 
the  part  of  the  laboratory  in  reporting  the 
positive  serological  findings,  it  was  not 
suspected  that  the  patient’s  symptoms 


PUGURE  2 


Taken  about  six  weeks  after  penicillin  treatment 
Note  the  marked  healing.  There  is  comsidcrabn' 
ueformity  of  the  nails. 

were  on  a luetic  basis.  It  was  felt  that  he 
was  probably  suffering  from  a peripheral 
vascular  condition  with  severe  secondary 
infection  or  from  an  extremely  severe  der- 
matophytosis.  He  was  first  treated  with 
warm  potassium  permanganate  soaks  and 
later  with  Burrow’s  and  magnesium  sul- 
phate solution.  He  was  confined  to  bed 
with  elevation  of  his  lower  extremities. 
Initially  no  antibiotics  or  chemotherapeutic 
agents  were  used.  All  peripheral  vascular 
studies  on  the  patient  were  essentially 
negative. 

In  spite  of  the  local  therapeutic  meas- 
ures employed  his  pain  increased,  and  the 
condition  of  his  extremities  became  more 
severe  with  areas  of  necrosis  developing 
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on  the  distal  parts  of  the  toes.  He  was 
seen  by  a surgical  consultant  when  it  was 
felt  that  removal  of  his  finger  nails  might 
be  indicated  to  clear  up  the  severe  in- 
fection of  the  nail  beds.  At  this  time 
there  was  much  matted  debris  and  frank 
pus  about  the  nails.  This  procedure  was 
advised  against  because  of  the  acuteness 
of  the  inflammatory  process.  Several  of 
the  toe  nails  had  already  dropped  off. 
About  eight  or  ten  days  after  admission 
it  was  noted  that  the  patient  was  develop- 
ing additional  lesions  in  the  form  of  super- 
ficial erosive  lesions  of  his  lips  and  buccal 
mucosa.  There  was  some  involvement  also 
of  the  nasal  mucosa,  and  the  patient 
developed  a brownish  colored,  thin  dis- 
charge from  the  nares.  Because  of  the 
severity  of  his  symptoms  he  was  started 
on  30,000  units  of  penicillin  empirically 
every  three  hours  in  early  January.  Three 
days  after  this  antibiotic  was  started  the 
positive  blood  serology  report  was  re- 
ceived. For  the  first  time  it  “struck  home” 
that  the  patient’s  mucosal  lesions  were 
probably  luetic  mucous  patches  and  that 
his  digital  lesions  were  syphilitic  onychiae 
and  paronychiae.  The  dosage  of  penicil- 
lin was,  therefore,  immediately  raised  to 
proper  therapeutic  levels  for  the  treatment 
of  syphilis.  The  patient  was  given  100,000 
units  of  the  antibiotic  every  three  hours 
intramuscularly  for  a total  dosage  of  8,- 
250,000  units.  He  responded  very  rapidly 
to  therapy,  and  his  nasal  and  buccal  mu- 
cosal lesions  were  entirely  healed  within 
ten  days.  The  condition  of  his  extremities, 
which  had  stubbornly  resisted  all  non- 
specific forms  of  therapy,  rapidly  im- 
proved. By  the  middle  of  February  the 
patient’s  lesions  were  almost  entirely 
healed.  His  quantitative  Kahn  titer  showed 
progressive  improvement  under  treatment 
and  dropped  from  320  to  20  units  about 
six  weeks  after  penicillin  therapy  was  com- 


f leted.  He  was  discharged  from  the  hos- 
pital early  in  March  with  complete  healing 
of  his  mucous  membrane  and  digital 
lesions,  and  his  blood  serology  titers 
showed  progressive  improvement. 

DISCUSSION 

Syphilitic  processes  may  involve  the 
nail  plate,  the  nail  bed,  and  the  periungual 
tissues.*  - These  structures  may  be  af- 
fected at  any  stage  of  the  disease.  They 
may  be  attacked  by  the  initial  luetic  lesion 
or  may  be  the  site  of  later  manifestations 
of  the  disease.  Lesions  of  the  nail  are  not 
particularly  rare  in  congenital  syphilis  es- 
pecially when  a child  is  born  with  active 
manifestation  of  the  disease.  The  dif- 
ferential diagnosis  of  syphilis  of  the  nail 
plate  may  be  very  difficult  at  times.  Ac- 
cording to  Stokes**  the  changes  produced 
on  the  nails  themselves  by  syphilis  are 
not  particularly  distinctive.  It  is  the  as- 
sociation of  paronychia  and  dactylitis  of 
the  terminal  phalanges  with  the  nail  pa- 
thology which  aids  in  the  diagnosis  of 
luetic  nail  involvement.  “Eczema  of  the 
nails,  dermatophytosis  of  the  nails,  and 
trophic  changes  induced  by  syphilitic  pa- 
ronychia may  be  indistinguishable  clinical- 
ly.” The  nails  of  a single  finger  or  toe 
of  several  fingers  and  toes  may  be  in- 
volved. It  is  not  the  purpose  of  this  re- 
port to  discuss  the  many  manifestations 
of  luetic  nail  involvement.  The  literature 
on  this  subject,  especially  that  of  the 
French,  is  extensive.  So  far  as  the  nail 
plate  itself  is  concerned  it  is  suffice  to 
mention  that  according  to  Fournier’s  clas- 
sification as  given  by  Pardo-Castello- 
syphilitic  onychia  may  cause  fragility, 
fracturing,  and  partial  or  total  loosening 
leading  to  complete  shedding  of  the  nail. 

Peri-ungual  lesions  are  more  commonly 
encountered  in  syphilis  than  lesions  of 
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the  nails  themselves.  The  chancre  de- 
veloping at  the  margin  of  the  nail  bed 
of  the  right  index  finger  of  physicians, 
nurses,  and  midwives  has  become  almost 
classical  in  dermatological  literature. 
These  peri-ungual  chancres,  which  accord- 
ing to  Pardo-Castello-  may  be  ulcerative, 
hypertrophic,  or  erosive,  are  usually  single 
and  constitute  about  5%  of  extragenital 
syphilitic  lesions.  Spirochaetes  are  usually 
easily  found  in  these  lesions  unless  sec- 
ondary pyogenic  infection  intervenes. 
Painless  enlargement  of  the  epitrochlear 
and  axillary  glands  in  the  presence  of  an 
unexplained  digital  lesion  should  always 
arouse  a high  index  of  suspicion  that  one 
is  dealing  with  a luetic  process.  If  second- 
ary infection  of  the  lesion  ensues,  a sep- 
tic course  with  axillary  abscess  formation 
may  occur.  With  healing  there  is  scarring 
and  deformity  of  the  nail  plate. 

If  a luetic  process  is  overlooked  and 
untreated  and  the  so-called  secondary  ma- 
nifestations of  syphilis  develop,  the  fol- 
lowing paronychial  lesions  as  given  by 
Pardo-Castello-  may  develop: 

1.  Single  papule  of  the  sub-ungual  or 
peri-ungual  region. 

2.  Multiple  confluent  peri-ungual  pa- 
pules. 

3.  Papulo-squamous  lesions. 

4.  Ulcerative  paronychia  (paronychia 
syphilitica  ulcerosa). 

Our  patient  suffered  from  the  last  of 
these  lesions.  Paronychia  ulcerosa  occurs 
most  commonly  on  the  toes,  particularly 
the  great  toes.  In  the  evolution  of  the  con- 
dition the  luetic  papule  or  pustule  v/hich 
begins  in  the  lateral  wall  or  at  the  border 


of  the  nail  plate  may  break  down  with 
ulcer  formation  and  extend  beneath  the 
nail  plate.  The  nail  may  become  discolored. 
In  severe  cases,  such  as  occurred  in  our 
patient,  the  entire  nail  bed  may  become 
involved  with  extensive  ulceration  and 
necrosis.  Secondary  infection  invariably 
occurs,  and  thick,  foul  smelling  pus  oozes 
from  the  nail  beds.  The  odor  which  ema- 
nated from  our  patient’s  nail  regions  was 
extremely  foul.  The  involved  fingers  and 
toes  become  swollen,  red,  and  clubbed. 
They  may  increase  greatly  in  size.  These 
lesions  are  extremely  painful,  and  the  pa- 
tient suffers  constantly  from  the  deep  bor- 
ing pain.  Our  patient  could  neither  use 
his  hands  nor  walk  because  of  this.  In 
spite  of  heavy  doses  of  sedatives  at  fairly 
frequent  intervals,  he  complained  bitterly 
of  the  pain  in  his  extremities.  The  nurses’ 
notes  are  full  of  such  remarks  as,  “com- 
plaining bitterly  of  pain,”  “crying  with 
pain,”  “unable  to  sleep  because  oí  pain”. 
The  terminal  phalangeal  bone  of  the  af- 
fected digit  may  show  some  change.  In 
congenital  lues  there  may  be  an  actual  os- 
teitis, and  the  nails  loosen  or  fall  out.  In 
our  patient  X-ray  studies  revealed  osteo- 
porotic changes  of  the  affected  phalanges. 
The  nails,  while  loosened,  were  not  shed 
except  those  on  some  of  the  toes. 

Paronychia  syphilitica  ulcerosa  lesions 
are  very  resistant  to  treatment  as  was  seen 
in  our  patient.  Prior  to  diagnosing  his  con- 
dition as  syphilis,  he  was  treated  with 
elevation  of  the  extremities,  bed  rest,  and 
a careful  routine  of  soaks.  These  measures 
were  completely  ineffective  in  amelio- 
rating symptoms.  However,  once  adequate 
doses  of  penicillin  were  administered,  im- 
provement was  rapid  and  satisfactory.  The 
pain  quickly  disappeared,  and  the  indolent 
ulcerations  melted  away.  About  five  weeks 
after  therapy  was  started  the  digits  were 
entirely  healed. 
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SUMMARY 


A case  of  severe  luetic  nail  involve- 
ment with  ulcerative  paronychiae  has  been 
presented  which  was  believed  to  represent 


a so-called  “secondary”  manifestation  of 
the  disease.  Response  to  penicillin  therapy 
was  rapid. 
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PRELIMINARY  REPORT  ON  THE  USE  OF  THE  CULDOSCOPE* 

RAFAEL  A.  GIL,  M.D.** 


The  differential  diagnosis  of  a given 
pelvic  condition  is  not  as  easy  as  it  first 
appears  to  be  just  because  the  pelvis  it- 
self limits  the  different  possibilities.  Clas- 
sically, the  history  of  her  illness  as  given 
by  the  patient,  the  doctor’s  findings  on 
physical  examination,  and  the  laboratory 
data  furnish  the  basis  for  a decision. 
However,  there  are  many  occasions  when 
a conclusion,  with  a definite  diagnosis  that 
would  give  the  patient  a better  and  shorter 
treatment,  can  not  be  reached.  The  ad- 
dition of  new  diagnostic  procedures  should 
be  welcomed  and  used  whenever  indicated. 

Kelling,  in  1902,  started  the  use  of  the 
peritoneoscope.  The  instrument  has  proven 
to  be  of  definite  value  in  the  diagnosis  of 
abdominal  conditions,  specially  some  liver 
diseases.  In  1940,  Telinde  thought  about 
its  application,  with  the  idea  in  mind  of 
how  much  can  be  gained,  for  direct  visuali- 
zation of  the  pelvic  organs.  Trying  to 
accomplish  his  wish,  he  used  the  perito- 
neoscope, only  to  discover  that  the  loops 
of  intestines  obstructed  the  visibility 
enough  to  render  the  procedure  valueless. 
Not  satisfied  with  his  failure,  he  again 
tried,  this  time  with  the  patient  in  the  li- 
thotomy position  and  using  the  shortest 
path  to  the  pelvic  cavity,  namely,  the  pos- 
terior vaginal  wall.  In  spite  of  all  the  air 
injected,  it  was  impossible  to  keep  the 
loops  of  intestines  out  of  the  way.  It 
remained  for  Decker,  in  1944,  to  place  the 
patient  in  the  knee-chest  position  and,  in 
this  way,  eliminate  the  trouble  confronted 
with  in  any  other  position.  The  technique 

* Presented  at  the  monthly  meeting  of  the 
Section  of  Obstetrics  and  Gynecology,  Puerto 
Rico  Medical  Association,  April  19,Í949. 

•*  From  the  Department  of  Obstetrics  and 
Gynecology,  San  Juan  City  Hospital,  San 
Juan,  P.  R. 


developed  is  the  one  now  used  by  all  mem- 
bers of  the  profession  interested  in  this 
new  aid  in  the  differential  diagnosis  of  pel- 
vic conditions. 

The  culdoscope:  — Decker’s  culdos- 
cope  consists  of  a special  trochar  with 
a guard  on  the  sheath  about  3 cm.  from 
the  tip  to  prevent  introduction  of  the  tro- 
char beyond  what  is  considered  to  be  safe. 
The  trochar  proper  can  be  fixed  in  the 
sheath  by  means  of  a special  locking  device 
at  the  head  of  the  sheath.  The  culdoscope 
proper  consists  of  a longer  metal  tube  with 
ocular  and  objective  lenses  with  a prism 
to  deflect  the  light  so  as  to  make  the  pelvic 
contents  visible  through  the  ocular.  Just 
distal  to  the  objective  lense,  there  is  a 
small  bulb  which  is  illuminated  by  means 
of  a dry-cell  battery. 

Procedure:  — The  area  is  shaved. 
The  patient  is  placed  in  the  knee-chest 
position  and  fixed  with  straps  to  stirrups. 
Anesthesia  is  given.  We  have  used  pen- 
tothal,  2-1/2%  solution  intravenously  for 
all  our  cases  but  local  infiltration  is  gene- 
rally preferred  unless  the  patient  is  too 
nervous  or  very  easily  excitable.  The 
area  is  cleansed  with  a non-irritating  an- 
tiseptic solution.  A Sims  retractor  is  in- 
troduced in  the  vagina  to  elevate  the  rec- 
tum. At  this  time,  the  vagina  distends 
readily  with  air  thus  facilitating  the 
procedure.  The  posterior  lip  of  the  cervix 
uteri  is  held  with  a tenaculum  and  traction 
applied.  A point  in  the  midline  between 
the  uterus  and  the  rectum  is  selected  and 
the  perforator  introduced  going  through 
the  posterior  vaginal  wall  and  the  perito- 
neum in  one  stroke.  Care  must  be  taken, 
in  that  being  extra-precautious  to  avoid 
entering  the  rectum,  the  alveolar  tissue 
around  the  uterocervical  junction  is  en- 
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countered  and  the  peritoneum  never  pier- 
ced. The  perforator  is  then  withdrawn, 
and  the  sudden-in-rush  of  air  is  very  dis- 
tinctly audible  if  the  tip  of  the  cannula 
is  inside  the  peritoneal  cavity.  If  this  is 
not  the  case,  the  instrument  should  be 
removed,  the  perforated  vaginal  wall  edges 
picked  with  allis  clamps  and  the  peri- 
toneum then  identified,  and  either  incised 
or  perforated  with  the  trochar.  The  ins- 
trument has  a side-guarded  entrance  in 
case  carbon  dioxide  is  preferred  for  its 


rapid  absortion.  The  sterile  culdoscope  is 
then  introduced  through  the  cannula  as 
the  perforator  is  removed.  The  part  of  the 
instrument  that  enters  the  peritoneal  cavi- 
ty has  not  come  in  contact  with  the  vagina 
at  any  time.  The  circuit  is  now  completed 
by  connecting  the  wire  from  the  battery 
to  the  ocular  end  of  the  culdoscope. 

The  pelvic  organs  and  supporting 
structures  can  be  visualized.  In  two  occa- 
sions, we  saw  the  appendix  accidentally. 


'PATIENT  IN  KNEE  CHEST  POS m ON  - CUL 


ooscoPE  IN  Place  (after  Piphsch) 
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At  times,  the  cecum  and  ureters  can  be 
studied. 

The  culdoscope  can  be  moved  from  side 
to  side  and  rotated.  Pressure  can  be  ap- 
plied over  the  suprapubic  area  if  it  should 
help  bringing  into  view  any  pelvic  struc- 
ture. The  direction  of  visibility  is  indicated 
by  a marker  in  the  eyepiece.  If  the  object 
is  to  study  the  tubes,  a cannula  can  be 
inserted  in  the  cervix  and  coloring  fluid, 
which  is  not  irritating  at  all,  injected 
through  it  while  observing  the  fimbriated 
end.  Should  there  be  an  obstruction,  the 
distention  of  the  segment  of  the  tube 
proximal  to  the  site  of  obstruction  can  be 
seen  through  the  culdoscope. 

On  completion  of  the  examination,  at 
times  as  long  as  an  hour  and  a half,  the 
culdoscope  is  removed,  and  the  patient  is 
placed  in  the  recumbent  position  as  an 
assistant  applies  pressure  over  the  ab- 
domen. This  time,  an  out-rush  of  air  is 
heard  as  the  air  leaves  the  peritoneal 
cavity,  and  the  cannula  is  then  removed. 
We  have  not  sutured  any  of  our  wounds. 
Although  considered  unnecessary,  we  have 
kept  our  patients  in  the  hospital  at  least 
until  the  following  day.  Decker  reports 
letting  his  patients  get  up  and  walk  out  of 
the  examining  room  after  using  local  in- 
filtration anesthesia.  The  only  restrictions 
made  to  the  patient  are : not  to  assume  the 
knee-chest  position  for  about  one  week 
because  of  the  danger  of  re-establishing 
a pneumo-peritoneum,  coitus  and  douches. 

Contraindications:  — A mass  in 
the  cul-de-sac,  fixed,  obstructs  the  way. 
Senile  vaginitis  makes  the  procedure  im- 
possible. Acute  vaginitis  is  not  a desirable 
path.  Acutely  ill  patients  including  car- 
diac decompensation  would  rarely  have  co- 
existing indications  for  a culdoscopic 
examination. 

The  accidents  reported  are  limited  to 
hemorrhage  from  the  puncture  and  injury 


to  a viscus,  namely,  the  rectum.  Rock 
sutures  all  his  wounds  and  in  this  way 
bleeding  is  prevented.  Injury  to  the  rec- 
tum, if  it  occurs,  is  usually  extraperitoneal- 
ly  and  of  no  significance.  Intraperitoneal 
injury  is  considered  unforgivable  and  very 
unlikely.  No  single  case  has  been  reported. 
The  danger  of  peritonitis  has  been  pointed 
out,  but  not  one  happening  recorded. 

At  this  time,  three  cases  will  be  pres- 
ented, in  abstract  form,  to  show  how  the 
use  of  the  culdoscope  was  of  definite  help. 

N.R.V.,30036,  a 22  yr.  old  white  female, 
gravida  IV,  Para  IV,  came  to  us  because  of 
vaginal  bleeding.  She  gave  her  last  normal 
menstrual  period  as  of  May  30,  1948,  for 
5 days  as  usual.  On  June  17th,  she  started 
bleeding  profusely  with  clots,  and  after 
from  15  to  20  days  of  bleeding  she  was 
hospitalized  in  Surgery  for  7 days. 
Bleeding  stopped  only  to  start  again  two 
days  after  discharged  from  the  hospital. 
She  came  to  us  and  was  hospitalized,  a 
D&C  performed,  (pathological  report: 
glandular  hyperplasia  of  the  endome- 
trium), and  discharged.  By  August  15th, 
the  patient  started  bleeding  again  and 
when  admitted  the  25th  of  August  she 
was  still  bleeding.  On  examination,  there 
was  marked  tenderness  over  both  adnexae. 
Both  ovaries  were  palpable  specially  the 
right.  To  rule  out  the  possibility  of  an 
ectopic  pregnancy  superimposed  on  a 
chronic  PID,  even  though  the  patient  had 
Pomeroy’s  ligation  in  1946,  we  decided  on 
doing  a culdoscopic  examination.  We  found 
no  evidednce  of  infection,  present  or  past, 
the  condition  being  limited  to  multiple 
cysts  of  both  ovaries,  more  pronounced  on 
the  right  ovary.  The  tubal  stumps  were 
seen  to  be  as  they  should  be.  The  patient 
was  placed  on  estrogens  to  suppress  ovula- 
tion and  menstruation  and  was  feeling 
very  well  when  seen  in  OPD  on  October  20 
when  estrogens  were  discontinued.  Exam- 


164 


BOLETIN  DE  LA  ASOCIACION  MEDICA  DE  PUERTO  RICO 


ination  revealed  that  the  ovaries  had  both 
reduced  in  size  to  normal.  Since  then 
she  has  been  seen  once  a month  and  has 
no  complaints,  the  menstrual  cycle  has  es- 
tablished again,  and  the  ovaries  have 
remained  of  normal  size.  Further  culdos- 
copic  examinations  may  be  done  on  this 
patient  or  any  other  at  any  time  in  relation 
to  the  previous  examination.  We  saved 
this  patient  from  a laparotomy,  chemo- 
therapy and/or  the  use  of  antibiotics. 

J.  L.  L.,  30901,  an  18  yr.  old  white  nul- 
lipara, married  for  3 months,  was  admitted 
31  July  1948  because  of  pain  in  the  lower 
abdomen  accompained  by  vaginal  bleeding 
of  one  day  duration.  L.M.P.  was  29  May 
1948  for  3 days  as  usual.  She  was  well 
until  2 weeks  prior  to  admission  when  she 
had  nausea  and  vomiting  in  the  morning. 
She  developed  tender  and  engorged  breasts 
and  the  day  before  admission  she  started 
bleeding  vaginally,  claimed  she  bled  about 
a quart  of  blood,  (Hgb  83%  RBC  4.2  Mil- 
lions) and  developed  pain  in  the  lower 
abdomen.  The  admitting  resident  thought 
he  felt  a sausage  like  mass  to  the  left  of 
the  uterus  and  admitted  the  case  with  the 
impression  of  a tubal  pregnancy.  The  case 
was  observed  for  a couple  of  days.  There 
was  no  fever,  WBC  9100,  with  58  PMN 
and  42  lymphs.  Bleeding  stopped  and  on 
the  third  hospital  day,  a pelvic  exami- 
nation was  done  by  the  chief  of  the  service, 
who  could  not  find  any  evidence  of  ectopic 
pregnancy  but  suggested  a culdoscopic 
examination.  The  procedure  revealed  a 
mild  bilateral  salpingitis,  more  pronounced 
on  the  left  side.  Chemotherapy  was  pres- 
cribed and  the  patient  left  the  hospital  4 
days  after  culdoscopy  free  of  complaints. 

M.  C.,  24121,  a 22  yr.  old  gravida  v?, 
para  IV,  was  admitted  on  23  August  1948 
with  a history  of  having  her  LMP  in 
June  1948,  vaginal  bleeding  for  about  3 
weeks,  with  pain  in  the  R.  L.  Q.  of  the 


abdomen,  not  severe.  Bleeding  was  profu- 
se at  onset  but  diminished  with  medicine 
prescribed  by  private  M.  D.  who  referred 
her  to  us  with  the  diagnosis  of  incomplete 
abortion.  Examination  revealed  the  uterus 
of  normal  size,  cervix  soft,  closed.  There 
was  a round  mass  in  right  fornix  very  close 
to  the  uterus,  tender.  There  was  also  some 
tenderness  in  the  cul-de-sac.  Left  adnexa 
was  free.  T.  100.4^F.  wbc  10,850  with  82 
PMN  and  18  lymphs.  PID,  tubo-ovarian 
mass  and  ectopic  pregnancy  were  consid- 
ered. Culdoscopic  examination  revealed  a 
hemorrhagic  mass  pushing  the  uterus  to 
the  left.  Laparotomy  confirmed  the  diag- 
nosis of  ruptured  right  tubal  pregnancy. 
Recovery  was  uneventful  and  the  patient 
left  the  hospital  on  the  7th  post-operative 
day.  She  was  seen  the  22nd  of  September 
and  was  free  of  complaints. 

I definitely  find  the  culdoscope  of  diag- 
nostic aid.  As  I use  it  more,  I find  I can 
get  more  information  with  its  use  and 
give  the  patient  the  benefit  of  a more  ac- 
curate diagnosis.  It  helps  in  deciding 
between  laparotomy  and  conservative 
treatment  when  suspecting  ectopic  preg- 
nancy. It  helps  in  the  decision  to  be  made 
regarding  an  acute  or  a chronic  pelvic  in- 
flammatory disease.  Simple  ovarian  cysts 
may  be  treated  conservatively  when  small, 
and  the  disturbance  in  the  menstrual 
rhythm  may  be  attributable  to  the  existing 
variation  in  the  estrogen  level.  Reduction 
in  the  size  of  the  ovaries  to  normal  was 
observed  in  one  case.  We  have  still  to 
encounter  a case  of  endometriosis,  where 
the  extent  of  the  condition  can  be  vis- 
ualized and  a better  decision  made  prior 
to  laparotomy  in  some  cases.  The  study 
of  sterility  problems  is  also  helped  by  the 
culdoscope  where  not  only  the  tubes  can 
be  actually  seen  and  tested  for  patency, 
but  the  ovaries  can  be  carefully  examined 
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with  the  eye  for  any  responsible  abnor- 
malities. 

Needless  to  say  that  the  instrument  is 
not  meant  to  replace  any  other  in  use  for 
evaluation  and  investigation  of  pelvic 
conditions  but  ony  promoted  for  its  value 
in  being  able  to  actually  see  the  pelvic 
organs. 

I wish  to  acknowledge  my  appreciation 
to  Dr.  G.  Blanco,  of  the  San  Juan  City 
Hospital,  Surgical  Service,  for  his  willing 


contribution  of  a most  illustrative  drawing 
when  this  preliminary  report  was  original- 
ly made  at  the  Staff  meeting  of  the  San 
Juan  City  Hospital  on  November  16,  1948, 
and  the  descriptive  diagram  included. 
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ACUTE  APPENDICITIS  AND  ITS  COMPLICATIONS 

EIGHT  YEARS  STATISTICS  AT  THE  FAJARDO  CHARITY  DISTRICT  HOSPITAL* 

WILLIAM  P.  GELPI,  M.  D.** 


Amongst  all  the  conditions  in  an  acute 
surgical  abdomen,  acute  appendicitis  still 
ranks  in  the  first  place,  as  far  as  incidence 
is  concerned.  With  the  modern  methods 
of  diagnosis  and  therapy,  its  mortality  has 
been  considerably  reduced.  Nevertheless 
many  lives  are,  as  yet,  unnecessarily  lost, 
other  factors  disregarded  as  a result  of 
poor  medico-surgical  management.  Con- 
versely, many  patients  are  at  present  sub- 
mitted to  the  potentially  dangerous  pro- 
cedure of  appendectomy,  to  find  the  organ 
standing  blameless  and  unjustly  accused, 
this,  the  result  of  a poor  or  convenient 
hasty  diagnosis. 

For  the  sake  of  brevity  and  conciseness 
we  will  not  venture  ourselves  into  the  his- 
tory, etiology,  or  pathology  of  acute  ap- 
pendicitis, and  pass  on  to  the  practical 
problems  it  presents  in  its  diagnosis  and 
treatment. 

The  clinical  picture  of  this  condition 
is  described  in  most  text  books  in  the  fol- 
lowing manner:  a sudden,  moderate  colicky 
pain  sometimes  commencing  at  the  epigas- 
tric or  umbilical  region  which  in  a short 
number  of  hours  settles  itself  to  the  R.L.Q. 
of  the  abdomen.  The  pain  is  followed  by 
nausea  and  vomiting.  Constipation  is  the 
rule  and  the  patient  develops  a rise  in 
temperature.  The  blood  picture  presents 
a leucocytosis  averaging  between  nine  to 
eighteen  thousands,  and  the  differential 
count  demonstrates  a relative  increase  in 
polymorphonuclears. 

*Read  at  the  annual  meeting  of  the  Puerto 
Rico  Medical  Association,  December,  1948. 

**Chief,  Surgical  'Service,  Fa,jardo  Charity 
District  Hospital. 


The  physical  examination  reveals  a mo- 
derately acutely  ill  patient  and  the  ab- 
dominal findings  show  tenderness  on  the 
R.L.Q. , specially  at  McBurney’s  point, 
“right  rectus  rigidity”  and  rebound  ten- 
derness. A rectal  examination  is  recom- 
mended. And  with  this  wealth  of  know- 
ledge we  are  to  proceed  in  the  management 
of  acute  appendicitis  and  its  complications. 

In  my  estimation  we  cannot  blame  the 
writers  as  they  have  to  present  a positive 
clinical  picture  to  the  student.  But,  as 
all  of  you  know,  this  type  of  cases,  should 
be  classified  as  the  rare  rather  than  the 
typical  one.  We  prefer  to  call  them  “text 
book  cases”. 

Outside  of  the  “text  book  case”,  the 
greater  majority,  and  these  are  the  rather 
difficult  cases,  they  present  themselves 
in  the  most  varied  and  bizarre  manner. 
We  like  the  simile,  “Acute  appendicitis  is 
just  like  a woman,  she  likes  to  wear  a dif- 
ferent attire  every  time  she  makes  a new 
appearance.” 

The  study  of  a series  of  344  cases  of 
acute  appendicitis  treated  in  a period  of 
eight  years  at  the  Fajardo  Charity  Dis- 
trict Hospital  apparently  prove  that  our 
methods  of  diagnosis  and  treatment  are 
very  worthwhile  of  further  trial,  investiga- 
tion and  study.  The  average  case  has  been 
admitted  in  an  advanced  stage  of  the  disea- 
se, either  as  a result  of  the  patients 
seeking  late  relief,  or  a late  suspicion  of 
the  presence  of  an  acute  abdomen  by  the 
referring  physicians.  It  certainly  is  at 
this  rather  advanced  stage  of  the  disease 
where  the  life  of  a patient  greatly  depends 
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on  the  proper  management  of  the  condi- 
tion by  the  attending  surgeon.  It  is  at 
this  stage  where  the  diagnosis  is  difficult 
and  the  method  of  attack  more  so. 

The  quoted  series  have  been  collected 
from  many  important  and  interesting  an- 
gles deserving,  no  doubt,  further  analyisis. 
From  the  diagnosis  standpoint  the  fol- 
lowing facts  were  obtained: 

1 —  There  were  406  cases  admitted  with 
a possible  diagnosis  of  acute  appen- 
dicitis. Of  these  the  condition  was 
ruled  out  in  68  cases  and  in  338  a 
definite  diagnosis  of  the  disease  or 
its  complications  were  reached. 

2 —  The  youngest  patient  was  3 yrs.  old, 
the  eldest  82.  The  average  age 
26.5  yrs.,  males  predominating  in 
a ratio  of  8.5. 

3 —  The  average  duration  of  the  disease 
at  the  time  of  admission  64.5  hrs. 
varying  all  the  way  from  3 hrs.  to 
14  days  and  everyone  in  six  had 
been  given  a laxative. 

Pain  is  the  first  and  most  persistent 
of  the  symptoms.  It  may  start  in  the 
epigastrium  or  the  umbilical  region  and 
then  shift  to  the  R.L.Q.  This  is  known 
as  the  Hamilton-Bailey  complex  and  in  our 
series  six  out  of  ten  gave  a positive  his- 
tory. It  may  also  start  and  remain  at  the 
R.L.Q.,  once  there,  it  stays  there  steadily 
and  persistently  with  only  slight  increase 
in  its  intensity  as  the  disease  progresses. 
Other  things  being  equal,  that  is,  the 
virulence  of  the  offending  organism,  the 
physical  and  psychic  sensitivity  of  the  in- 
dividual, etc.,  the  pain  varies  also  accord- 
ing to  the  anatomical  situation  of  the 
organ. 

When  pelvic  or  retrocecal  it  may  be 
ameniorated  when  in  reality  the  pathology 
may  be  advanced.  It  may  extend  to  the 
L.L.Q.  depending  on  the  stage  of  the 
disease  or  for  that  matter  may  be  found 


in  any  part  of  the  abdomen  as  a result  of 
congenital  malpositions  of  the  colon.  In 
six  laparotomies  performed  as  a result  of 
a doubtful  diagnosis  in  our  series  the  ap- 
pendix was  found  twice  underneath  the 
liver,  twice  retroperitoneally,  and  once 
each  in  the  L.U.Q.  and  the  L.L.Q. 

The  pain  may  suddenly  cease,  this 
being  an  ominous  sign  of  probable  per- 
foration, and  it  can  also  gradually  disap- 
pear to  complete  recovery  or  be  followed 
by  abscess  formation  or  generalized  perito- 
nitis. The  diversification  of  this,  the 
most  reliable  symptom  of  acute  appendi- 
citis tends  to  prove  our  contention  of  the 
shrewdness  and  fickleness  of  this  condi- 
tion. 

Nausea  and  vomiting  may  be  present 
or  com.pletely  absent  thru  all  the  stages 
of  its  pathology.  Our  statistics  show  that 
three  out  of  ten  do  not  suffer  from  this 
symptoms. 

The  temperature  may  vary  from  sub- 
normal to  40.2"?  with  an  average  of  37.2‘?C. 

Constipation  is  spoken  of  as  the  rule, 
but  every  one  in  ten  cases  in  our  series 
had  diarrhea,  which  is  mainly  seen  in  the 
streptococcic  and  pneumococcic  types  of 
infection. 

Fifteen  of  our  cases  suffered  from  a 
chill,  one  showed  bloody  stools  and  another 
one  had  a large  amount  of  ascaris  in  the 
stools. 

On  physical  examination  there  is  ten- 
derness over  the  R.L.Q.  especially  at  Mc- 
Burney’s  point.  It  is  wise  to  require  the 
patient  to  show  with  one  finger  the  point 
of  maximum  tenderness.  More  often  than 
not  he  will  show  McBurney’s  point  better 
than  McBurney  could  have  done  himself. 

Tenderness  on  deep  pressure,  other 
things  being  equal,  points  to  the  possibility 
of  a retrocecal  appendicitis. 

Blomberg’s  sign,  or  rebound  tenderness 
is  a valuable  aid.  It  only,  nevertheless. 
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demonstrates  peritoneal  irritation,  which 
is  also  present  in  many  other  abdominal 
conditions.  It  may  be  markedly  diminish- 
ed in  retrocecal  appendicitis  or  even  com- 
pletely absent  when  the  pathological  con- 
dition is  early  or  moderately  advanced. 
In  our  series  Blomberg’s  sign  was  not 
found  in  16%  of  our  cases. 

The  Rovsin’s  sign,  is  of  relative  im- 
portance. It  was  found  positive  in  15%  of 
the  series.  It  is  elicited  by  making  pres- 
sure in  the  L.L.Q.  over  the  sigmoid  or 
descending  colon  and  the  patient  will  com- 
plain of  pain  on  the  appendiceal  region  as 
a result  of  distention  of  the  cecum. 

Contraction  of  the  Right  Ilio-psoas 
muscle  by  hyperextension  of  the  leg  pro- 
ducing pain  helps  in  the  diagnosis,  special- 
ly of  the  retrocecal  type.  This  is  known 
as  the  psoas  sign  and  it  was  present  in 
9.3%  of  the  cases. 

The  so  called  “Right  Rectus  Rigidity” 
is  absent  in  acute  appendicitis.  There  is 
no  such  rigidity  except  when  there  is  a 
definite  resistance  beneath  the  muscle,  for 
instance,  an  appendiceal  abscess  or  mass. 
When  no  resistance  like  that  is  encounter- 
ed, there  is  neither  rigidity  nor  it  is  on 
the  “right”  side  only.  Both  recti  are  vol- 
untarily, simultaneously  contracted  by  the 
patient  as  a result  of  defense  when  pressed 
on  the  painful  region.  The  right  rectus  is 
completely  relaxed  when  pressure  alone  is 
made  outside  of  the  painful  area.  So  far, 
I have  seen  only  one  person  who  can  con- 
tract the  right  rectus  and  leave  the  left 
one  relaxed,  and  that  was  “Little  Fatima” 
at  the  Chicago  World’s  Fair.  And  of 
course,  it  is  beyond  believe  that  even  re- 
flex contraction  can  take  place  in  the 
lower  half  of  the  right  rectus  muscle 
leaving  the  upper  half  completely  relaxed. 
We  rather  speak  of  this  misnomer  as  vol- 
untary muscular  defense.  It  is  very  com- 
mon to  find  this  absent  on  early  cases  or 


in  retrocecal  appendices.  It  was  not  pre- 
sent in  14%  of  our  series. 

Cutaneous  hypersensitivity  is  often 
noticed,  usually  after  the  first  24  hr. 
period,  but  is  common  to  most  acute  ab- 
dominal conditions. 

No  physical  examination  can  be  called 
complete  without  abdominal  auscultation. 
It  helps  enormously  in  differentiating 
acute  abdominal  conditions.  In  acute  ap- 
pendicitis, in  its  primary  stages,  it  is  nor- 
mal. As  peritoneal  irritation  begins  peris- 
talsis starts  diminishing  until  it  becomes 
definitely  diminished.  When  so,  we  speak 
of  the  fact  that  a “wet  belly”  has  develop- 
ed. By  this  is  meant  that  as  a result  of  the 
acute  inflammatory  condition,  a transudate 
of  clear  serous  fluid  is  formed  invariably 
in  the  peritoneal  cavity.  It  does  not  mean, 
of  course,  neither  an  imminent  perforation 
nor  a perforation  in  itself  but  a rather 
advanced  inflammatory  reaction  with  the 
first  signs  of  peritoneal  involvement. 

When  perforation  occurs  peristalsis 
goes  from  the  definitely  diminished  stages 
to  a complete  and  absolute  silence.  “As 
silent  as  a tomb”,  — Dr.  Vaughn  describes 
it. 

If  after  an  almost  complete  silence, 
peristalsis  slowly  recurs,  walling  off  of  the 
infection  has  taken  place  and  an  appen- 
diceal mass  or  abscess  is  in  the  process  of 
developing  whether  at  the  time  it  may 
not  be  palpable  to  the  examining  hand. 

Abdominal  auscultation  furnishes  thus, 
full  information  as  to  the  differential  diag- 
nosis, the  stages  of  and  further  progress 
of  the  disease,  and  prognosis  in  any  sur- 
gical abdomen. 

Rectal  and  pelvic  examination  are  im- 
portant as  sometimes  tenderness  can  be 
elicited  thru  these  routes,  more  often  than 
not  clinching  the  diagnosis  either  by  con- 
firming or  differentiating  the  presence  of 
an  acute  inflammatory  condition  of  the 
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vermiform  appendix.  It  was  found  positive 
in  15%  of  our  cases. 

No  doubt  there  are  many  more  signs 
and  means  of  determining  the  presence  of 
an  acute  inflammatory  condition  of  this 
elusive  organ.  The  more  there  are,  the 
more  proof  of  the  extreme  difficulty  of 
its  correct  diagnosis.  Any  test  which  may 
help  in  saving  a life  should  be  known  and 
tried. 

The  laboratory  procedure  used  in  the 
diagnosis  of  this  condition  usually  confirm 
the  clinical  findings,  but,  many  times  if 
relied  upon,  throws  the  diagnostician  off 
the  correct  tract,  give  the  wrong  impres- 
sion as  to  the  stage  of  the  condition  or 
completely  confuses  the  situation.  White 
cell  counts  varies  from  2,900  to  46,900  in 
our  series  with  an  average  of  15,950.  The 
differential  count  varied  from  normal  to 
95%  polymorphonuclears.  In  8.7%  of  the 
cases  there  were  marked  urinary  findings 
varying  from  4+  albumin  to  high  pre- 
sence of  R.B.C. 

As  you  can  see,  none  of  the  symptoms, 
signs  or  laboratory  procedures  are  pathog- 
nomonic, in  fact  many  times  they  are  de- 
ceiving. A complete  detailed  history,  a 
meticulous  physical  examination  including 
rectal,  vaginal  and  bidigital  examination 
together  with  urinary  hemocytometric 
analysis  cannot  be  overemphasized.  A safe 
period  of  observation  is  also  recommended. 
An  extremely  careful  analysis  of  the  find- 
ings giving  special  attention  to  the  se- 
quence of  the  symptoms  is  paramount  and 
only  in  such  a fashion  a correct  diagnosis 
becomes  possible.  One  should  consider  any 
pain  in  the  R.L.Q.  acute  appendicitis  un- 
til proven  otherwise.  Our  rule  is,  if  we 
cannot,  in  spite  of  all  efforts  rule  out  this 
condition  in  the  second  24  hr.  period,  sur- 
gical intervention  is  absolutely  indicated. 
We  rather  remove  a normal  appendix  than 


let  one  go  to  perforation  and  subsequent 
peritonitis. 

One  must  not,  of  course,  make  use  of 
this  ruling,  unless  he  has  concientiously 
made  an  intelligent  effort  in  eliminating 
acute  appendicitis. 

We  are  happy  to  state  that  not  a single 
case  in  the  series  can  be  classified  in  this 
category,  that  is,  an  inf  lammed  organ  was 
always  found  justifying  the  surgical  pro- 
cedure. 

There  are  over  90  conditions  which 
may  simulate  acute  appendicitis  and  most 
of  them  may  be  simulately  acute  appendi- 
citis. 

It  is  not  within  the  scope  of  this  paper 
to  go  into  a detailed  discussion  of  the  dif- 
ferential diagnosis  nor  to  even  mention 
all  of  them.  They  are  listed  in  most  of  the 
text  books  for  any  to  look  at.  Nevertheless 
we  wish  to  cite  the  following  findings  in 
our  series. 

Cases  Diagnosed: 


Admission  Diagnosis  of  Acute 
Appendicitis  406 

Cases  Diagnosed  in  Ward  338 

Cases  Diagnosed  Otherwise  68 

Of  the  338  Cases 

Operated  stat  and  confirmed  283 

4 operated  stat  and  the  following 
condition  found: 

1 —  Mesenteric  lymphadenitis  2 

2 —  Meckel’s  diverticulitis  1 

3 —  Acute  cholecystitis  1 

51  were  treated  conservatively 
Of  the  51  not  operated: 


3 left  hospital  against  advice 
9 advanced  peritonitis 
39  App.  abscess 
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Of  the  39  App.  abscess: 

4 were  opened 

23  interval  appendectomies  done 
16  failed  to  return 

Exploratory  Laparotomies  and  acute 
Appendicitis  found  6 

2 retroperitoneal 
2 underneath  liver 
1 Left  Lower  Quadrant 
1 Left  Upper  Quadrant 
Total  Operations : 320 

Amongst  the  68  cases  diagnosed  other- 
wise the  following  conditions  were  found: 


1 —  Perforated  Peptic  Ulcer  1 

2 —  Acute  salpingitis  27 

3 —  Ruptured  Graafian  Follicle  2 

4 —  Acute  Pancreatitis  1 

5 —  Renal  Colic  10 

6 —  Acute  Cholecystitis  8 

7 —  Acute  Thoracic  Disease  3 

8 —  Acute  Intestinal  Obstruction  8 

9 —  Mesenteric  Thrombosis  1 

10 —  Acute  Intussusception  2 

11 —  Acute  Pyelonephritis  2 

12 —  Twisted  pedicle  of  the  Ovary  1 

13 —  Psoas  Abcess  1 

14 —  Abdominal  Wall  Abscess  1 


We  wish  to  emphasize  again  that  the 
diagnosis  of  acute  appendicitis,  especially 
when  the  disease  has  progressed  is  no  sim- 
ple matter  and  certainly  requires  alert, 
quick  thinking  and  keen  minds  as  she  is 
there  ready  to  deceive  us  the  moment  we 
relax  our  guard. 

The  surgical  therapeusis  of  acute  per- 
forated appendicitis  still  taxes  and  mind 
of  the  most  experienced  surgeons.  One  has 
only  to  glance  at  the  medical  literature  on 
the  subject,  to  find  the  most  diverse  and 
contradictory  forms  of  therapy. 

Ever  since  the  appearance  of  the  radi- 
cal treatment  by  J.  B.  Murphy  and  con- 


versely the  conservative  one  as  practice 
by  A.  J.  Ochsner,  Sherren,  Frome  and  Kro- 
gius,  many  have  been  their  followers.  A 
considerable  number  of  surgeons  of  un- 
doubted reputation  like  Dean  Sauer  and 
Fred  W.  Bailey  of  St.  Louis  (Surgical 
Clinics  of  North  America,  1940 — and  Har- 
vey of  Columbia  and  Firor  of  Hopkins, 
Christopher’s)  advise  immediate  surgical 
intervention  on  any  case  of  acute  per- 
forated appendicitis  at  any  stage  of  the 
disease.  They  base  their  statements  by 
quoting  series  of  cases  in  which  under 
such  treatment  the  mortality  is  definitely 
low.  On  the  other  hand,  others  of  equal 
reputation,  choose  the  conservative  side, 
and  equally  cite  statistics  that  support 
their  claims. 

It  behooves  us,  therefore,  to  expose  to 
you  our  form  of  therapy  as  followed  at 
the  Fajardo  Charity  District  Hospital 
which  is  substantiated  by  the  following 
statistics : 

Type  of  incision:  Battle  269 

McBurney  18 

Other  6 

Drainage : Intraperitonealy  5 

Subcutaneously  36 
None  242 

Sulfa  Used:  98 

Penicillin  Used:  45 

Morbidity:  Stay  in  conservative 

cases  — 16  days 

Stay  in  operative 

cases  — 11  days 

Mortality:  Conservative  cases  - 2%  - 2 
death  - one  died  within  24 
hrs.  after  admission  of  ad- 
vanced peritonitis.  The  se- 
cond died  of  advanced  perito- 
nitis on  the  seventh  day  af- 
ter admission.  In  operated 
cases  .3%  - One  case  which 
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died  of  post-operative  hem- 
orrhage. 

Over  all  mortality  — .5% 

Post  operative  complications  — 

wound  infection  — 5 

fecal  fistula  — 2 

(both  were  cases  of  intra- 
peritoneal  drainage.) 

Secondary  hemorrhage  — 1 

Sequellae:  Only  one  case  of  post  opera- 
tive hernia  reported  to  the 
O.P.D.  Clinic. 

Our  method  of  treatment  is  one  we 
may  call  a middle  of  the  road  type.  It  is 
mainly  based  on  our  previous  experience 
and  those  of  others  who  showed  to  us 
logical  principles. 

We  may  be  radical  or  conservative, 
depending  upon  the  length  of  time  the  ap- 
pearance of  the  first  symptoms  of  the 
disease  took  place  and  the  actual  clinical 
picture  presented  by  the  patient,  together, 
with  those  laboratory  corroborating  pro- 
cedures. Certainly,  no  thumb  rule  is  ad- 
vocated, every  case  being  judged  upon  its 
own  merits. 

An  acutely  inflammed  appendix  may 
perforate  at  any  time  after  the  clinical 
symptoms  of  the  disease  are  manifested. 
Early  rupture  within  the  first  twenty-four 
hours  is  comparatively  rare.  It  is  during 
the  second  24  hrs.  period  and  on,  that  per- 
foration becomes  imminent. 

Almost  all  surgeons  agree  as  to  the 
performance  of  appendectomy  during  the 
first  48  hrs.  of  the  disease  whether  or  not 
perforation  has  already  taken  place.  We 
extend  the  period  for  intervention  to  the 
third  day  but  not  beyond,  except  in  the 
aged  or  the  young,  if  perforation  or  peri- 
tonitis is  considered  to  be  present. 

The  appendectomy  is  performed  as 
simply  and  as  rapidly  as  possible  with 


a minimum  of  manipulation  and  disturb- 
ance of  the  recently  formed  adhesions. 
The  wound  is  well  walled-off  taking 
special  pains  of  protecting  the  subcuta- 
neous tissues  from  infection.  We  like  to 
emphasize  this  last  point  to  our  Residents 
by  repeating  the  words  of  our  personal 
friend  and  teacher.  Dr.  Raymond  W.  Mac 
Nealy,  quote,  ‘T  rather  have  anyone  spit 
into  the  peritoneal  cavity  than  into  the 
subcutaneous  tissues”. 

The  peritoneal  exudate  is  aspirated 
carefully,  taking  the  suction  tip  down  into 
the  cul-de-sac  or  behind  the  bladder  as  the 
case  may  be  and  into  the  right  iliac  fossa. 
As  much  as  possible  of  this  exudate  with- 
in reach  and  without  disturbing  any  of 
the  adhesions  present  is  aspirated.  We 
try  to  leave  the  peritoneum  as  dry  as  pos- 
sible to  encourage  the  formation  of  new 
adhesions,  in  order  to  avoid  further  spread 
of  infection. 

The  appendix  is  reached  either  by  pal- 
pation or  visualization,  preferably  the  lat- 
ter, and  freed  by  finger  dissection  of  its 
recently  formed  fibrinous  adhesions.  Af- 
ter delivery  the  rest  of  the  peritoneal 
cavity  is  well  walled-off  by  small  lappads. 
If  delivery  is  apparently  difficult  walling 
off  is  done  previously  to  any  manipulation 
so  that  spillage  of  the  appendiceal  contents 
may  be  collected  as  a more  forcible  pro- 
cedure will  be  required.  And  when  speak- 
ing of  force  remember  that  surgery  is 
just  like  a woman,  one  must  be  firm  but 
gentle. 

The  appendix  is  removed  in  the  usual 
manner,  the  stump  being  left  without  in- 
version. The  lap-pads  are  removed,  the 
area  inspected  for  bleeding  points  or  ex- 
cessive oozing,  and  the  abdomen  closed 
without  drainage.  In  cases  in  which  in- 
fection of  the  subcutaneous  tissues  i.s 
suspected,  a small  rubber-dam  drain  is  in- 
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troduced  at  the  lower  angle  of  the  incision 
reaching  up  to  the  peritoneum. 

Advocated  of  intraperitoneal  drainage 
state,  that  a drain  or  drains  placed  within 
the  peritoneal  cavity  relief  the  tension, 
bring  the  purulent  exudate  towards  the 
outside  and  reverse  the  lymphatic  drain- 
age, thus,  decreasing  the  amount  of  toxic 
absorption.  We  contend  that,  if  this  were 
really  true,  it  would  certainly  be  a help- 
ful therapeutic  measure.  We  believe, 
though,  that  a drain  placed  within  the 
peritoneum  is  walled-off  in  a few  hours, 
as  any  irritating  foreign  body  within  the 
abdomen  is,  so  that  the  exudate  obtained 
is  probably  a produce  of  the  irritating 
drain  rather  than  from  the  actual  perito- 
neal infection.  Therefore,  it  appears,  that 
in  spite  of  the  drains  the  toxic  absorption 
continues  unchecked. 

On  the  other  hand,  a primary  closure 
of  the  abdomen,  usually  gives  the  patient  a 
less  painful  and  earlier  recovery,  a reduc- 
tion in  the  frequency  of  post-operative  fe- 
cal fistulae,  hernias,  and  adhesions,  and 
no  danger  of  carrying  infection  into  the 
peritoneal  cavity  from  outside  or  develop- 
ing mechanical  intestinal  ileus  from  the 
drain.  And  ...  a most  important  item,  less 
mortality!  We  quote  the  statistics  of  an 
article  published  in  the  Archives  of  Sur- 
gery By  Dr.  Lynn  Rumbold  of  Rochester, 
N.  Y.  No  abscess  cases  are  included  in  this 
series. 

We  can  also  see  the  general  trend,  as 
the  years  went  by,  of  reducing  the  num- 
ber of  cases  drained. 


Year 

No.  of 
cases 
drained 

Mart. 

% 

No.  not 
drained 

Mart. 

% 

1930-34 

132 

13.6 

22 

0.0 

1935-38 

91 

5.95 

78 

1.25 

The  operated  patient  is  placed  in  Fow- 
ler’s position  in  an  effort  to  localize  the 


intraperitoneal  infection.  Sedation  is  given 
and  the  patient  is  kept  as  quietly  as  pos- 
sible, fluids  being  withheld  orally  and 
given  by  vein  or  subcutaneously.  Usually 
after  48  hrs.  the  abdominal  distention  sub- 
sides, peristalsis  recurs,  tenderness  disap- 
pears except  at  the  incision  area,  vomiting 
ceases  and  flatus  is  passed,  all  of  these, 
signs  of  an  overpowered  peritoneal  infect- 
ion. 

After  the  third  day  of  the  disease  as 
mentioned  before,  we  prefer  to  follow  the 
Ochsner-Sherren  method  of  therapy.  First- 
ly, because  the  appendix  is  difficult  to 
find  or  cannot  be  found  at  all  without 
disturbing  the  peritoneal  protection,  thus, 
accomplishing  little  by  the  operation  and 
rather  adding  an  insult  to  the  injury. 
Secondly,  many  times  the  pathological  con- 
dition is  so  far  advanced  that  the  appendix 
is  usually  removed  peacemeal  without  in- 
suring the  entire  removal  of  the  offending 
viscus  or  proper  ligsvtion  of  the  stump. 
Thirdly,  oozing  is  often  bothersome  and 
sometimes  requires  packing  to  be  stop- 
ped — the  result:  an  increase  in  the  in- 
cidence of  post-operative  fecal  fistulae  and 
herniae.  Fourthly,  if  the  wound  is  closed 
abscess  formation  may  take  place,  the 
sprading  of  infection  continues  or  serious 
bleeding  may  follow,  jeopardizing  the 
patients  life  still  further.  And  fifthly 
statistics  show  that  the  mortality  is  great- 
est when  intervention  is  made  between  the 
fourth  and  eighth-day. 

With  the  conservative  treatment,  after 
the  third  day,  our  statistics  show  that  the 
mortality  is  much  less.  Even  assuming 
that  they  are  about  the  same,  still  by 
treating  them  by  this  method  the  above 
reasons  would  make  it  the  therapy  of 
choice. 

The  technic  is  very  well  known  to  all 
of  us.  Fowler’s  position,  sedation,  Wan- 
gensteen suction,  the  proper  balance  of 
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fluids,  small  blood  transfusions,  chemo- 
therapy, the  use  of  100%  oxygen  together 
with  a watchful  and  close  observation  are 
the  main  therapeutic  measures. 

The  course  of  the  disease  may  go  in 
either  of  three  directions:  1 — The  spread- 
ing peritonitis  may  continue  and  become 
a generalized  one,  and  overwhelming  toxe- 
mia and  a final  exodus  of  the  patient. 

2 — The  peritoneal  infection  may  be  over- 
comed  in  an  undetermined  number  of  days 
and  the  individual  undergoes  an  unevent- 
ful recovery.  3 — Oftener,  abcess  formation 
takes  place. 

Appendiceal  abscesses,  whether  pri- 
mary or  secondary,  are  treated  under  the 
sam.e  principles.  “Armed  expectancy”  and 
“In  the  shadow  of  the  operating  room”, 
are  the  phrases  we  commonly  use  to  des- 
cribe this  method  of  therapeusis.  The  pa- 
tient is  started  or  continues,  as  the  case 
may  be,  under  the  Ochsner  treatment. 
The  abscess  decreasing  in  size  and  finally 
disappearing  and  the  patient  clinically  im- 
proving and  ending  in  a complete  recovery 
are  the  usual  turn  of  events,  with  the  per- 
formance of  an  interval  appendectomy 
within  three  months  of  recovery.  Of  the 
39  cases  in  our  series  only  16  failed  to 
return  for  their  interval  appendectomy. 

There  are  occasions  in  which  these 


abscesses  have  to  be  drained  and  criterion 
we  use  for  doing  so  is  as  follows: 

1 —  A definite  increase  in  the  size  of 
the  inflammatory  mass. 

2 —  Signs  of  spillage  or  spreading. 

3 —  Pointing  of  the  abscess,  either, 
rectally,  vaginally  or  otherwise. 

4 —  Development  of  Intestinal  obstruc- 
tion. 

5 —  No  apparent  improvement  after 
two  weeks  of  treatment. 

Of  the  four  abscesses  drained  in  our 
series  one  was  due  to  spreading,  another 
for  pointing  rectally  and  two  for  develop- 
ing intestinal  obstruction. 

In  the  surgical  approach  to  the  abscess 
we  usually,  but  not  invariably,  choose  the 
intraperitoneal  route.  We  may  be  slightly 
violating  a principle  of  aseptic  surgery 
in  doing  so  because  of  the  always  present 
potential  danger  of  peritoneal  soilage. 
Nevertheless,  we  always  prefer  never  to 
go  blindy  in  any  kind  of  surgical  proced- 
ure. 

In  closing  we  wish  to  thank  Dr.  Pe- 
dro A.  Molano  and  Dr.  Carmen  A.  Romero 
of  our  Intern  Staff  for  their  encourage- 
ment and  inestimable  help  in  collecting  our 
statistics. 
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REFRIGERATION  ANESTHESIA 

ROY  J.  STOKES,  M.D.  F.A.C.S* 


Out  of  the  welter  of  conflicting  views, 
refrigeration  and  refrigeration  anesthesia 
is  finding  its  proper  place  in  surgery.  It 
appears  just  as  unreasonable  to  reject  it 
entirely  as  to  go  to  the  other  extreme,  of 
over-amplifying  its  use. 

The  purpose  of  this  paper  is  to  report 
eight  cases  of  refrigeration  anesthesia, 
discuss  its  indications,  and  stimulate  the 
profession  in  its  use.  It  has  not  been  used 
to  any  extent  here  and  it  is  felt  that  there 
are  indications  for  its  employment. 

The  idea  that  this  procedure  is  a stunt 
or  has  nothing  to  add  to  the  surgeon’s 
armamentarium  is  fallacious.  The  incredu- 
lity about  the  ability  to  amputate  without 
discomfort  and  with  no  supplementary 
anesthesia  can  only  be  removed  by  actual 
trial.  It  is  simple  and  can  be  done  by  any- 
one following  the  prescribed  technique. 

I 

HISTORY 

Refrigeration  was  first  discussed  by 
F.  M.  Allen  in  1938^  and  has  been  the  sub- 
ject of  many  papers  since  that  time. 

It  either  has  been  completely  endorsed 
by  its  advocates  or  rejected  as  of  no  par- 
ticular value,  and  has  been  discarded 
in  some  of  the  larger  clinics  entirely.^*  In 
view  of  some  of  the  obvious  advantages 
this  is  difficult  to  understand.  The  method 
has  been  improved  with  the  elimination  of 
the  box  for  icing  by  the  use  of  thermos- 
tatically controlled  blankets,  although 
smaller  institutions  will  probably  continue 
to  use  the  original  method.^'’ 


* St.  Luke’s  Hospital,  Ponce,  P.  R. 


LITERATURE 

A resume  of  the  literature  is  indicated. 
The  method  results  in  chilling  but  not  in 
freezing  of  the  tissues.  Blood  and  tissue 
freeze  at  0®(C)  and  immersion  in  ice  low- 
ers the  temperature  to  from  .5^  to  5°(C). 
Mock  found  a temperature  of  from  33^  to 
33.5.  (F)  at  a depth  of  three  inches  in  a 
thigh  which  had  been  chilled  for  two  hours 
with  a tourniquet  in  place. The  length 
of  time  which  a gangrenous  limb  can  be 
kept  in  ice  while  the  patient  is  placed  in 
condition  for  operation  has  not  been  defi- 
nitely determined,  but  there  is  no  doubt 
that  it  will  exceed  expectations.  Me  El- 
venny  reported  a limb  encased  in  ice  for 
28  days  before  amputation.^®-®  This,  of 
course,  necessitates  placing  another  tour- 
niquet above  the  original  to  perform  the 
operation.  Amputation  below  a tourniquet 
left  for  many  hours,  even  with  a refri- 
gerated limb,  is  not  feasible  as  demons- 
trated in  Hinschey’s  case  where  sloughing 
occurred  in  the  stump  distal  to  a twenty 
hour  tourniquet  following  operation.®^ 

It  has  been  fully  demonstrated  in  the 
literature  and  from  our  own  limited  ex- 
perience that  physiological  amputation 
with  a tourniquet  accompanied  by  icing 
will  in  some  way  prevent  the  systemic  ef- 
fects of  sepsis  and  toxicity.  This  permits 
poor  risk  cases  to  be  transformed  into  fair 
risks.  It  is  here  that  this  method  has  a 
field  of  usefulness.  The  sight  of  an  uncon- 
trolled diabetic  suddenly  having  fall  in  his 
blood  sugar  after  icing  or  an  irrational 
patient  with  a hypei-pyrexia  from  a septic 
limb  regaining  his  normal  mental  faculties 
brushes  aside  all  theoretical  arguments 
against  the  method  in  these  cases. 
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The  change  in  the  patient’s  condition 
is  apparent  shortly  after  starting  the  icing 
process.  The  odor  clears,  the  temperature 
begins  to  fall,  and  the  pain  disappears  so 
that  the  general  condition  improves  per- 
ceptably. 

A number  of  suggestions  from  the  lit- 
erature has  been  found  to  be  superfluous: 
for  example,  the  use  of  iced  saline  sponges 
during  operation  have  not  been  found  to  be 
necessary.  Ice  bags  packed  around  the 
stump  postoperatively  are  not  required. 
Frequent  references  are  made  to  the  slow 
healing  of  wounds  and  the  necessity  of 
allowing  sutures  to  remain  additional 
time;  we  have  remove  the  sutures  in  the 
usual  time  and  have  had  no  trouble  with 
wound  healing. 

Mock  has  reported  the  use  of  ice  bags 
to  the  donor  area  during  the  removal  of 
skin  grafts^^  and  we  have  used  icing  alone 
(no  tourniquet)  for  the  removal  of  a bone 
plate  from  the  tibia  without  additional 
anesthesia,  but  this  cannot  be  justified 
when  conventional  anesthesia  is  so  satis- 
factory and  available. 

For  patients  in  a good  general  state 
of  health  modern  anesthesia  has  elimi- 
nated the  necessity,  inconvenience  and  pos- 
sible vagaries  of  ice  in  such  procedures. 
Even  though  it  has  not  been  reported,  we 
all  have  known  cases  of  vesiculation  of  the 
skin  where  ice  bags  without  cover  have 
inadvertently  been  left  too  long  in  contact 
with  the  skin.  In  addition,  Bruneau  and 
Heinbecker^®  feel  that  the  freezing  pro- 
duces an  arrest  of  the  defensive  mecha- 
nism which  only  slowly  returns  to  a state 
of  preparedness  after  the  ice  is  removed. 
This  gives  organisms  a chance  to  invade 
the  tissues  and  increases  the  chance  for 
infection.  Therefore,  it  is  felt  that  the 
method  should  be  restricted  to  those  poor 
risk  cases  who  are  in  need  of  it  and  not 


be  used  in  place  of  standard  anesthetic 
methods. 

The  effect  of  the  use  of  refrigeration 
on  mortality  statistics  is  not  uniform.  Re- 
ports, however,  are  all  in  agreement  that 
at  least  the  mortality  is  not  increased, 
many  have  been  lower,  and  some  equal 
in  comparative  series.-^- 

McElvaney  and  others'''^-  have 

used  refrigeration  with  traumatic  cases 
and  report  it  as  an  excellent  method  of 
gaining  time  in  which  to  place  a shocked 
patient  in  condition  for  surgery.  None  of 
our  cases  have  been  of  this  nature,  but 
we  would  not  hesitate  to  use  it  in  this  type 
of  case. 

TECHNIQUE 

Premedication  may  be  used  depending 
on  the  condition  of  the  patient,  if  not  ap- 
prehensive it  is  eliminated. 

The  limb  is  placed  in  a box  which  has 
been  prepared  with  a layer  of  finely  chop- 
ped ice,  and  is  covered  up  to  the  groin. 
This  box  is  a rectangular  affair  open  on 
top  and  at  the  upper  end  which  admits 
a leg  with  space  all  around  and  is  deep 
enough  to  cover  the  foot.  The  lower  end 
is  provided  with  two  small  drain  pipes  con- 
nected with  rubber  tubing  to  buckets  on 
the  floor.  These  provide  drainage  when 
the  head  of  the  bed  is  slightly  elevated. 
The  seams  are  calked  with  paraffin  to 
make  them  water-proof.'*’’  The  ice  will  not 
be  satisfactory  if  the  pieces  are  too  large, 
and  it  should  be  checked  frequently  to  re- 
fill the  hollow  spaces  left  by  the  melting 
process.  The  whole  is  surrounded  with  a 
large  piece  of  rubber  sheeting.  Nurses 
should  not  be  responsible  for  the  first  few 
cases  until  it  has  been  amply  demonstra- 
ted. After  two  hours,  the  leg  is  removed 
from  the  box  and  a tourniquet  applied 
above  the  level  of  the  amputation,  then  the 
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limb  is  placed  in  the  box  for  one  hour.  Am- 
putation can  be  done  without  further  anes- 
thesia. There  is  a slight  variation  in  this 
method  from  the  reported  techniques  in 
which  the  leg  is  chilled  by  ice  bags  at  the 
tourniquet  site  followed  by  the  freezing 
box.  The  proper  tension  of  the  tourniquet 
is  necessary  to  secure  good  hemostasis  and 
avoid  a complaint  of  burning  pain  on  sec- 
tion in  the  sciatic  nerve  which  is  the  re- 
sult of  a loose  tourniquet. 

Only  one  of  the  patients  has  complain- 
ed of  feeling  chilly,  but  was  relieved  by 
blankets  and  morphine.  The  type  of  tourni- 
quet used  is  not  important  as  we  have 
used  both  the  recommended  one  half  inch 
and  the  pneumatic  one;  both  have  given 
satisfactory  results.  The  patient  is  taken 
to  the  operating  room  with  the  limb  in 
the  box  and  it  is  not  removed  until  all  is 
in  readiness  for  drying  and  preparing  the 
field. 

Cotton  is  placed  in  the  patient’s  ear 
canals  because  of  the  disagreeable  sound 
produced  by  sawing  the  bone.  All  patients 
are  given  gas  gangrene  and  tetanus  serum. 
The  use  of  combined  serum  was  the  result 
of  gas  gangrene  which  developed  in  one 
of  our  cases.  A search  of  the  literature®-  ” 
revealed  that  this  is  not  an  unusual  com- 
plication of  gangrenous  cases  and  has  been 
reported  with  some  regularity.  The  mech- 
anism is  not  understood,  but  it  is  not  as- 
sociated with  ice  as  the  other  cases  have 
been  done  with  conventional  anesthesia. 
After  this  experience,  the  use  of  the  serum 
was  made  a routine.  We  recommend  it 
as  a good  precaution  in  all  amputations 
of  gangrenous  processes  regardless  of  the 
type  of  anesthesia  used.  The  tourniquet  is 
removed  w'hen  the  amputation  is  com- 
pleted so  as  to  allow  for  thorough  hemos- 
tasis. The  stump  is  usually  closed  over 
a small  rubber-dam  drain  for  forty  eight 
hours. 


Post-operatively  the  course  is  marked 
by  the  absence  of  discomfort,  nausea  or 
vomiting.  Also  notable  is  the  complete 
lack  of  effect  on  blood  pressure,  pulse  and 
respiration  during  operation. 

In  case  for  a low  leg  amputation,  a 
large  bucket  can  be  used  and  the  patient’s 
leg  can  be  chilled  to  the  knee  while  he  is 
in  a sitting  position,  thus  avoiding  the 
inconvenience  of  the  box. 

CONCLUSIONS 

Refrigeration  anesthesia  is  a safe  and 
nractical  method,  not  only  in  amputation 
of  limbs  for  gangrene  resulting  from  ar- 
teriosclerotic and  diabetic  processes,  but 
also  in  controlling  the  harmful  effects  of 
absorption  from  damaged  tissue. 

It  is  a method  which  is  easily  learned, 
easily  applied,  and  should  result  in  better 
final  results  in  the  treatment  of  poor  risk 
patients. 

This  is  the  method  of  choice  in  the 
poor  risk  cases  and  should  find  universal 
application  with  the  surgical  profession. 

Surgical  anesthesia  can  be  obtained 
without  a tourniquet  in  short  procedures 
on  the  extremities  but  does  not  seems  to 
be  advantageous  over  standard  anesthetic 
methods. 

RESUME 

This  is  a review  of  the  literature  and 
a presentation  of  eight  cases  of  amputa- 
tion of  limbs  for  diabetic  and  arterios- 
clerotic gangrene.  These  cases  were  treat- 
ed by  the  method  suggested  by  Allen  in 
1938  known  as  Refrigeration  Anesthesia. 
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CASES 

Name 

Age 

Condition 

Risk 

Final 

Result 

Wound 

Remarks 

1.  Tulane 

86 

Diabetic 

Arterios- 

clerosis 

gangrene 

Poor 

Death 

Cause  of 
death  unde- 
termined 

2.  Navy 

22 

Embolus 

left 

Popliteal 

Fair 

Good 

Primary 

Healing 

Gunshot 

wound 

chest 

3.  H.  H. 
24-099 

56 

Diabetic 

A,  S.  Gan. 

Poor 

Death 

Death  due  to 
Gas  gangrene 

4.  V.  P.  M. 

55 

Diabetic 

A.  S.  Gan. 

Fair 

Good 

Primary 

Healing 

Courtesy  Dr. 
W.  Gelpi,  M.D. 

5.  E.  R. 

66 

Diabetic 

Arterios- 

clerosis 

gangrene 

Fair 

Good 

Slough 

One  Comer 
wound 

Same 

6.  J.  P.  T. 

58 

A.  S.  Gan. 

Fair 

Good 

Primary 

Healing 

Same 

7.  C.  R. 

73 

High  Ulcer 
Skin  Tibia 

20  yrs.  dura- 
tion 

Good 

Good 

Primary 

Healing 

Courtesy  Dr. 

P.  Castaing 

8.  J.  R.  M. 

Osteomyelitis 
Removal 
Plate  Tibia 

Good 

Good 

Not 

Sutured 

Dr.  Sheplan 
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The  Henn  Quadruplets  of  Baltimore,  Maryland 


TOMMY  BRUCE  DONALD  JOAN 


The  Fifth  Set  of  Quadruplets 
Thriving  on  Pet  Milk 


Eve  sets  of  quadruplets,  now 
ranging  in  age  up  to  twelve  years, 
have  received  Pet  Milk  as  their 
continuous  milk  supply  since 
early  infancy.  All  are  sturdy, 
splendidly  developed  children — 
striking  proof  of  the  suitability 
of  Pet  Milk  for  infant  feeding. 

For  each  of  these  noted  groups  of 
babies  Pet  Milk  was,  of  course, 
approved  by  the  attending  physi- 
cian for  use  throughout  infancy 
and  later  for  drinking  during 
childhood. 


Pet  Milk  is  a familiar  adjunct  in 
the  management  of  multiple-birth 
cases.  More  than  300  sets  of  trip- 
lets born  in  this  country  during 
the  last  decade  have  also  been 
raised  on  this  extraordinary  form 
of  milk. 

This  record  of  success  in  these 
difficult  feeding  cases  is  impres- 
sive indication  of  the  safety  and 
nutritional  quality  of  Pet  Milk — 
an  indication,  too,  that  it  will  be 
well  tolerated  by  infants  under  yo«r 
care  and  will  serve  adequately  as 
their  after-weaning  milk  supply; 


PET  MILK  COMPANY 


I 1472-E  Arcade  Bldg., St.  Louis  1, Mo. 


Builder  of  Bone 


The  development  of  calcium  gluconate  was 
another  Sandoz  “first." 

NeO-Cal^luCOn®  —is  an  improved  calcium  gluconate  compound— 

• non-irritating  calcium  salt 

• completely  stable  solutions,  high  calcium 
content 

• readily  absorbed 


NEO-CALGLUCON  (Brand  of  Calcium  Gluco- 
nogalactogluconate)  is  indicated  in  Calcium 
Deficiency,  Pregnancy  and  Lactation,  Hypopara- 
thyroidism, Hyperthyroidism  and  Management 
of  Fractures. 


-Calglucon 


Syri/p  — NEO-CALGLUCON— for  oral  ther- 
apy—Bottles  of  3 fl.  oz.,  8 fl  oz.  and  1 qt. 

.4»i/)nls  — NEO-CALGLUCON  — in  two  con- 
centrations, 10%  for  routine  use,  20%  for 
intense  effect  (both  concentrations  in  5 cc. 
and  10  cc.  sizes). 


SANDOZ  PHARMACEUTICALS 

Dii>.s.o«  of  SANDOZ  CHEMICAL  WORKS,  INC. 
NEW  YORK  14,N.Y.«CHlCAGO  6,ILL.-SAN  FRANCISCO  8,  CAL 


Originality  • Elegance  • Perfection 


Glycerite  of  Hydrogen  Peroxide  ipc 

stable,  long-acting,  non-selective, 
bactericidal  solution  . . . 

. . . Possesses  the  mechanical  advantages  of  liquid 
and  ointment  types  of  medication  . . . 

. . . Hygroscopic,  penetrates  into  and 

draws  plasma  from  deeper  parts  of  wounds, 
washing  particulate  matter  to  the  surface  . . . 

. . . Aids  granulation  of  healthy  tissue  and 
speeds  healing  processes . . . 

. . . Non-toxic,  non-irritating,  non-sensitizing  . . . 
Apply  full  strength  as  frequently  as  desired. 


Eliminate 

infection  i. 

WOUNDS  ULCERS 

LESIONS  FISSURES 

ABSCESSES  CYSTS 

by  simple  topical  application 


GLYCERÍTE  OF  HYDROGEN  PEROXIDE 


t’/ic 


Bibliography : 

New  F.ng.  J.  Med. 
J.  Invest.  Derm. 
Annals  of  Allergy 
Science 
J.  Bacteriology 


234:468,  1946. 
8:11,  1947. 

4:33,  1946. 
105:312,  1947. 

Vol.  53,  June,  1947. 


Literature  on  request. 


.^CONSTITUENTS: 
Hydrofcn  paroxid*  (90%) 
2.5%  . 

S'Hydrexyquinoline  0.1% 
Especially  preparad  glycerol 
qs.  ad.  120OC. 
Supplied  in  four-ounce 
' bottles 


f^nfeinalional  pharmaceutical  corporation 


132  Newburv  Street.  Boston'  16.  Massachusetts 


para  alimentación 


todas 


SEAifIB. 

ofrece  una  línea  completa  de  pe- 
zones paca  biberones.  En  todos  los 
estilos  que  se  requieran.  Diseñados 
a perfección,  cuentan  con  la  apro- 
bación médica.  Pruebas  de  labora- 
torio han  revelado  nn  mínimo  de 
deterioro  después  de  haberse  her- 
vido en  agua  tres  minutos,  cente- 


SR-50  Biberón  "EVEREADY  " 
'Siempre  Listo”)— Destapónelo  y 
está  listo  para  alimentar  al  bebé. 
Seguro  y fácil  de  usar. 


SR-41  Tapón 
"Seal  -Tite”, 
de  goma  pura, 
de  una  pieza.  Se  adapta  a 
todos  los  biberones  corrientes 


SK-11C9  Pezón  “Hospita) 
Petite”  de  látex  virgen  puro. 
Diseñado  para  dar  de  mamar 
lentamente  o para  nenes  pre- 
maturos. 


SR-118Í  Pezón  “Hospital 
standard  " de  látex  vii^en 
puro,  tres  perforaciones  y 
cuello  de  ranuras,  para  facili- 
tar su  colocación. 


LA 


nares  de  veces  seguidas. 


S R - 4 5 
* e z ó n 
V “Ducky" 

W de  látex 

I virgen 

I puro,  oblí- 

I rilo  para 

I facilitar  dar  el 
oiberón,  tipb 
de  ventosa  que 
evita  se  aplaste. 


' SR-40  Pezón  “Twin- 
Gnp”  de  una  pieza,  de 
goma  pura,  de  punta 
chata,  semejante  al  pezón 
natural,  de  tipo  de  ventosa  que  evita 
se  aplaste.  Se  coloca  y se  saca  con 
facilidad. 


Superior  Calidad 
desde  1877 


^MiNTO 


Distribuidores  exclusivos  para  Puerto  Kico 
PELEGRINA  & LLORENS,  INC. 

P.  O.  Box  3631,  San  Juan,  P.  R. 


• • • 


DIARREA  INFANTIL,  AMIBIASIS,  COLITIS,  DU 
SENTERIA  Y OTROS  ESTADOS  DIARREICOS 

por  el  cambio  de  la  FLORA  INTESTINAL  al 
beneficioso  LACTOBACILO  ACIDOFILO 


Muchos  trastornos  colónicos  están  asociados  con  ausencia  o defi- 
ciencia de  L.  acidófilo,  por  lo  cual  TRILACTIC  contribuye  a devol- 
ver la  normalidad  en  el  estado  intestinal,  al  acelerar  la  formación 
de  flora  acidófila  en  grado  predominante-, , , , 

TRILACTIC  * es  una  forma  polimoleeular  de  ácido  láctico,  que 
se  disuelve  con  lentitud,  especialmente  preparada  para  crear  un  pK 
en  el  colon  que  sea  favorable  al  desarrollo  de  flora  acidófila.  La 
fórmula  de  TRILACTIC  incluye  lactosa — carbohidrato  nutritivo  ideal 
para  el  L.  acidófilo ...  y calcio  y fósforo  que  son  esenciales  para  el 
desarrollo  normal  de  flora  acidófila. 

Por  tanto,  la  acción  de  TRILACTIC  es  combatir  la  bacteria  hostil 
y la  infección  y promover  el  desarrollo  del  beneficioso  L.  acidófilo. 

Sencillo,  seguro,  en  armonía  con  la  fisiología  normal.  De  valor 
por  sí  solo  combinado  con  otra  terapia  específica. 


Literatura  y muestras,  a solicitud  de  los  señores  médicos. 

• Marca  Regristrada  Of.  Pat.  de  E.U.A. 


c 


PROFESSIONAL 
21  Hvdsoo  Street 


LABORATORIES 
New  York  13,  N.  Y. 


Distribuidores  Exclusivos  para  Puerto  Rico 

PELICRINA  Y LLOREN  S,  I N cV 

P.  Q.  Box  ?63L  Sm  Juan,  P.  R.  ^ 


A los  Señores  Médicos 
de  Son  Juan  y Santurce 

Nos  permitimos  recordarles  que  en  caso  de  urgencia  los  se- 
ñores médicos  que  necesiten  del  servicio  de  nuestras  farmacias 
en  San  Juan  o en  Santurce,  durante  las  altas  horas  de  la  noche, 
pueden  llamar  personalmente  a los  encargados  de  dichas  farma- 
cias, al  teléfono,  como  sigue; 

Para  servicios  en  San  Juan:  2-6544 

Para  servicios  en  Santurce:  2-7002  2-6831 

Los  señores  médicos  pueden  tener  la  seguridad  de  que  serán 
inmediatamente  atendidos  en  dichos  casos  de  necesidad. 

No  se  atenderán,  sin  embargo,  llamadas  hechas  por  personas 
particulares  que  no  puedan  usar  el  debido  discernimiento  sobre 
la  urgencia  o necesidad  de  las  llamadas. 

FARMACIA  BLANCO,  INC. 

(San  Juan  - Santurce) 


^ 

. . . toda  una  noche  de  sueño 

para  el  paciente  que  sufre  de  . . . 

ASMA  BRONQUIAL  - FIEBRE  DE  HENO  - URTICARIA 

Los  síntomas  nocturnos  de  muchos  trastornos  alérgicos  se  controlan  con  éxito  con: 

LUASMIN 

CAPSULAS  y TABLETAS  CON  RECUBRIMIENTO  ENTERICO 

(para  acción  rápida)  (para  acción  retardada) 

Una  cápsula  de  LUASMIN,  administrada  cuando  se  requiera,  y suplementada  con  una 
tableta  con  recubrimiento  entérico,  hará  posible  que  casi  cualquier  paciente  pueda  go- 
sar  de  los  beneficios  de  toda  una  noche  de  sueño,  reduciendo  así  a su  mínimo  la  ten- 
dencia a que  recurran  los  síntomas  el  día  siguiente. 

Cada  cápsula  o cada  tableta  con  recubrimiento  entérico  contiene: 

Acetato  sódico  de  teofilína  (8  granos)  192  mg. 

Sulfato  de  efedrina  (%  grano)  32  mg. 

Fenobarbital  sódico  (%  graeo)  82  mg. 

También  hay  cápsulas  y tabletas  de  media  fórmula  para  niños  o para  adultos  cuyos 
síntomas  sean  leves. 

Sírvase  solicitar  literatura  descriptiva  y muestras  profesionales. 

BREWER  & COm  Worcester,  Mass.,  EE.UU. 

Químicos  Farmacéuticos  desde  1852 

V ! 


CLINICA  ORIENTE 

HOSPITAL 

Dr.  Maldonado 

Humacao,  P.  R. 

• 

Hato  Rey,  P.  R. 

MEDICINA  Y CIRUGIA 

GENERAL 

Fundada  en  1933 

Institución  fundada  en  el  1943 

DR.  CESAR  DOMINGUEZ 

Director 

Dr.  Eduardo  D.  Maldonado 

Director 

\ . 

\ 

HOSPITAL 

CLINICA 

PAVIA 

Dr.  M.  Julia,  Inc. 

Santurce,  P.  R. 

Fundada  en  el  año  1925 

ENFERMEDADES  NERVIOSAS 

INSTITUCION  FUNDADA 

Y MENTALES 

EN  EL  1926 

Hato  Rey,  Puerto  Rico 

Dr.  Manuel  Pavía  Fernández 

Dr.  Mario  Julia 

Director 

Director 

V 



^ \ 

CLINICA 

FONT  MARTELO 

Humacao,  P.  R. 

— N 

I 

i 

1 

Instituto  Oftálmico 

. 

DE  PUERTO  RICO 

San  Juan,  P.  R. 

INSTITUCION  FUNDADA  EN 

EL  AÑO  1936 

FUNDADO  EN  EL  AÑO  1937 

Dr.  R.  Mejía  Ruíz 

Director 

Dres.  Luís  J.  y Ricardo  Fernández 

Clínica  Batanees 

Clínica  Dr.  Perea 

Mayagüez,  P.  R. 

Mayagüez,  P.  R. 

INSTITUCION  FUNDADA 

EN  EL  AÑO  1934 

INSTITUCION  FUNDADA 

EN  EL  AÑO  1908 

Dr.  José  F.  González 

Director 

Dres.  Nelson,  Luís  y 

Augusto  Perea 

•fl”,  f’*  ^ 

„ , - 

THE  NEW  YORK  POLYCLINIC 

ESCUELA  DE  MEDICINA  Y HOSDITAL 
(Organizada  en  1881) 

La  Primera  Institución  Médica  de  América  para  Postgraduados 


PARA  EL. 

Cirujano  General 

Curso  combinado  que  comprende:  cirugía  ge- 
lógica»  ginecología  y urológica.  Asistencia  a con- 
neral»  c.  traumática,  c abdominal,  gastro-entero- 
fereiicia»,  presencia  a operaciones,  examen  pre- 
operatorio y post-operatorio  de  enfermos  así  como 
un  curso  ulterior  en  las  salas.  Patología,  radio- 
logía, fisioterapia.  Demostraciones  en  el  cadáver 
sobre  anatomía  quirúrgica,  cirugía  torácica,  anes- 
tesia regional.  Cirugía  operatoria  y ginecológica 
en  el  cadáver. 

Ojos,  Oídos,  Nariz  y Garganta 

Curso  combinado  completo  de  un  año  acadé- 
mico (9  meses).  C onsiste  de  asistencia  a clínicas, 
prensencia  en  operaciones,  conferencias,  demostra- 
ciones de  casos  y demostraciones  en  el  cadáver; 
operaciones  de  ojos,  oídos,  nariz  y garganta  en 
el  cadáver;  disecciones  del  cuello  y la  cabeza 
(cadáver)  ; demostraciones  clínicas  y en  el  cadá- 
ver sobre  broncoscopía  cirugía  de  la  laringe  y 
cirugía  facial;  refracciones;  roentgenología ; pa- 
tología. ba<‘teriolog¡a ; y embriología;  fisiología; 
neuro-anatomía ; anestesia;  fisioterapia:  alergia; 
examen  pre-operatorio  y post-operatorio  de  pa- 
cientes en  las  salas  y clínicas.  También  cursos 
cortos  de  repaso  (3  meses). 


Obstetricia  y Ginecología 

Un  curso  completo.  En  Obstetricia:  conferen- 
cia; clínica  prenatal:  presencia  a partos  norma- 
les y operatorios;  operatoria  obstétrica  (mani- 
quí). 

En  Ginecología:  conferencias;  exploración  clí- 
nica; presencia  de  operaciones;  examen  pre-ope- 
ratorio de  pacientes;  clínica  post -operatoria  de 
las  pacientes  en  las  salas. 

Patología  obtétrica  y ginecológica;  anestesia 
regional  (en  cadáver).  Asistencia  conferencias  en 
Obstetricia  y Ginecología. 


Proctología  y 
Gastroenterología 

Curso  combinado  que  comprende  asisteiK'ia  a 
clínicas  y conferencias;  instrucción  en  exámenes, 
diganóstico  y tratamiento;  presencia  en  opera- 
ciones; visita  a las  salas  de  enfermos;  demostra- 
ción de  casos;  patología;  radiología;  anatomía 
proctología  operatoria  en  el  cadáver. 


PARA  INFORMES  DIRIGIRSE  A 

MEDICAL  EXECUTIVE  OFFICER:  345  West  50th  St.,  New  York  City 
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CLINICA  QUIRURGICA 

Clínica  Dr.  Susoni 

DR.  PILA 

Arecibo,  P.  R. 

Ponce,  P.  R. 

INSTITUCION  FUNDADA 

INSTITUCION  FUNDADA 

EN  EL  AÑO  1916 

EN  EL  AÑO  1927 

Dr.  Manuel  de  la  Pila 

Director 

Dr.  Antonio  H.  Susoni 

Director 
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FURUNCULOSIS 


NUMCTIZm 


...ALIVIA  EL 

DOLOR 

. . . REDUCE  LA 

INFLAMACION 

por  su  acción  anagésico-des- 
congestiva.  La  Neumotixíne 
es  compatible  con  las  sulfo- 
namidas  y los  antibióticos. 
Una  aplicación  dura  8 horas 
y más. 


NUMOTIZINE,  INC. 

900  N.  Franklin  Sht  Chicago, 
E.  U.  A. 


via  directa 


Cuando  el  tratamiento  bucal  de  los  niños  o adultos  con 
complejo  de  vitamina  B parece  no  ser  lo  suficientemente  eficaz,  los  médicos 
recomiendan  inyectar  'Belalin  Complejo’  (Complejo  de  Vitamina  B,  Lilly) 
intravenosa  o intramuscularmente,  en  dosis  de  1 a 4 cm*  al  día.  La  administración 

parenteral,  o sea  la  vía  directa,  es  garantía  de  una  utilización  completa 
pues  se  elimina  la  dificultad  de  la  ábsQrción  defectuosa  y se  proporcionan 
inmediatamente  altas  dosis  del  complejo  vitamínico  B. 

Cada  cm*  de  'Bctaiin  Complejo’  contiene: 


Clotlúdrata  de  Tiamina . 5 mg 

RiboHavina . . 2 mg 

NicotínaiiiiJa 75  n.^ 

Acirlo  Punti'téniro 

. (como  Fantoicnato  He  Calcio)  . . . 2.5  mg 

^Clorhidrato  de  Firidoxina  ......  5 mg 
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El  BOLETIN  DE  LA  ASOCIACION  MEDICA  DE  PUERTO  RICO  es 
el  órgano  oficial  de  la  Asociación  Médica  de  Puerto  Rico.  Se  publica  el  día 
último  de  cada  mes,  constando  cada  volumen  de  12  ediciones. 

Los  trabajos  originales  deben  ser  enviados  al  Editor-en-Jefe,  Apartado 
de  Correos  3866,  Santurce  29,  Puerto  Rico,  o entregarse  directamente  en  la 
Secretaria  de  la  Asociación  Médica,  Avenida  Fernández  Juncos,  Parada  19, 
Santurce,  Puerto  Rico. 

Los  originales  deben  venir  escritos  a máquina,  a doble  espacio. 

Las  citas  bibliográficas  deberán  mencionar,  en  el  siguiente  orden  de 
sucesión:  apellido  del  autor;  iniciales  de  sus  nombres;  titulo  del  trabajo; 
titulo  del  periódico  (abreviado) ; año ; volumen  y página.  Las  citas  lleva- 
rán un  número  de  acuerdo  a su  orden  de  presentación  en  el  texto  y corres- 
pondiente a la  numeración  colocada  al  final. 

Si  el  articulo  viene  acompañado  de  ilustraciones,  debe  indicarse  en  el 
texto  el  sitio  donde  se  desea  que  sean  éstas  intercaladas.  Al  dorso  dt 
cada  ilustración  debe  hacerse  constar  claramente  el  titulo  que  deberá 
acompañarla. 

No  se  devuelven  originales.  Los  autores  son  responsables  de  las  opi- 
niones que  emitan  en  sus  artículos.  Ningún  articulo  publicado  en  el  Boletín 
podrá  ser  reproducido  sin  la  previa  autorización  escrita  del  Editor-en-Jefe. 

Información  en  relación  con  anuncios  será  suplida  a solicitud  en  la  Se- 
cretaría de  la  Asociación.  Todo  material  de  anuncio  estará  sujeto  a la 
aprobación  del  Editor-en-Jefe. 


Tres  DAIares  g Entered  as  second  clsss  matter,  January  21.  IttSl  at  the  Post  Office 
Svseripridn  Annal  S at  San  Juan.  Puerto  Rloo  under  the  set  of  Aurust  24.  1912. 


El  primer  alimento  sólido  que  se  administra 
al  lactante  siempre  excita  el  interés  de  los 
padres.  ¿Llorará  el  niño?  ¿Lo  escupirá? 
¿Tratará  el  niño  de  tragarse  la  cuchara? 
Más  importante  que  estas  reacciones  “gra- 
ciosas” es  el  hecho  de  que  en  sentido  figura- 
do y fisiológico  este  niñito  está  empezando 
a comer  como  un  hombre. 


PABLUM 

Consiste  de  harina  de 
trigo,  harina  de  avena, 
embrión  de  trigo,  harina 
de  maíz,  harina  de  hueso 
de  res,  hoja  de  alfalfa, 
levadura  seca  de  cerveza, 
cloruro  de  sodio  y hierro 
reducido.  Disponible  en 
paquetes  de  227  y 510 
gramos.  El  Páblum  es 
un  cereal  precocido — no 
precisa  más  cocción. 


PABENA 

(A  base  de  avena)  Dis- 
ponible en  paquetes  de 
227  gramos.  La  Pabena 
es  también  precocida. 


Gracias  a una  medida  aformnada  de  la  natu- 
raleza, cuando  el  lactante  está  listo  para  recibir 
los  beneficios  nutritivos  del  cereal,  su  paladar  está 
libre  de  los  malos  efectos  de  los  dulces,  pastas, 
condimentos,  tabaco,  alcohol,  y otras  cosas  a las 
cuales  el  gusto  y la  constitución  del  adulto  se  han 
acostumbrado. 

Muchos  padres,  con  escasos  conocimientos  de 
nutrición,  tratan  de  amoldar  el  gusto  del  niño  a sus 
gusto  especiales.  La  madre,  inclinada  al  sabor  dulce, 
endulza  el  cereal  de  su  hijo.  Si  ella  detesta  el  aceite 
de  hígado  de  bacalao,  arruga  la  cara  y dice:  "¡El 
pobrecito  tiene  que  tomar  una  cosa  tan  desagra- 
dable!” El  niño  se  lleva  del  ejemplo  y pronto  puede 
desnutritirse  y adquirir  hábitos  mentales  y ajustes 
psicológicos  nocivos. 

Apreciando  la  importancia  y las  dificultades  del 
médico  en  establecer  y mantener  en  los  niños  buenos 
hábitos  en  el  comer.  Mead  Johnson  & Co.  continúa 
ofreciendo  el  Páblum  en  su  forma  natural.  No  se  le 
ha  añadido  azúcar,  ni  se  le  ha  agregado  nada  que 
empobrezca  su  contenido  de  proteína,  minerales  y 
vitaminas. 


MEAD  JOHNSON  & COMPANY,  Evansville  21,  Indiana,  E.U.A, 
P.  O.  Box  3081  — San  Juan,  P.  R. 


Adecuada  a los 
reouerimientos 
de  cada  niño 


Dryco  es  un  alimento  ideal— no  sólo 
para  niños  normales  y saludables, 
sino  para  aquellos  que  no  progresan  en 
su  desarrollo. 

Dryco  es  rica  en  proteína  — baja  en 
grasa,  en  proporción  de  2.7  a 1.0.  Esta 
fórmula  básica  asegura  amplias  pro- 
teínas para  un  desarrollo  vigoroso  y 
saludable. 

Dryco  es  moderada  en  carbohidrato, 
el  que  puede  aumentarse  según  las  ne- 
cesidades del  niño.  Sin  agregarle  azúcar, 
suple  una  alimentación  modificada  en 
sus  contenidos  de  grasa  y carbohidrato, 
(|ue  es  ideal  para  niños  que  requieren 
alimentación  especial. 

En  Dryco  los  glóbulos  de  grasa  han 


sido  reducidos  y son  fáciles  de  digerir. 
Dryco  contiene  las  Vitaminas  A,  B],  Ba 
y D necesarias  para  el  niño  normal,  de 
acuerdo  con  las  especifica  dones  estable- 
cidas por  autoridades  en  nutrición  in- 
fantil. 

Recete  Dryco.  Tan 
nutritiva  como  la 
leche  materna. 


DRYCO 


Para  informes  profesionales  y tablas  de  alimen- 
tación diríjase  a; 

THE  BORDEN  COMPANY, 

350  Madison  Avenue, 

Now  York  17,  N.  Y.,  U.  S.  A. 


Distribuidores  para  Puerto  Rico 
FELIX  A.  RODRIGUEZ 
Sagrado  Corazón  602  — Santurce,  P.  R. 


encourage 

Cooperalioii 
i Calcium  Therapy  is  Prescrihcd , 

Mental  anxiety,  when  induced  by  aversion 
to  prescribed  therapy,  adds  to  the  patient’s 
physical  distress.  Objection  to  calcium 
may  be  overcome  by  substituting  dosage ' 
in  more  agreeable  form.  CALCICAPS... 
an  easy-to-swallow,  capsule-shaped 
tablet . . . provide  suitable  supplement  for 
young  or  old,  where  diagnosis  reveals  a 
deficiency  in  calcium  and  phosphorus. 

Caiciwafers  are  a pleasant  tasting 

wafer  containing  double  the  potency  of 
CALCICAPS. 

Calcicaps  with  Iron  are  especially 

suitable  in  pregnancy,  when  the  need  for 
calcium,  phosphorus  and  iron  increases. 

Calcicaps,  Caiciwafers  and 

Calcicaps  with  Iron  concain  an  ade- 
quate amount  of  VITAMIN  D essential 
for  calcium  absorption. 

CAICIWAFERS  Each  wafer  contains: 

Dicalcium  Phosphate  580  mg. 

Calcium  Gluconate  380  mg. 

Vitamin  D 750  USP  Units 

Boxes  of  50  and  250 
CAtCICAPS  Each  Calcicap  contains: 

Dicalcium  Phosphate  290  mg. 

Calcium  Gluconate  190  mg. 

Vitamin  D 375  USP  Units 

Bottles  of  100  and  500 


Los  Angeles,  California 


CALCICAPS  with  IRON  Each  Calcicap  with 
Iron  contains: 

Dicalcium  Phosphate  290  mg. 

Calcium  Gluconate  190  mg. 

Ferrous  Gluconate  64  mg. 

Vitamin  D 375  USP  Units 

Bottles  of  100  and  500 


JOAQUIN  BELENDEZ  SOLA,  INC. 
P.  0.  Box  1188,  San  Juan,  P.  R. 


La  administración  oral  de  PYRIDIUM 
produce  un  determinado  efecto  analgé- 
sico en  la  mucosa  urogenital.  Esta  acción 
contribuye  al  alivio  rápido  y eficaz  que 
tanto  satisface  al  paciente  que  sufre  de 
desagradables  síntomas  urinarios. 

Como  actúa  directamente  sobre  la 
mucosa  del  conducto  urogenital,  este 


notable  efecto  del  PYRIDIUM  es  ex- 
clusivamente local.  No  ejerce  acción 
sistémica  narcótica  o sedativa. 

Se  pueden  administrar  dosis  terapéu- 
ticas de  PYRIDIUM  con  toda  confianza 
durante  el  tratamiento  de  la  cistitis, 
pielonefritis,  prostatitis  y uretritis. 


impresos  disponibles  a solicitud 


PYRIDIUM  es  la  marca  registrada  de  la  Pyridíum 
Corporation  para  su  marca  de  Clorhidrato  de 
Fenilozo-diaminopiridína.  Merck  & Co.,  Inc.,  úni- 
cos distribuidores  en  E.U.A. 


DISTRIBUIDORES  DE  EXPORTACION 
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Distribuidores:  CESAR  CASTILLO,  INC.  — Tetuán  155,  San  Juan,  P.  R. 


INSTRUMENTOS 
OPTICOS 
BAUSCH  & LOMB 


La  Lámpara  de  Hendidura  de  Poser 


I^ISEñADA  por  B & L,  la  Lámpara  de 
Hendidura  de  Poser  para  el  diagnós- 
tico diferencial  en  la  patología  del  ojo, 
presenta  muchas  ventajas  en  biomicros- 
copia.  La  iluminación  brillante  del  tipo 
Koeppe  lleva  una  hendidura  ajustable. 
Un  microscopio  gran  angular  y binocular 
de  IGx  permite  abarcar  toda  la  córnea. 
Oculares  con  puntos  ópticos  largos  fa- 
cilitan el  examen  rápido  del  campo  an- 
cho. Ambos  brazos  rotan  alrededor  del 


ojo  del  paciente  como  centro.  Es,  pues, 
una  lámpara  indispensable  para  el  of- 
talmólogo. 

H.  V.  CROSCH  CO. 

Calle  Comercio  402 
San  .Juan,  Puerto  Rico 

BAUSCH  & LOMB 

Fundada  en  1853 

Optical  Co.  - Rochester,  N.  Y.,  E.  U.  A 


¡Ahora,  En  un  Alimento— Toda  la 
Nutrición  que  Los  Niños  Necesitan ! 


Un  Alimento  Con  Todo  lo  Nutrición  Ne- 
cesaria . . . Bíolac  es  leche  modificada,  ajus- 
tada científicamente  para  proporcionar  en  un 
solo  alimento  infantil,  las  ventajas  nutriciona- 
les  y digestivas  de  la  leche  humana.  Bíolac  pro- 
porciona los  componentes  alimenticios  esen- 
ciales, equilibrados  correctamente  para  un 
desarrollo  saludable  y normal. 

1.  Bíolac  contiene  proteínas  concentra- 
das. Bíolac  asegura  el  aumento  proteínico 
requerido  durante  la  infancia,  porque  com- 
pensa las  deficiencias  biológicas  de  la  leche 
de  vaca. 

2.  Bíolac  contiene  grasa  en  cantidades 
adecuadas.  El  contenido  de  grasa  en 
Bíolac  ha  sido  ajustado  de  modo  que  con- 
venga al  niño.  Los  glóbulos  de  grasa  son 
homogeneizados  para  satisfacer  los  requi- 
sitos nutricionales  sin  exceder  la  capacidad 
digestiva  del  sistema  digestivo  del  niño. 

3.  Bíolac  contiene  lactosa  adicional.  Para 
aumentar  el  contenido  de  carbohidrato,  se 
le  agrega  lactosa  adicional  (azúcar  natural 
de  la  leche  de  pecho).  La  lactosa  ayuda  al 
niño  a desarrollar  un  sistema  digestivo  nor- 
mal, c influye  favorablemente  a la  utiliza- 
ción correcta  del  calcio. 


4.  Bíolac  es  enriquecido  en  vitamina  y 
hierro.  Las  Vitaminas  A,  Bi,  D y hierro 
se  han  agregado  en  cantidades  iguales  o que 
superan  los  requisitos  establecidos.  Bíolac 
contiene  Vitamina  Ba,  calcio  y fósforo  en 
cantidades  suficientes  para  satisfacer  las 
necesidades  del  niño.  La  Vitamina  C debe 
ser  introducida  según  el  desarrollo  del  niño. 

5.  Bíolac  es  fácil  de  recetar.  Porque  Bíolac 
contiene  hierro,  vitaminas  y carbohidratos 
adicionales,  porque  está  ajustado  para  satis- 
facer los  requisitos  digestivos  y nutriciona- 
les del  niño.  Agregándole  Vitamina  C a su 
debido  tiempo,  Bíolac  proporciona  todos 
los  elementos  esenciales  para  asegurar  una 
dieta  equilibrada  que  supla  los  requisitos 
establecidos. 

6.  Bíolac  es  fácil  de  preparar.  ¡Mezcle 
Bíolac  con  agua  acabada  de  hervir — eso  es 
todo!  Una  fórmula  completa  para  todo  el 
día  se  prepara  rápida  y fácilmente,  sin  me- 
didas complicadas. 

THE  BORDEN  COMPANY 

350  Madison  Avenue,  New  York  City 

Bíolac  es  excelente  leche  de  vaca,  modificada.  Méz- 
clela con  agua  pura  y obtendrá  una  alimentación 
infantil  equilibrada. 


Distribuidores  para  Puerto  Rico 
FELIX  A.  RODRIGUEZ 
Sagrado  Corazón  602 
Santurce,  Puerto  Rico 
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to  relieve  nausea  and  vomiting 
of  pregnancy  and  in  adoles- 
cent acne 


*«•«« 


PYRIBEXIH 


P Y R I B E X I N 


(Pyridoxine  HCI  Thiamine  Chloride) 
Each  1 cc  contains: 

Vitamin  Bl  50  mg 

Vitamin  B6 50  mg 

VIALS  OF  10  ce 


IROBLEX 


S" 


tor  use  in  hypochromic  and 
tritional  anemias 


(Iron  - Liver  - B Complex) 
Each  cc  contains: 

Thiamine  HCl  (Bl)  1C 

Riboflavin  (B2)  

Pyridoxine  HCl  (B6)  

NICOTINAMIDE  Í 

IRON  CACODYLATE  I 

LIVER  (10  U.S.P.  UNITS 

PER  CC)  

Phenol  (As  preservative)  0.5 

VIALS  OF  10  ee 


NION  CORPORATION  los  angeles  38,  california 

JOAQUIN  BELENDEZ  SOLA,  INC 

P.O.  BOX  1 188,  SAN  JUAN,  PUERTO  RICO 


s: 


Improved 

Formula 


AMfGEM  S% 

dextrose  sol 


WATtMriC.  Do 
■ soJution  ifi  ^ ** 

Is  Iho  COO'®* 

bottle  fnuit  not  be 
thjin,  one  Iniv\S'OP'  ^ 
keep  the  uaopeo*'^  *■ 
cool 


®<-eou*.  noo- 
.welokí/ 
^ a p.iocje- 
-t  coaci-i 
and 

**th  S percent 
>*t>?ea-  ioa  con- 
•■•'•‘■‘dto  pH  6 5. 


^EAD  JOHNSON  fir  CO 


T ts-P€'rr.-*.-i»4 


PROTOLYSATE 


For  Oral  Administration 
''  'Ity  «níyritic  digest  oi  casein  coniaininS 
‘tids  tnd  polypeptides,  useful  as  a source  <>.'  «T ' 
% absorbed  food  nitroren  when  give®  orally 
''y  bibe.  Prctolvsate  is  “designed  f'>r. 

in  cases  requiring  predigested  p;ptc>®-  ' 
of  administration  and  the  amount  lo* 
y*Ten  should  be  prescribed  by  the 


►dEAD  JOHNSON  8:  CO.' 

CVAN«V»Ul.t.  IND  . Ü.9  A. 


1000  cc.  flasks 
500  cc.  flasks 
125  cc.  flasks 
for  hospitals  ^ 


The  function  of  Amigen  and  Protolysate 
is  to  supply  the  amino  acids  essential 
for  nutrition.  Both  can  be  given  in  place 
of  protein  when  protein  cannot  be  eaten 
or  digested,  or  in  addition  to  protein 
when  the  protein  intake  is  insufficient. 
Administered  in  adequate  amounts, 
they  prevent  wastage  of  protein,  restore 
previous  losses,  or  build  up  new  body 
protein. 


Like  Amigen,  Protolysate  is  an  enzymic 
digest  of  casein  and  consists  of  amino 
acids  and  polypeptides.  Like  Amigen, 
Protolysote  supplies  the  nitrogen  es- 
sential for  maintenance,  repair  and 
growth. 

Unlike  Amigen,  which  may  be  em- 
ployed both  orally  and  parenterally, 
Protolysate  is  designed  only  for  oral 
use. 


1 lb.  cans  at  drug  stores 


MEAD  JOHNSON  & CO.,  EVANSVILLE  21,  INDIANA 

There  is  no  shortage  now  of  AMIGEN  for  parenteral  use.  There  is  no  shortage  now  of  PROTOLYSATE  for  oral  use.^ 


P.  O.  BOX  3081  — SAN  JUAN,  P.  R. 


A 
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PROLONGED-ACTION  PENICILLIN 
FOR  AQUEOUS  INJECTION .. ONCE  DAILY 


Offering  all  the  advantages  of  prolonged-action  penicillin  without  the  disad- 
vantages of  the  preparations  hitherto  available.  For  use  in  any  condition  in 
which  penicillin  in  oil  and  wax  is  indicated. 


ONE  DAILY 
INJECTION 


An  intramuscular  injection  of  300,000  units  of  an  aqueous 
suspension  of  Crysticillin  provides  therapeutic  blood  levels 
for  24  hours  in  the  majority  of  patients  — and  for  36  hours 
in  approximately  50%  of  patients. 


MINIMAL 

PAIN 


Crysticillin  contains  no  oil  or  wax.  Consequently,  pain  fol- 
lowing intramuscular  injection  is  minimal. 


EASILY  Crysticillin  is  easily  administered  in  aqueous  suspension 

ADMINISTERED  with  a conventional  syringe  and  needle,  neither  of  which  need  be 
dry.  Blockage  of  needle  is  minimized  and  cleansing  facilitated. 


STABLE 

WITHOUT 

REFRIGERATION 


Crysticillin  is  stable  in  the  dry  state  for  12  months.  Sterile 
aqueous  suspension  may  be  kept  at  room  temperature  for  a 
period  of  one  week  without  significant  loss  of  potency. 


Crysticillin  is  supplied  in  diaphragm-capped  vials  containing  dry  procaine 
penicillin  G together  with  a minute  quantity  of  effective  and  nontoxic  dispers- 
ing and  stabilizing  agents  — for  suspension  with  sterile  aqueous  diluent. 


1,SOO,000  unit  multiple-dose  vials  • 300,000  unit  single-dose  vials 


A LEADER  IN  PENICILLIN  RESEARCH  AND  MANUFACTURE 


Can  dootor  troat 


a broken  home  ? 


The  medical  adviser  is  frequently  called  upon  to  solve  prob- 
lems in  human  relationship  as  well  as  human  ills.  To  this  end 
also,  modern  science  has  contributed  valuable  weapons. 

Conestron  oral  therapy,  for  example,  overcomes  hormone 
hunger  . . . restores  a feeling  of  well-being  . . . tides  a woman 
through  the  adjustment  period  of  the  menopause  with  a 
minimum  of  distress  and  consequent  emotional  upset. 


Gonostron 


Orally  Active  Well  Tolerated 

Estrogenic  Substances  ( W ater- 
Soluble).  Two  strengths — 0.025 
mg.  and  1.25  mg.  Bottles  oj  100 
and  WOO  tablets. 


WYETH  Incorporcfed 


Philadelphia  3,  Pa. 


Distribuidores:  FRANCISCO  N.  CASTAGNET 
Santurce,  Puerto  Rico 


i 


“No ...  ¡10  doesn’t 
ft  them  out!” 


Beets . Carrots  • Green  Beans . Peas  • Spinach  • Sqaash . Vegetable  Soup  • Mixed 
Vegetables . Garden  Vegetables  • Liver  Soup  * Vegetables  with  Bacon  . Vegetables 
with  Beef  and  Barley  • Vegetables  with  Lamb  • Apples  and  Apricots  • Apples  and 
Prunes  * Apple  Sauce  . Apricot-Farina  . Peaches . Peaches-Pears-Apricots  • Pears 
and  Pineapple . Prunes  (with  Pineapple  Juice  and  Lemon  Juice)  . Custard  Pudding 

lihhy,  MiNeill  & Libby  • Chicago  9,  Illinois 


I Tlie  well  developed  tactile  sense  of 
I the  infant’s  tongue  readily  recognizes 
large  or  coarse  food  particles,  and 
quickly  leads  to  their  rejection. 
Through  an  exclusive  process  of 
homogenization,  the  largest  particle 
j left  in  Libby’s  Baby  Foods  is  of  mi- 
I croscopic  size.  Cell  capsules  are  rup- 
j tured,  making  for  absolute  smooth- 
ness of  texture  and  complete  ab- 
sence of  grittiness.  Nutrients  are 
homogeneously  dispersed,  enhancing 
availability.  In  Libby’s  Baby  Foods 
fluid  separation  is  never  observed, 
further  evidence  of  the  advantages  of 
homogenization. 


ERTRON 


what  it  is: 

ERTRON  (Steroid  Complex,  Whittier)  is 
a therapeutic  agent  of  proved  value  in  the 
management  of  chronic  arthritis,  with 
significant  arthrokinetic  effect — 
improved  mobility  of 
arthritic  joints — in  many  cases. 


Distributors; 

PELEGRINA  S LLORENS 
SAN  JUAN 


ERTRON  is  of  unique  chemical  composition.  | 
It  is  a complex  mixture  of  activation-products  | 
derived  from  electrical  activation  of  I 

heat  vaporized  ergosterol.  [ 

I 

ERTRON  is  relatively  safe  judged  by  ) 
clinical  investigations  in  leading  hospitals  and  i 
universities  over  a period  of  thirteen  years. 


ERTRON  Capsules:  Each  capsule  contains 
5 mg.  of  activation-products  biologically 
standardized  having  an  antirocKitic  octivity 
of  fifty  thousand  U.S.P  units.  Bottles  of 
and  100  capsules. 


« 

i 


in  arthritis 


what  it  is  not: 

ERTRON®  is  not  a panacea  or  specific 
designed  to  supersede  medical,  surgical 
or  physiotherapeutic  measures  of 
acknowledged  merit. 

ERTRON  is  not  to  be  confused  with  vitamin  D 
products  obtained  by  other  methods 
(ultraviolet  irradiation)  or  derived  from  other 
sources  (fish  liver  oils). 

ERTRON  is  not  likely  to  produce  serious 
untoward  effects  when  administered 
under  the  physician’s  surveillance 
with  proper  observation 
of  contraindications. 

ERTRON  Parenteral:  Each  ampule  contains 
activation-products,  in  sesame  oil, 
biologically  standardized  having  an 
antirachitic  activity  of  tive  hundred  thousand 
U.S.P.  units.  Packages  of  six  I cc.  ampule,. 


Carlos  A.  Ppcncer.  1S1;]-1SÍ^1.  primer  constructor 
de  un  Microscopio  Americano. 


El  primer  microscopio  americano,  un  tipo 
médico,  lo  construyó  en  184G  Carlos  A. 
Spencer,  de  Canastota,  Nueva  York,  para  el  Dr. 
C.  R,  Cilman,  del  Colegio  de  Médicos  y Cirujanos. 

Después  de  terminado,  el  microscopio  fué  pro- 
l)ado  por  el  Profesor  J.  W.  Bailey,  de  West  Point, 
en  acjiiel  entonces  uno  de  los  principales  micros- 
copistas  de  América.  Ba.iley  averiguó  con  asom- 
bro que  podría  revelar  pormenores  que  estaban 
fuera  de  la  resolución  de  su  costoso  microscopio 
europeo. 

Spencer  produ.io  un  objetivo  que  fué  el  pri- 
mero de  resolver  las  líneas  de  una  Navícula  sig- 
moidea, uno  de  los  objetos  de  prueba  más  difíciles 
Este  diátomo  más  tarde  fué  lla-mado  Navicubi 
Spencerii  en  su  honor.  En  junio  de  1851  logró 
producir  lo  que  los  microscopistas  europeos  con- 
sideraban entonces  una  imposibilidad  — un  obje- 
tivo de-  1/12”  con  una  abertura  de  178'-'  Años 
después,  con  motivo  de  la  Exposición  Internacio- 
nal de  París,  en  1878,  algunos  objetivos  del  hijo 


Herbert  Spencer,  basados  en  las  fórmulas  de  su 
padre,  compitieron  con  los  más  finos  de  Europa 
y se  les  otorgó  la  fínica  medalla  de  oro  presen- 
tada por  excelencia  en  objetivos  de  microscopio. 

Aquella  clase  de  mano  de  obra  pone  de  ma- 
nifiesto las  normas  perfeccionistas  de  los  Spen 
cer,  padre  e hijo.  Para-  ellos,  cada  instrumento 
fué  un  reto  a alcanzar  algo  mejor. 

Hoy,  gran  parte  del  trabajo  rutinario  que  ha- 
cían los  primeros  constructores  de  microscopios 
se  puede  manejar  con  una  eficiencia-  y rapidez 
casi  increíbles  por  máquinas,  al  paso  que  mejo- 
ras de  diseño  y métodos  ingeniosos  de  inspección 
aseguran  una  norma  cada  vez  más  creciente  de 
calidad. 

Por  cierto,  el  nombre  Spencer  en  un  instru- 
mento de  precisión  seguirá  reconociéndose  como 
pauta  de  calidad,  y los  instrumentos  Spencer  se- 
guirán satisfaciendo  a los  investigadores  más  exi 
guiles  lU'l  mundo. 


PUERTO  RICO  OPTICAL  COMPANY 

San  Juan,  P.  R. 


Agentes  Exclusivos  de 
AMERICAN  OPTICAL  COMPANY 
Southbridge,  Mass. 


We  believe  our 


duty  is  to  protect  your 


The  Milk  Every  Doctor  Knows 


“From 

Contented 

Cows’’ 


"My  doctor  recommended  it,”  say  most  of 
the  mothers  who  use  Carnation  for  infant 
feeding. 

To  fulfill  this  great  responsibility— to  doc- 
tor, mother,  and  baby— Carnation  Milk  is 
processed  with  "prescription  accuracy' . It  is 
evaporated,  homogenized,  enriched  in  vita- 
min D,  and  sterilized,  under  the  most  rigid 
controls.  Constant  tests  and  vigilant  inspec- 
tion assure  the  highest  standards  of  safety. 


uniformity,  and  nutritional  value. .. stand- 
ards you  can  depend  on. 

So  when  you  prescribe  Carnation  Milk  by 
name,  you  know  every  can  that  hears  this 
name  is  worthy  of  your'  confidence.  The 
Carnation  Company  con- 
siders this  trust  of  the  med- 
ical profession  its  most 
valued  possession.  .. to 
be  protected  at  any  cost. 


RENctAues:  ^ 


& 


?v- 


m 


TÁMiNQTeitAm  esPÉcmcA 
foh  VIA  íhyectable  con  . 


ím 


Poíente  fórmolo  a base  del  Compfejo  Vitamínico  B 
y Acido  Ascórbicó  en  forma  deshidratado  por  el 
método  exclosivo  de  liofíVizaaón,  lo  que  aseguro  la 
estabilidad-  perfecta  de’  dichos  elementos  con  re- 
tención íntegra  dfe  su  efectividad  terapéutico. 

Posologío:  Uno  vócuia  de  lYO  B-C  por  vio  intro”- 
muscular  o endovenoso-. 

Rp."lYOB-C 

Váculo  de  5 cc.,  con  un  frosquito  de  aguo  destilado. 

SHARP  & DOHME  • PHILADELPHIA  1,  PA.,  E.  U.  A. 


ANUNCIANDO 


Clorhidrato  de 
AUREOMICINÁ 


i adaptabilidad  y amplitud  de  acción 
i que  disfruta  el  Clorhidrato  de 
ureomicina  Lederle,  tanto  para  com- 
itir  las  infecciones  bacterianas  como 
8 de  la  rickettsia  y gérmenes  similares 
los  virus,  está  siendo  rápidamente 
alorizada  por  los  clínicos. 

I Con  la  aplicación  de  este  nuevo 
atibiótico,  la  lucha  contra  los  gér* 
I lenes  infecciosos  ha  adelantado  en 
d forma  que  promete  para  un  futuro 
o muy  lejano  la  conquista  de  la 
layoría  de  los  microorganismos  para- 
¡tarios  conocidos  hasta  la  fecha. 


VENTAJAS  de  la  -AUREOMICINA 
Lederle — esencialmente  atóxica  (con 
la  excepción  de  estados  alérgicos) — 
Poca  probabilidad  de  que  los  organis- 
mos patógenos  se  vuelvan  reacios — 
Eficaz  contra  muchos  organismos  ante- 
riormente rebeldes  a la  quimioterapia 
— Ofrecida  en  formas  apropiadas  para 
administración  oral  y aplicación 
oftálmica. 

INDICACIONES -Util  para  dominar 
la  fiebre  punteada  de  las  Montañas 
Rocosas,  fiebre  de  Queensland,  tifus, 


riekettsiosis,  linfogranuloma  venéreo, 
sitacosis,  neumonía  atípica  primaria, 
rucelosis  aguda,  infecciones  causadas 
por  cocos  grampositivos  (especial- 
mente estafilococos)  penicilino-resis- 
tentes,  e infecciones  causadas  por 
organismos  coli-aerogenes.  En  la  fiebre 
tifoidea,  dosis  masivas  pueden  ser 
útiles. 

CAPSULAS:  Frascos  de  16,  250  mg.  cada 
cápsula;  frascos  de  25,  50  mg.  cada  cápsula. 

OFTALMICO:  Frascos  de  25  mg.,  con  gotero; 
se  prepara  la  solución  añadiendo  5 cc.  de 
agua  destilada. 


.EDERLE  LABORATORIES  DIVISION 

AMERICAN  Cuatiamid  com  pan  y 

lO  rockefeller  plaza,  NEW  YORK  20,  NEW  YORK 


W^hen  100  or  more  grams  oí  pro- 
tein per  day  must  be  administered 
to  a critically  ill  or  convalescent 
patient,  taste  and  bulk  are  real 
problems. 

Essenamine  is  an  essentially  taste- 
less protein  concentrate.  In  virtually 
pure  form,  adaptable  to  any  type  of 
diet,  Essenamine  supplies  large 
quantities  of  the  needed  amino 
acids.  May  be  administered  in  milk, 
broths,  fruit  and  vegetable  juices, 
meat  loaf,  baked  goods,  custards, 
ice  cream,  etc. 

The  required  amount  of  Essena- 
mine should  be  mixed  with  a small 
amount  of  cold  water  to  form  a 
smooth  paste;  then  add  liquid  or 
other  ingredients  gradually. 


. . . high  concentration  of  protein 


. . . minimum  bulk 


I 

! 


WI)ft«R(M>Stt*RWS 


. . . tasteless . . . bland  . . . unflavored 


Supplied  in  7 ’A  and  14  oz.  jars. 


INC.  Write  for  Recipe  Book: 

Specify  number  desired. 


Essenamine.  trademork  reg.  U.  S.  & Canada 


Professional  Building,  Ave.  de  Diego  308 
Santurce,  Puerto  Rico 
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EL  PRESTIGIO  Y LA  PRACTICA  DE  LA  PEDIATRIA 

JUAN  BASORA  DEFILLO,  M.D.* 

Santurce,  P.  R. 


No  fué  hasta  mediados  del  siglo  XIX 
que  nuestra  profesión  empezó  a dedicarse 
exclusivamente  al  estudio  del  niño.  La 
Pediatría  siempre  era  considerada  como 
parte  de  la  medicina  interna  y el  niño  se 
trataba  bajo  el  mismo  punto  de  vista  que 
el  adulto. 

Al  correr  de  la  historia,  desde  los  tiem- 
pos prehistóricos  hasta  mediados  del  siglo 
XIX,  vemos  datos  interesantes  menciona- 
dos por  los  historiadores  que  revelan  que 
aún  en  esas  fechas  había  cierta  inquietud 
en  considerar  los  casos  de  niños  y segre- 
gados de  la  práctica  general.  Hipócrates 
se  interesó  por  los  niños  como  casos  espe- 
ciales en  la  práctica  de  la  medicina.  Sus 
consejos  a los  médicos  de  aquella  época 
aún  hacen  eco  en  nuestros  días,  cuando  él 
mencionaba  que  se  permitiera  a la  natura- 
leza que  actuara  y que  el  médico  debía  ser 
una  ayuda  de  la  naturaleza  en  vez  de 
quererse  convertir  en  su  dueño.  En  Ingla- 
terra, Francia,  Alemania,  son  innumera- 
bles los  médicos  que  escribieron  artículos 
y libros  sobre  Pediatría.  Pero  como  he 
mencionado  antes,  no  fué  hasta  mediados 
del  siglo  XIX,  con  el  progreso  hecho 
por  las  ciencias  biológicas  y la  medicina 
general,  que  comenzó  el  interés  en  el  estu- 


•  Jefe  del  Departamento  de  Pediatría,  Hospital 
de  Distrito  de  Bayamdn. 


dio  preciso  y único  de  las  enfermedades 
de  los  niños. 

Blackfan  considera  a Jacobi  como  el 
Néstor  de  la  Pediatría  americana.  Jacobi 
más  de  medio  siglo  ha,  dijo  más  o menos 
esto  de  la  pediatría: — “La  pediatría  no 
trata  con  hombres  y mujeres  en  miniatu- 
ra con  dósis  reducida  y la  misma  clase  de 
enfermedad  en  cuerpos  pequeños,  pero  si 
tiene  su  propio  radio  de  acción  y horizonte 
y le  da  tanto  a la  medicina  general  como 
ha  recibido  de  ella.”  — Palabras  traducidas 
casi  literalmente  del  artículo  de  Blackfan. 
Dos  puntos  principales  ayudaron  a segre- 
gar el  estudio  y la  práctica  de  la  medicina 
infantil  de  la  medicina  general.  Los  pione- 
ros en  la  pediatría,  establecieron  sin  lugar 
a dudas,  que  el  niño  no  es  un  adulto  en 
miniatura  y sí  un  ser  diferente  en  proceso 
continuo  de  crecimiento  y desarrollo.  Crea- 
ron tanto  interés  en  este  concepto  que  bien 
pronto  hubo  que  hacer  reconocer  que  el 
niño,  aunque  no  un  adulto  en  miniatura 
debía  prepararse  para  convertirse  en  un  a- 
dulto  más  luego.  El  segundo,  y no  menos 
importante  asunto  que  influyó  en  el  cam- 
bio de  la  práctica  médica  y ayudó  a esta- 
blecer la  medicina  infantil,  fué  el  comien- 
zo y el  establecimiento  de  la  alimentación 
infantil  bajo  un  punto  de  vista  científico. 
Recordaremos  que  primero  fueron  las  die- 
tas compiladas  a base  de  por  ciento.  Elstos 
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cálculos  eran  hechos  matemáticamente  y 
elaborados  con  cuidado  en  los  laboratorios 
de  Nutrición.  Aunque  algunos  pediatras 
y médicos  en  la  práctica  general  aún  si- 
guen métodos  similares,  esos  cálculos  son 
muy  poco  usados.  Más  luego  vino  la  escue- 
la que  incluía  y enseñaba  la  alimentación 
a base  de  calorías  y vitaminas,  época  que 
regularizaba  al  niño  bajo  un  régimen  es- 
tricto. Los  que  han  seguido  la  evolución 
de  la  alimentación  infantil  sabrán  que  en 
la  era  presente  no  es  sólo  la  combinación 
lactea  con  agua  y carbohidratos  a base 
científica  lo  que  constituye  la  alimenta- 
ción infantil.  Otros  factores  de  tanta  o 
más  importancia  han  entrado  a formar 
parte  de  esa  alimentación. 

El  niño  se  considera  hoy  el  mejor  orá- 
culo en  la  alimentación.  No  pensamos  en 
limitar  las  cantidades  de  alimento  según 
la  edad  del  infante,  ni  tampoco  aconseja- 
mos alimentarlo  por  un  horario  estricto. 
Debemos  tener  en  consideración  el  desa- 
rrollo emocional  y mental  del  bebé  y logra- 
mos tenerlo  contento  y desarrollarse  con 
toda  felicidad  permitiéndole  el  alimento 
que  le  sea  necesario  y las  cantidades  que 
demanden  su  cuerpo  o sus  actividades.  Los 
trabajos  de  la  Dra.  Davis  en  Chicago,  el 
Dr.  Gessel  en  Yale,  el  Dr.  Aldrich  en  Min- 
nesota, nos  han  enseñado  que  al  niño  se 
le  debe  dejar  tomar  el  alimento  en  calidad 
y cantidad  según  lo  dicte  su  naturaleza. 
Aquí  viene  la  enseñanza  de  Hipócrates, 
adaptada  a nuestros  tiempos.  “No  seáis 
dueños  de  la  naturaleza  ni  querráis  cam- 
biarla, más  bien  seguid  los  mandatos  que 
ella  dicta.” 

La  pediatría  no  es  una  especialidad  de 
acuerdo  con  la  etimología  de  esa  palabra, 
si  nos  ceñimos  al  uso  común  del  vocablo. 
El  pediatra  no  se  dedica  al  estudio  o prác- 
tica de  la  profesión  en  un  sólo  órgano  o 
un  sólo  sistema  del  cuerpo  infantil  sino 
que  considera  todo  el  niño.  (The  whole 


child”)  como  lo  expresan  en  inglés.  Tam- 
poco podemos  limitar  la  práctica  de  la  pe- 
diatría al  cuidado  y tratamiento  de  las 
enfermedades  de  los  niños  únicamente. 
Estos,  si  bien  es  verdad  que  son  parte  im- 
portante del  trabajo  del  pediatra,  su  im- 
portancia es  sobrepasada  por  los  proble- 
mas de  crecimiento,  y desarrollo,  que  tie- 
nen una  influencia  directa  en  la  salud  fí- 
sica y mental  del  niño.  Todo  médico  que 
resuelva  atender  una  clientela  infantil  tie- 
ne por  lo  tanto  que  añadir  estos  conoci- 
mientos a su  arte  médico. 

Ciertas  peculiaridades  de  índole  anató- 
mica, fisiológica  e inmunológicas  se  notan 
prominentemente  en  la  práctica  de  la  me- 
dicina infantil  en  distintos  períodos  del 
crecimiento  y desarrollo.  Hablando  anató- 
micamente, encontramos  en  el  infante,  que 
la  punta  del  corazón  está  en  el  cuarto  inter- 
espacio fuera  de  la  línea  mamilar,  cuando 
en  el  adulto  ésta  se  encuentra  en  la  línea 
mamilar  y en  el  quinto  interespacio.  Los 
sónidos  cardíacos,  se  oyen  más  fuertemen- 
te en  el  niño.  La  respiración  del  lactante  es 
de  tipo  pueril  y ésta  para  el  médico  no 
entrenado  en  pediatría,  puede  ser  confun- 
dida con  la  respiración  broncovesicular  a- 
dulta.  El  examen  físico  de  un  adulto  que 
coopere  es  relativamente  fácil  pues  él  nos 
ayudará  y hará  todo  lo  posible  por  que  ob- 
tengamos los  datos  y detalles  necesarios 
para  un  buen  diagnóstico.  No  sucede  así 
con  un  bebé  que  no  respire  como  el  médico 
desea  ni  podrá  el  bebé  repetir  “uno,  dos”  o 
“treintitres”  para  poder  evaluar  el  frémito 
táctil.  Afortunadamente  los  bebés  lloran 
y con  ésto  nos  ayudan  en  el  examen.  En  la 
práctica  de  la  pediatría,  el  médico  tiene  que 
desarrollar  una  agudeza  y arte  diagnóstico 
no  comparable  con  la  práctica  de  la  medi- 
cina en  el  adulto.  No  debemos  olvidar  que 
los  medios  de  diagnósticos  usados  con  los 
niños  son  similares  a los  del  adulto,  pero 
hay  muchos  procedimiento  tales  como  las 
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intubaciones,  transfusiones,  clisis,  puncio- 
nes lumbares  y miringotomías  que  son  em- 
pleados con  más  frecuencia  en  los  niños. 

De  tanta  importancia  como  el  método  de 
diagnóstico  físico,  es  el  arte  y el  conoci- 
miento que  debe  tener  todo  pediatra  entre- 
nado, en  saber  interpretar  y evaluar  los 
valores  que  recibimos  del  laboratorio, 
corroborando  o no  el  juicio  clínico. 

Encontramos  diferencia  en  la  suscepti- 
bilidad hacia  las  enfermedades  al  compa- 
rarlas con  el  adulto.  La  inmunidad  natural 
protege  al  lactante  y sabemos  que  un  bebé, 
nacido  de  madre  que  haya  pasado  las  lla- 
madas enfermedades  de  la  niñez,  tiene  una 
defensa  natural  que  se  prolonga  de  tres  a 
seis  meses  después  de  nacido.  Si  esto  es 
verdad,  es  también  cierto  que  en  el  infante, 
como  en  el  adulto,  no  existe  inmunidad 
para  la  viruela,  la  varicela,  para  la  tos  fe- 
rina, ni  para  el  catarro  común. 

La  pediatría  preventiva  nos  trata  de  la 
inmunización  del  niño.  Debemos  inmunizar 
los  bebés  que  se  nos  confían  a nuestro  cui- 
dado y este  deber  no  debe  eludirse  por 
ninguna  circunstancia.  Hoy  día  contamos 
con  medios  de  inmunización  para  la  vi- 
ruela, la  difteria,  el  tétanos,  la  fiebre  tifoi- 
dea. Podemos  evitar  o podemos  atenuar  el 
sarampión.  Usualmente  se  recomienda  por 
pediatras,  empezar  las  inmunizaciones  con 
la  de  la  viruela.  Sabemos  que  el  recién 
nacido  no  está  inmune  a la  viruela  y mu- 
chos son  inmunizados  antes  del  año  de 
edad.  Del  sétimo  al  noveno  mes  de  vida 
infantil  se  comienza  la  serie  de  inyecciones 
para  la  difteria  y la  tos  ferina.  Sobre  la 
tos  ferina  hay  muchas  opiniones  y en  mu- 
chos casos  los  pediatras  aconsejan  dar  la 
inmunización  de  la  tos  ferina  a edad 
temprana  y usando  la  vacuna  de  Sauer, 
de  30,000  M de  organismo  por  centímetros 
cúbicos.  Al  hacer  esto  tratamos  de  llevar  al 
niño  por  este  período  de  la  infancia  sin 
peligro  a contraer  la  tos  ferina.  A los  seis 


o siete  meses  de  edad,  cuando  empezamos 
la  inmunización  para  la  difteria  por  lo  re- 
gular usamos  renovar  la  protección  para 
la  tos  ferina  también  y al  mismo  tiempo 
inmunizar  contra  el  tétanos.  Todos  conoce- 
mos la  forma  de  vacuna  de  triple  inmuni- 
zación para  la  difteria,  tos  ferina  y tétanos 
que  se  usa  actualmente  con  bastante  évito. 

En  caso  de  necesidad  y si  el  niño  vive  en 
una  zona  endémica,  se  le  debe  inmunizar 
contra  la  fiebre  tifoidea.  En  ese  caso  se 
recomienda  usar  las  dósis  a la  mitad  del 
adulto. 

Cuando  uno  se  presenta  ante  un  niño 
enfermo,  nos  encontramos  con  la  dificul- 
tad de  no  poder  obtener  de  él  una  historia 
amplia.  Para  la  historia  dependemos  de  la^ 
información  de  la  madre  o de  otro  fami- 
liar que  bien  puede  ser  parco  en  su  histo- 
ria o exagerar  demasiado  ésta.  No  debe- 
mos desechar  como  no  importantes  sínto- 
mas tales  como  vómitos,  diarrea  y convul- 
siones en  los  niños,  pués  aunque  son  comu- 
nes en  este  período  infantil,  se  evalúan 
mal  por  los  no  expertos.  El  médico  entre- 
nado en  pediatría  reconocerá  en  estos  sín- 
tomas una  voz  de  alarma,  una  señal  de 
peligro  y de  posible  gravedad  en  el  niño. 
No  se  debe  resolver  por  teléfono  una  con- 
sulta de  una  madre  que  nos  dice  que  su 
hijo  tiene  convulsiones  o está  teniendo 
vómitos.  No  todo  síntoma  relacionado  con 
el  sistema  gastro-intestinal  es  debido  a in- 
fección intestinal,  sin  embargo  con  mucha 
frecuencia  he  observado  casos  en  los  cua- 
les se  me  ha  llamado  y que  un  compañero 
anteriormente  le  había  clasificado  como 
infección  intestinal  y resultaba  tener  una 
pulmonía.  Vemos  muchos  niños  con  fre- 
cuencia, que  por  tener  diarrea  o vómitos 
son  tratados  con  purgantes  y enemas  que 
lo  que  hacen  es  empeorar  su  estado  y pro- 
ducir una  deshidratación,  acidosis  y ane- 
mia. Las  diarreas  pueden  ser  causadas  por 
una  infección  parenteral  sin  tener  origen 
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ni  relación  alguna  con  el  sistema  gastro- 
intestinal. 

Los  que  llevamos  ya  algún  tiempo  en 
la  práctica  de  la  medicina  infantil  sabemos 
lo  importante  y lo  difícil  que  es  evaluar 
un  dolor  de  vientre  en  un  niño. 

En  el  bebé  el  vólvulo  y la  intususcepción 
son  muy  comunes  y estos  también  pueden 
ser  la  causa  del  dolor  en  niños  mayorcitos. 
El  tacto  rectal  es  muy  importante  en  estos 
casos.  En  los  casos  de  intususcepción  al 
hacer  un  tacto  rectal  notaremos  una  sensa- 
ción de  invaginación  y al  mismo  tiempo 
encontraremos  una  substancia  sangui- 
nolenta y gelatinosa  en  el  guante  al  retirar 
el  dedo  del  recto.  Esto  lo  considera  Mont- 
gomery de  Chicago,  como  patognomónico 
de  intususcepción. 

El  dolor  de  vientre  puede  ser  un  heraldo 
de  una  infección  parenteral  o de  una  con- 
dición sistémica,  y ya  sabemos  por  expe- 
riencia como  se  han  hecho  diagnósticos 
erróneos  de  apendicitis  y se  han  operado 
niños  que  lo  que  tenían  era  tonsilitis,  una 
pulmonía,  o estaban  padeciendo  de  una 
condición  sistemática.  El  doctor  Brenne- 
nian  llamaba  a estos  síntomas  las  amíg- 
dalas abdominales. 

Si  consideramos  sucintamente  algunos 
aspectos  relacionados  con  la  patología  ve- 
mos como  existe  diferencia  con  los  del 
adulto.  En  el  período  prenatal  pueden  ocu- 
rrir muchos  procesos  que  pueden  ser  la 
causa  de  muerte  del  feto  o pueden  existir 
condiciones  que  produzcan  defectos  de 
resultados  adversos  en  el  desarrollo  y cre- 
cimiento del  niño. 

Todos  conocemos  los  informes  originados 
en  Australia  y también  confirmados  en  los 
Estados  Unidos  y Europa  de  los  defectos 
físicos  que  puede  tener  el  feto  al  nacer, 
si  la  madre  durante  el  embarazo  es  ataca- 
da por  rubella  o por  otra  de  estas  enfer- 
medades contagiosas.  Los  defectos  ocurren 
si  a la  madre  le  da  el  sarampión  alemán 


antes  del  tercer  mes  de  embarazo.  Sabe- 
mos que  ya  para  el  tercer  mes  de  embarazo 
están  todos  los  órganos  fetales  formados 
y cualquiera  condición  que  altere  el  desa- 
rrollo de  éstos  puede  ser  la  causa  de  defec- 
tos físicos.  Entre  los  defectos  congénitos 
se  menciona  como  de  más  frecuencia  la 
catarata  congénita. 


Es  importante  desde  el  punto  de  vista 
preventivo  que  el  tocólogo  obtenga  una 
historia  completa  obstétrica  de  la  madre. 
Sabemos  que  los  abortos  o los  casos  nati- 
muertos  no  se  deben  solamente  a endome- 
tritis o a malposición  del  útero.  Una  mu- 
jer que  ha  tenido  uno  o dos  hijos  bien  y 
después  tiene  natimuertos  o abortos  puede 
estar  en  el  grupo  que  da  a luz  niños  eritro- 
blásticos.  El  tocólogo  y el  pediatra  de- 
ben estar  de  acuerdo  cuando  existe  un 
caso  de  esta  índole.  La  eritroblastosis  fe- 
talis, enfermedad  del  recién  nacido,  causa- 
da por  aglutígenos  en  la  sangre  en  madre 
Rh(  — ) y de  padre  Rh(-{-)  es  una  enfer- 
medad seria.  Solamente  los  mencionamos 
en  este  caso  pues  no  tenemos  tiempo  para 
discutirla  ni  es  este  el  momento  de  hacer- 
lo en  esta  clase  de  trabajo. 

De  relativamente  reciente  interés  para 
el  pediatra  es  haber  entrado  en  el  campo 
de  la  higiene  mental.  Dr.  Crothers,  de 
Boston,  ha  sido  uno  de  los  iniciadores  de 
este  movimiento.  Dice,  Crothers;  “El  pe- 
diatra debe  conocer  las  enfermedades  de 
los  niños  y debe  poder  predecir  sus  impli- 
caciones”. “Esto  quiere  decir”,  continúa 
Crothers,  “que  el  pediatra  debe  saber  en- 
tender el  efecto  de  la  enfermedad  y sus 
actividades  médicas  en  conexión  con  las 
enfermedades  en  cada  niño  en  particular, 
en  los  padres,  y en  la  escuela.  En  una  pala- 
bra, el  aceptar  esta  encomienda,  obliga  al 
pediatra  a adquirir  habilidad  para  atender 
el  crecimiento  y el  desarrollo  del  niño  y a 
reconocer  la  existencia  y los  grados  de' 
desviación  intelectual  y emocional  y a con-' 
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siderar  cualquier  factor  familiar,  social  y 
educacional  que  pueda  interferir  con  la  so- 
lución de  los  planes  esbozados”. 

Crothers  indica  que  el  pediatra  de  esta 
manera  acepta  la  encomienda  de  propor- 
cionar inteligentemente  un  cuidado  médico 
a los  niños.  Crothers  hábilmente  desarrolla 
en  su  libro  “A  Pediatritian  in  Search  of 
Mental  Hygiene”  conceptos  muy  claros  y 
presenta  sus  puntos  de  vista.  El  define  al 
pediatra  como  una  persona  que  puede  ade- 
más de  curar  las  enfermedades  físicas  del 
niño,  entrar  en  consideración  del  medio 
ambiente,  de  la  escuela,  los  currículos  es- 
colares, los  factores  sociales  y el  status 
emocional  e intelectual  de  los  padres.  El 
pediatra  puede  hacer  mucho  para  ayudar 
a los  niños  bajo  su  cuidado  a llevar  vidas 
más  felices  y efectivas;  a comportarse  y 
ajustarse  a las  tareas  escolares  y en  gene- 
ral a llegar  a la  adolescencia  sin  dificulta- 
des ni  entorpecimientos  mentales  o emo- 
cionales. 

Al  llegar  a este  punto  del  adolescente 
nos  encontramos  con  un  tema  muy  debati- 
do. El  pediatra  hasta  hace  poco  limitaba 
su  interés  hasta  el  niño  de  doce  años  de  e- 
dad,  división  muy  arbitraria  que  limita 
la  práctica  de  la  pediatría.  Desde  algún 
tiempo  se  habla  y se  va  extendiendo  la 
idea  de  que  el  pediatra  debe  ser  el  médico 
a cargo  del  adolescente.  Durante  este  pe- 
ríodo de  tanta  dificultad  e inestabilidad, 
ocurren  muchos  problemas  de  índole  emo- 
cional y físico.  El  niño  se  convierte  en  un 
ser  maduro.  El  interés  por  el  sexo  opuesto 
aumenta.  Estos  niños  deben  ser  guiados 
muy  cuidadosamente  y se  les  deben  inter- 
pretar sus  emociones  y síntomas  para  no 
crearles  confusiones  que  puedan  serle 
perjudiciales  en  su  desarrollo.  El  conoci- 
miento de  los  problemas  del  adolescente 
está  relacionado  con  el  incidente  de  su 
vida  de  niño  y el  reconocimiento  de  estos 
hace  que  el  concepto  pediatría  se  aumente 


y en  vez  de  limitarse  a las  enfermedades 
de  la  niñez,  el  concepto  moderno  es  el  de 
estudio  de  los  factores  que  influyen  en  el 
crecimiento  y desarrollo  de  cada  individuo 
en  particular. 

He  tratado  muy  ligeramente  todas  estas 
consideraciones  que  necesitan  ser  medita- 
das por  los  que  nos  hemos  impuesto  el  de- 
ber de  guiar  el  desarrollo  y el  crecimiento 
de  los  niños  que  atendemos  en  nuestra 
práctica  médica  y por  los  médicos  en  ge- 
neral. 

Hay  otro  punto  que  deseo  tratar.  El  cam- 
po tie  la  pediatría  está  aún  virgen  en  nues- 
tra Isla.  Hay  un  grupo  distinguido  de  mé- 
dicos que  practican  la  medicina  infantil 
como  una  especialidad  exclusivamente. 
Hay  en  perspectiva  muchos  médicos  jóve- 
nes interesados  en  entrar  en  este  campo  y 
estoy  seguro  que  el  sentir  de  todos  los  que 
nos  dedicamos  a la  pediatría  es  darle  nues- 
tra más  cordial  bienvenida.  Deseo  hacer 
unas  sugestiones  a esta  juventud  médica. 
La  pediatría  es  una  especialidad  que  atien- 
de todo  el  organismo  infantil ; que  estudia 
todos  los  factores  que  influyen  en  el  creci- 
miento y el  desarrollo  del  individuo.  Sin 
embargo  vemos  como  se  van  deslindando 
los  campos  y se  forman  especialistas  den- 
tro de  la  especialidad  de  pediatría.  La  ci- 
rugía infantil  rama  de  la  cirugía  general, 
es  de  mucha  promesa  y en  Puerto  Rico  su 
acción  es  aún  muy  poca.  El  cirujano  gene- 
ral atiende  los  casos  de  niños,  pero  los  que 
hemos  trabajado  en  hospitales  por  muchos 
años,  compartiendo  la  labor  con  distingui- 
dos cirujanos  generales,  nos  damos  cuenta 
que  debe  haber  médicos  que  se  dediquen 
a la  cirugía  infantil  exclusivamente. 

La  otorrinolaringología,  la  alergia,  der- 
matología y otros  tantos  ramos  de  la  me- 
dicina se  practican  como  especialidades  en- 
tre los  niños  y hay  mucho  campo  para 
todas  ellas. 

La  práctica  de  la  pediatría  es  extensa. 
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Sus  ramificaciones  cubren  todo  el  organis- 
mo del  individuo.  No  es  el  pediatra,  como 
lo  quieren  hacer  aparecer  algunos  compa- 
ñeros, un  médico  para  hacer  fórmulas  a un 
bebé.  El  pediatra  es  un  médico  bien  entre- 
nado en  las  cosas  de  la  medicina  infantil 
y entendido  en  los  factores  que  están  rela- 
cionados con  el  crecimiento  y desarrollo, 
y bienestar  del  individuo. 

Es  necesario  que  la  pediatría  sea  debi- 
damente reconocida  como  una  especialidad 
en  nuestra  isla.  Hoy  día  es  verdad  que  no 
hay  suficientes  pediatras  para  atender  el 
volumen  tan  grande  de  medicina  infantil 
en  un  país  donde  la  natalidad  es  tan  gran- 
de. Siempre  estará  llamado  a atender  la 
mayor  parte  de  los  casos  de  niños,  el  mé- 
dico general.  Esto  es  correcto  y debe  ha- 
cerlo, pero  debe  haber  suficiente  entrena- 
miento para  que  se  pueda  ofrecer  los  ser- 
vicios profesionales  más  eficientes,  y 
nuestros  niños  reciban  un  cuidado  digno 
de  una  profesión  noble  e ilustre  como  lo 
es  la  medicina. 

Yo  creo  que  el  médico  general  no  nece- 
sita anotarse  una  cadena  de  especialidades 
y no  tiene  que  ponerse  un  título  de  espe- 
cialista en  niños.  El  médico  general  siem- 
pre verá  y atenderá  un  alto  porciento  de 
niños,  pero  cuando  se  le  presenten  proble- 
mas de  diagnósticos  en  pediatría  y que 
él  no  pueda  resolver  debe  referirlos  a los 
que  están  más  entrenados  en  el  campo  de 
la  medicina  infantil.  El  tocólogo  a veces 
se  dedica  a la  pediatría  y por  lo  tanto  dis- 
trae su  interés  de  la  parte  importante  a 
que  se  dedica  que  es  la  obstetricia.  Aunque 
debemos  reconocerle  al  tocólogo  su  res- 
ponsabilidad durante  los  primeros  días  de 
vida  para  el  infante,  no  debe  él  dedicarse 
a la  práctica  de  la  pediatría. 

Hay  varios  grupos  de  profesionales,  no 


médicos,  cuyo  interés  por  los  niños  los 
hace  acreedores  a nuestra  consideración. 
Me  refiero  a los  nutricionistas  y a los  tra- 
bajadores sociales.  El  nutricionista  en- 
trenado tiene  amplio  conocimiento  en  die- 
tas, sus  valores  calóricos,  vitaminas  y sus 
usos  efectivos  para  combatir  la  mala  nu- 
trición. El  radio  de  acción  de  estos  profe- 
sionales no  médicos  es  limitado  sin  embar- 
go. Debemos  estimular  su  interés  y obte- 
ner su  ayuda  y sus  consejos  en  los  casos 
de  nutrición.  Su  acción  no  debe  excederse 
hasta  rayar  en  dar  consejos  que  puedan 
estar  en  desacuerdo  con  la  práctica  de  la 
medicina  infantil.  Ellos  tienen  un  sitial 
prominente  en  nuestra  cultura  médica  y 
deben  trabajar  con  el  médico  y de  acuerdo 
con  las  advertencias  del  facultativo. 

Debo  decir  lo  mismo  al  referirme  a los 
trabajadores  sociales  y a las  enfermeras 
de  salud  pública,  a los  psicólogos,  cuyo 
interés  en  el  bienestar  y el  cuidado  de  los 
niños  les  hace  acreedores  a nuestro  reco- 
nocimiento. Todos  estos  trabajadores  pro- 
fesionales, no  médicos,  pueden  ser  de  gran 
ayuda  actuando  como  eslabón  en  la  cadena 
de  relaciones  médico-sociales  del  paciente, 
el  médico,  su  familia  y el  ambiente  en  que 
se  desenvuelve  el  paciente. 

La  pediatría  es  digna  de  considerarse 
como  una  especialidad  de  reconocida  dis- 
tinción y merece  el  respeto  y consideración 
de  todos  los  que  la  practican  y de  los  mé- 
dicos y la  comunidad  en  general.  Los  que 
somos  fieles  devotos  de  esta  especialidad 
recibimos  en  pago  la  satisfacción  tan 
grande  que  es  el  poder  atender  un  niño 
cuando  éste  viene  a nosotros  para  su  cui- 
dado. Todos  los  pediatras  debemos  prote- 
ger el  honor,  la  nobleza  y el  prestigio  de 
esta  especialidad. 
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Entre  las  necesidades  básicas  del  recién 
nacido,  la  del  oxígeno  es  probablemente  la 
más  importante  y fundamental.  Es  bien 
sabido  que  el  neonato  recibe  su  primera 
provisión  de  oxígeno  por  medio  del  llanto. 
Por  eso,  esperamos  el  lloro  del  recién  na- 
cido con  gran  ansiedad.  Es  verdad  que 
se  ha  descrito  el  “vagitus  uterinus”,  pero 
ese  fenómeno  es  seguramente  un  ensayo 
excepcional  que  tiene  muy  poca  o ninguna 
significación  fisiológica.  Lo  cierto  es  que 
en  ninguna  otra  etapa  de  la  vida  del  niño 
se  escucha  su  llanto  con  tan  alegre  devo- 
ción ni  con  tan  grato  sentido  de  seguri- 
dad como  cuando  acaba  de  nacer.  En  efec- 
to el  primer  lloro  resulta  tan  dramático, 
suena  tan  claro,  tan  convincente  y tan 
eficaz,  que  muchos  padres  y no  pocos  mé- 
dicos piensan  que  la  función  respiratoria 
se  establece  entonces  plena  y definitiva- 
mente. 

Conviene,  no  obstante,  aclarar  ese  con- 
cepto. Es  verdad  que  el  primer  lloro  ayuda 
a establecer  la  función  respiratoria,  pero 
no  es  menos  cierto  que  esa  función  es,  en 
sus  inicios,  inadecuada,  y,  por  lo  tanto,  ten- 
drán que  pasar  varias  semanas  de  cuida- 
doso ejercicio,  antes  de  que  se  perfeccione 
y de  que  alcance  madurez  funcional.  Cuan- 
do el  niño  nace  se  establece  un  reajuste 
tan  drástico  y tan  rápido  de  su  fisiología 
que  no  es  posible  esperar  que  se  realice 
totalmente  sin  la  ayuda  ajena.  Al  efecto, 
se  ha  comprobado  recientemente,  que  para 
que  el  mecanismo  de  la  función  respirato- 
ria continúe  funcionando  sin  tropiezos  y 
sin  desperfectos  la  ayuda  amable  y eficaz 
de  las  personas  que  atienden  al  niño  es 
absolutamente  necesaria. 

El  primer  lloro  del  recién  nacido  es  au- 


tomático. No  obstante,  el  primer  llanto 
ser  una  acción  refleja  encarna  gran  tras- 
cendencia fisiológica.  En  primer  lugar, 
mediante  los  vigorosos  movimientos  mus- 
culares que  le  acompañan,  impulsa  la  ex- 
pansión pulmonar,  iniciando  de  ese  modo, 
la  función  salvadora  de  la  respiración.  Sa- 
bemos además  que  el  llanto  contrae  el  dia- 
fragma produciendo  una  acción,  similar  a 
la  del  fuelle,  que  sirva  alternativamente 
para  expeler  líquido  de  los  pulmones  y ex- 
traer el  oxígeno  del  aire.  No  obstante  la 
realidad  comprobada  de  tales  hechos,  con- 
viene mencionar  que  algunos  investigado- 
res de  la  materia  sostienen,  en  nuestro 
concepto  equivocadamente,  que  la  expre- 
sión vocal  que  precede  a la  primera  respi- 
ración es  puramente  accidental,  originán- 
dose por  la  acción  valvular  de  las  cuerdas 
vocales,  al  entrar  y salir  el  aire  por  las 
vías  respiratorias. 

Sea  como  fuere,  el  niño  al  nacer,  se 
confronta  en  seguida  con  un  problema  muy 
grande  en  cuanto  se  refiere  a la  función 
respiratoria.  Por  eso  se  ha  dicho^  que 
“el  recién  nacido  vive  constantemente  en 
una  condición  de  insuficiencia  fisiológica 
respiratoria”.  La  verdad  es  que  a pesar 
de  que  el  aire  contiene  una  plétora  de 
oxígeno,  el  recién  nacido  vive  en  perenne 
penuria  de  ese  gas  esencial  debido,  en 
primer  lugar,  a la  inmadurez  del  sistema 
respiratorio,  y,  en  segundo  término,  a que 
el  organismo  del  neonato  está  preparado 
para  respirar  por  medio  de  la  placenta  so- 
lamente. Por  eso  es  que  para  comprender 
con  entera  claridad  la  importancia  del  pro- 
blema es  preciso  conocer  antes  ciertas  fa- 
ces del  crecimiento  que  están  relacionadas 
íntimamente  con  el  problema. 
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Los  hombres  de  ciencia  han  demostra- 
do recientemente,  mediante  muy  interesan- 
tes experimentos,  que  el  metabolismo  del 
cerebro  es  mucho  más  intenso  durante  el 
período  prenatal  que  más  tarde  en  la  in- 
fancia. Y han  demostrado  también  que 
aquella  parte  del  cerebro  que  es  caracte- 
rística del  ser  humano — la  materia  gris — 
requiere  para  su  desarrollo,  dos  veces  más 
oxígeno  que  los  demás  tejidos  del  sistema 
nervioso.  Es  obvio,  por  lo  tanto,  que  du- 
rante el  período  neonatal  existe  una  de- 
manda de  oxígeno  mucho  mayor  que  la  que 
se  encuentra  en  ninguna  otra  etapa  de  la 
vida  del  niño. 

El  niño  prenatal,  al  carecer  de  acceso 
al  aire  exterior,  respira  de  la  placenta 
por  medio  de  la  sangre.  La  ración  de 
oxígeno  que  recibe  escasea  cuando  el  sis- 
tema nervioso  comienza  a desarrollar.  Por 
eso  estudios  hematológicos  han  demostrado 
que  el  feto,  al  igual  que  las  personas  que 
viven  en  altitudes  extremadamente  altas, 
sufre  de  una  privación  progresiva  de  oxí- 
geno. 

Semejante  penuria  de  oxígeno  coloca 
al  ser  humano  en  el  momento  del  nacimien- 
to en  una  condición  de  inferioridad  que 
no  tiene  paralelo  en  el  reino  animal.  El 
cerebro  humano — en  madurez  su  mayor 
adquisición  para  la  supervivencia — es  a la 
vez  la  rémora  mayor  que  tiene  el  niño  al 
iniciar  la  vida  extrauterina.  Por  consi- 
guiente es  menester  evitar  todo  cuanto 
pueda  interferir  con  una  adecuada  provi- 
sión de  oxígeno.  Por  ese  motivo  siempre 
nos  hemos  opuesto  al  uso  rutinario  de  los 
agentes  analgésicos  y anestésicos  en  el 
curso  de  los  partos  normales.  El  efecto 
que  tales  fármacos  producen  en  el  matabo- 
lismo  cerebral  del  niño  se  entiende  mejor 
si  atendemos  a las  observaciones  que  sobre 
la  materia  han  informado  Schreiber  y Co- 
le^  demostrando  que  la  causa  principal  de 
los  episodios  anoxémicos  graves  del  recién 


nacido  se  debe  en  gran  parte  al  uso  excesi- 
vo de  las  referidas  drogas.  Aquí  convie- 
ne mencionar  también  las  experiencias  del 
Doctor  Faber^  quien  ha  declarado,  des- 
pués de  un  concienzudo  estudio,  que  los 
estados  de  anoxemia  que  el  niño  sufre 
durante  la  etapa  prenatal,  el  parto  y el 
período  neonatal  constituyen  la  causa  prin- 
cipal de  los  desperfectos  cerebrales,  que  a 
su  vez,  motivan  las  deficiencias  mentales, 
las  parálisis  espásticas,  la  epilepsia  y 
demás  trastornos  neurológicos  que  afectan 
a la  infancia. 

Es  preciso  recordar  que  los  recién  na- 
cidos de  los  demás  mamíferos,  aunque  co- 
rren parecidos  riesgos,  que  los  recién  na- 
cidos humanos  en  cuanto  se  refiere  a los 
traumas  del  nacimiento,  tienen,  sin  embar- 
go, la  ventaja  de  que  su  desarrollo  cerebral 
requiere  tan  poco  oxígeno  que  una  dismi- 
nución transitoria  de  ése  no  produce  daños 
de  significación  en  sus  cerebros.  De  ahí 
que  es  rarísimo  observar  animales  recién 
nacidos  que  sufran  de  las  conocidas  paráli- 
sis de  nacimiento  que  afectan  a los  seres 
humanos. 

El  cerebro  del  niño  es,  aún  después  de 
nacido  y por  varios  meses  más,  un  órgano 
muy  caro  a la  economía  metabólica  del 
cuerpo,  debido  a que  se  necesita  para  su 
mantenimiento  y desarrollo,  gran  parte  del 
oxígeno  con  que  cuenta  el  organismo.  Tal 
necesidad  de  oxígeno  ocurre  precisamente 
durante  el  período  en  que  el  cuerpo,  y, 
especialmente  el  pecho,  tienen,  a la  vez,  que 
continuar  desarrollando,  para  así  poder  su- 
plir una  cantidad  adecuada  del  menciona- 
do gas.  Tal  es,  pues,  el  grave  problema 
con  que  se  confronta  el  neonato,  problema 
que  debemos  ayudar  a resolver  los  que  le 
atendemos,  en  aras  de  su  futuro  bienestar. 

No  hace  mucho  tiempo  cuando  se  pen- 
saba que  el  primer  llanto  del  recién  naci- 
do era  señal  inequívoca  de  que  el  infante 
había  cambiado  súbitamente  la  vida  vege- 
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tativa  que  llevaba  en  el  seno  de  la  madre 
por  una  de  libertad  respiratoria  en  el  mun- 
do exterior.  Ahora  sabemos  que  tal  cam- 
bio es  un  proceso  lento  y evolutivo  de 
ajuste  a un  nuevo  ambiente  que  no  se 
completa  sino  hasta  varias  semanas  más 
tarde.  Si  consideramos  el  inmenso  obs- 
táculo que  representa  la  persistencia  de  la 
fisiología  pre-natal  y advertimos  que  el 
niño  no  puede  olvidar  abruptamente  cuanto 
estuvo  practicando  por  muchos  meses  en 
el  seno  de  la  madre  se  nos  hará  más  fácil 
comprender  lo  lento  y penoso  que  resulta 
ese  proceso. 

Según  se  ha  comprobado,  movimientos 
similares  a los  de  la  respiración  se  han  ob- 
servado en  el  niño  antes  de  nacer.  Es 
evidente  que  tales  movimientos  no  pueden 
ser  de  respiración  de  aire  puesto  que  el 
niño  yace  entonces  en  una  bolsa  de  agua, 
siendo  la  placenta  su  principal  fuente  de 
oxígeno.  Como  se  sabe,  la  sangre  es  el 
vehículo  de  la  respiración  durante  ese  tiem- 
po. Veamos  lo  que  sucede  en  realidad.  El 
oxígeno  se  almacena  en  los  glóbulos  rojos 
de  los  vasos  sanguíneos  del  hígado.  Ese 
órgano  tiene  en  el  feto  además  de  la  fun- 
ción hematopoyética,  la  función  respirato- 
ria, sirviendo  a manera  de  pulmón  cuando 
recibe  la  sangre  oxigenada  de  la  placenta. 
El  extenso  músculo  del  diafragma  que  ar- 
quea en  forma  de  copa  debajo  del  hígado, 
tiene,  al  moverse  hacia  arriba,  un  efecto 
de  succión  sobre  esa  especie  de  pulmón 
transitorio,  haciendo  pasar  de  ese  modo  la 
sangre  a los  pulmones  y al  cebrero  del  feto. 
Sabemos  también  que  ciertos  movimientos 
fetales  (torsión,  flexión  y extensión  del 
dorso),  como  otros  durante  el  período  neo- 
natal (movimiento  culebreante  del  cuer- 
po) ayudan  eficazmente  al  diafragma  en 
el  desempeño  de  la  referida  función  respi- 
ratoria. Se  ha  comprobado  además  que  el 
pecho  con  sus  débiles  y complicados  mús- 
culos intercostales  no  es  suficiente  por  sí 


solo  para  realizar  la  mencionada  función 
porque  la  caja  torácica  no  puede  subir  y 
bajar  adecuadamente  con  cada  movimien- 
to respiratorio  debido  a que  no  se  lo  permi- 
te su  peculiar  estructura  anatómica.  Las 
costillas  al  extenderse  al  nivel  de  la  cintu- 
ra para  brindar  holgado  acomodo  al  híga- 
do se  extienden  horizontalmente  o se  incli- 
nan un  poco  hacia  arriba.  Con  ese  motivo 
el  pecho  del  recién  nacido  se  mantiene 
prácticamente  fijo  durante  las  primeras 
semanas  de  la  vida. 

Es  posible  observar,  de  vez  en  cuando, 
el  tipo  de  respiración  prenatal  en  el  recién 
nacido.  Lo  que  vemos  en  tales  casos  es 
un  movimiento  espasmódico  de  succión  del 
diafragma  con  aplanamiento  del  vientre. 
Luego,  al  entrar  el  aire  a los  pulmones  y 
apiñarse  el  hígado  y los  intestinos  en  el 
vientre,  se  observa  un  relajamiento  de  los 
músculos  abdominales  con  marcada  protu- 
sión  del  vientre.  De  ahí  que  sólo  después 
de  entender  a plenitud  el  mecanismo  de  la 
respiración  prenatal  es  que  podemos  ex- 
plicarnos ciertos  hechos  que  de  otra  ma- 
nera nos  parecerían  una  extraña  paradoja. 

Los  primeros  lloros  del  recién  nacido 
consisten  de  una  serie  de  expiraciones  más 
o menos  violentas.  Cuando  el  recién  naci- 
do no  llora  la  respiración  es  generalmen- 
te tan  llana  y tan  rápida  que  es  casi  impo- 
sible contarla,  a menos  que  usemos  las 
gráficas  mecánicas.  Estos  dispositivos  de- 
muestran que  aún  en  tales  ocasiones  las  ex- 
piraciones son  más  prolongadas  que  las  tan 
penosamente  necesitadas  inspiraciones.  De- 
más está  advertir  que  debíamos  esperar 
todo  lo  contrarío  al  pensar  en  la  anoxemia 
que  padece  el  recién  nacido.  Semejante 
comportamiento  sólo  puede  entenderse  a 
base  de  pasadas  actuaciones.  Tales  actua- 
ciones han  demostrado  plenamente  que  el 
músculo  diafragmático  comienza  a funcio- 
nar de  una  manera  completamente  distinta 
después  del  nacimiento  a como  funciona- 
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ba  antes.  Es  decir  su  función  post-natal 
consiste  en  succionar  hacia  abajo  para 
extraer  aire,  mientras  que  durante  el  pe- 
ríodo prenatal,  su  acción  era  a base  de  suc- 
ción hacia  arriba. 

Es  evidente  que  un  cambio  de  esa  na- 
turaleza, tan  drástico  y opuesto,  requiere 
mucho  tiempo  para  realizarse  completa- 
mente. Así  pasa  también  con  el  pecho.  Ha- 
biendo permanecido  inactivo  durante  el  pe- 
ríodo prenatal  necesita  tiempo  para  adap- 
tarse al  papel  activo  que  desempeña  en  la 
respiración  después  del  nacimiento.  El 
niño  tiene  después  que  nace  aunque  por 
corta  duración,  dos  fuentes  de  abasteci- 
miento de  oxígeno;  la  atmósfera  y su  pro- 
pio hígado,  no  pudiendo  confiar  mucho  en 
la  segunda  por  que  es  pequeña  y porque 
además  se  desvanece  rápidamente. 

Sabemos  que  la  carencia  prolongada  de 
oxígeno  produce  en  el  niño  daños  que  son 
invisibles  de  momento  pero  que  resultan 
luego  de  gran  importancia  para  su  futura 
vida  emocional.  El  mecanismo  mediante  el 
cual  se  producen  algunas  de  las  referidas 
condiciones  es  sencillo.  Mientras  se  esta- 
blece la  función  respiratoria,  se  inicia  tam- 
bién el  metabolismo  del  sistema  nervioso, 
dependiendo,  como  es  natural,  la  respira- 
ción interna  de  los  órganos,  del  abasto  de 
oxígeno  que  la  respiración  externa  del 
cuerpo  pueda  brindarles.  De  modo  que 
si  la  respiración  externa  no  se  desarrolla 
a plenitud,  el  metabolismo  interno  tendrá 
que  operar  con  escasas  raciones  de  oxíge- 
no sufriendo  así  las  consecuencias  el  desa- 
rrollo de  las  células  cerebrales.  Con  ese 
motivo  el  lumen  de  los  vasos  sanguíneos 
del  cerebro  que  comienzan  a desarrollar 
pueden  resultar  pequeños  para  irrigar  de- 
bidamente a las  células  nerviosas;  las  vai- 
nas mielínicas  que  protegen  y nutren  las 
fibras  nerviosas  pueden  desarrollarse  im- 
perfectas y de  ese  modo  el  propio  meta- 
bolismo del  cerebro  se  establece  sobre  una 


base  muy  pobre.  Tales  dificultades  pueden 
debilitar  de  tal  manera  al  individuo  que 
lo  incapaciten  biológicamente  para  encarar 
las  luchas  de  la  vida. 

Ahora  que  conocemos  los  detalles  de 
las  vicisitudes  anoxémicas  que  sufre  el  re- 
cién nacido  cabe  preguntar  que  es  lo  que 
podemos  hacer  para  prevenirlas  o aliviar- 
las. Es  obvio  que  la  madre  no  puede  en- 
señar a respirar  al  recién  nacido.  Y quie- 
ra Dios  que  nunca  lo  intente.  Puesto  que 
su  amoroso  intento  de  enseñarlo  a comer 
termina  casi  siempre  con  la  anorexia.  La 
madre,  puede,  no  obstante,  facilitar  el  es- 
tímulo que  el  niño  necesita  para  activar  en 
él  importantes  mecanismos  reflejos.  No 
olvidemos  que  se  ha  comprobado  que  el 
mero  contacto  del  niño  con  la  madre  esti- 
mula la  función  respiratoria,  iniciando  au- 
tomáticamente inspiraciones  más  profun- 
das. De  ahí  que  coger  al  recién  nacido, 
mimarlo,  amamantarlo  libre  y frecuente- 
mente sirven  de  sanas  estimulaciones  refle- 
jas que  preparan  y avivan  su  mecanismo 
respiratorio,  ayudando  finalmente  a que 
el  proceso  de  la  respiración  se  organice 
bajo  el  control  de  su  propio  sistema  ner- 
vioso. 

No  hace  mucho  tiempo  que  en  Puerto 
Rico  se  censura  que  el  reción  nacido  duer- 
ma con  la  madre.  No  hace  mucho  tiempo, 
porque  yo  recuerdo  cuando  esa  rutina  se 
consideraba  lícita.  Ahora  se  dice  que  la 
costumbre  es  inculta  y antihigiénica  y que 
además  tiene  el  peligro  de  que  el  niño 
pueda  sofocarse. 

La  cultura  moderna,  en  lugar  de  sua- 
vizar la  aspereza  que  implica  la  separación 
física  de  la  madre  y el  hijo  entrañada  en 
el  alumbramiento,  se  ha  empeñado  en  exa- 
gerar aún  más  el  corte  brusco  y frío  de  tan 
naturales  nexos,  ordenando  la  separación 
inmediata  de  ambos  seres.  De  ese  modo, 
nuestra  cultura  impone  una  norma  que 
no  tiene  precedentes  en  el  mundo  de  los 
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mamíferos.  En  la  vida  de  esta  especie — 
como  en  la  vida  de  los  demás  animales — 
la  madre  continúa  dando,  después  del 
alumbramiento,  el  calor  de  su  cuerpo  al 
hijo,  para  ayudar  a equilibrar  la  tempe- 
ratura, tan  inestable  siempre  en  el  recién 
nacido. 

No  obstante  tan  ejemplar  demostra- 
ción de  lo  que  deben  ser  las  relaciones  in- 
mediatas entre  la  madre  y el  hijo,  la  cul- 
tura moderna,  sorda  a las  sabias  lecciones 
de  la  naturaleza,  se  obstina  en  su  error  y 
en  nombre  de  la  técnica  ha  creado  la  no- 
vedosa institución  del  lactario. 

Tal  actitud  es  desorientadora  porque 
se  basa  en  prácticas  que  son  antifisiológi- 
cas. Los  nuevos  conocimientos  referentes 
a la  psicología  de  la  infancia  nos  enseñan 
que  el  contacto,  el  calor  y los  arrullos  de 
la  madre  constituyen  más  bien  una  protec- 
ción que  un  peligro  para  el  recién  nacido. 
De  ahí  que  el  niño  duerme  mejor  y más 
seguro  al  lado  de  la  madre  que  en  la  se- 
clusión  del  lactario.  En  los  hospitales  más 
progresistas  de  los  Estados  Unidos  em- 
plean ya  dispositivos  adaptados  a las  ca- 
mas de  las  puérperas  para  que  el  recién 
nacido  esté  bajo  la  constante  protección  y 
amorosa  vigilancia  de  la  madre.  De  esa 
manera  ella  puede  observar  constantemen- 
te la  respiración  del  niño  estimulándola 
siempre  que  sea  menester  con  su  tierna 
atención  personal.  Y de  ese  modo  tan 
sencillo  y tan  natural  se  contraresta  efec- 
tivamente la  penuria  de  oxígeno  que,  con 
tanta  frecuencia,  sufre  el  niño  durante 
el  período  neonatal. 

El  recién  nacido  que  no  llora  debe  vi- 
gilarse. Puesto  que  puede  ser  que  no  llo- 
re debido  a que  sea  muy  débil  para  hacer- 
lo. No  olvidemos  que  los  primeros  lloros 
sirven  como  de  ejercicio  respiratorio  y que 
a la  vez  sirven  también  a manera  de  ajus- 
te automático  para  el  tipo  postnatal  de  la 
respiración.  Por  lo  tanto,  conviene  que  el 


niño  llore  unas  cuantas  veces  al  día.  No 
así  los  lloros  continuos  y prolongados.  Esa 
clase  de  llanto  debe  investigarse  en  seguida 
y cuando  no  se  encuentra  otra  causa,  de- 
berá proporcionarse  al  niño  los  mejores 
medios  de  satisfacer  el  hambre  de  oxígeno 
que  le  obliga  a llorar  de  esa  manera.  A 
veces  el  mero  contacto  con  la  madre,  la 
audición  de  su  voz,  alguna  demostración 
de  cariño  y ternura,  el  pegarlo  al  pecho, 
por  ejemplo,  es  suficiente  para  aliviar  esa 
sutil  y mal  comprendida  condición  de  ano- 
xemia que  lo  hace  llorar  prolongadamente. 

Es  obvio,  pues,  que  es  sumamente  im- 
portante observar  la  respiración  y el  llanto 
del  recién  nacido  porque,  aparte  de  otras 
consideraciones,  ambas  funciones  infanti- 
les sirven  como  indicadoras  del  balance  de 
oxígeno  en  el  cuerpo.  El  consejo  univer- 
sal de  “deje  llorar  al  niño”  no  es  aplica- 
ble durante  esta  etapa  de  la  vida,  y,  por 
lo  tanto,  debe  dejarse  para  más  tarde.  Por 
el  contrario  el  recién  nacido  debe  atender- 
se con  prontitud  y con  cariño,  pues,  según 
hemos  indicado  anteriormente,  el  llanto  de 
las  primeras  semanas  significa  casi  siem- 
pre respiraciones  de  emergencia. 

El  día  de  lo  que  podríamos  llamar  in- 
dependencia respiratoria  llega  más  o menos 
al  segundo  mes.  Y es  el  propio  niño  quien 
anuncia  alegremente  el  logro  de  tal  eman- 
cipación. La  libertad  respiratoria  se  rea- 
liza cuando  el  niño  emite  los  primeros  bal- 
buceos. Balbucear,  pues,  significa  obten- 
ción definitiva  del  balance  de  oxígeno.  Una 
vez  independizado  del  contacto  maternal 
para  la  estimulación  respiratoria,  el  niño 
queda  preparado  para  experimentar  por  sí 
mismo  sus  nuevas  habilidades  respirato- 
rias. Esto  lo  hace  por  medio  de  la  voca- 
lización, produciendo  con  ello  gran  deleite, 
tanto  para  él,  como  para  la  madre.  Otro 
indicador  de  ese  nuevo  y feliz  estado  de 
emancipación  respiratoria  es  la  sonrisa,  ac- 
ción que  con  frecuencia  precede  o acom- 
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paña  al  balbuceo  y que  tiene  la  virtud  adi- 
cional de  desvanecer  la  tensión  que  carac- 
teriza a los  músculos  fasciales  del  infante. 

Los  niños  que  han  recibido  atención 
cariñosa  e inteligente  durante  el  período 
neonatal,  empiezan  a balbucear  y a son- 
reír, más  o menos  durante  el  segundo  mes 
de  vida.  En  cambio,  aquéllos  que  se  han 
abandonado  o que  no  han  sido  atendidos  de- 
bidamente se  retrasan  y no  comienzan  a e- 
jercitarse  en  las  referidas  habilidades  has- 
ta el  quinto  o sexto  mes.  Tales  niños  no  só- 
lo empiezan  a hablar  tardíamente,  sino  que 
más  tarde  demuestran  serias  dificultades 


y grandes  trastornos  en  el  desarrollo  del 
lenguaje.  Por  todo  cuanto  precede  pode- 
mos afirmar  que  la  atención  del  llanto  y 
de  la  anoxemia  durante  el  período  neonatal 
es  de  primordial  importancia,  no  sólo  para 
el  desarrollo  físico  del  niño,  si  que  tam- 
bién para  su  desarrollo  mental  y emocio- 
nal. 
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INDUCCION  DEL  PARTO 

RAFAEL  A.  VILAR  ISERN,  M.D.* 


El  tema  que  vamos  a abordar  esta  noche 
es  uno  que  ha  sido  ampliamente  discutido 
recientemente  en  la  literatura  médica. 
Por  lo  tanto  he  creído  prudente  traerlo 
ante  ustedes  y así  tener  la  oportunidad  de 
que  nosotros  también  lo  discutamos. 

En  primer  lugar  y como  manera  de  re- 
frescarnos la  memoria,  quiero  hablarles 
de  lo  que  entendemos  por  parto.  Se  dice 
que  el  parto  es  aquel  procedimiento  por  el 
cual  el  feto,  de  más  o menos  tiempo  de 
madurez,  es  expulsado  conjuntamente  con 
la  placenta  y sus  membranas  de  la  cavidad 
uterina,  a través  del  cuello  uterino  dilata- 
do, la  vagina  y el  perineo. 

El  parto  consiste  de  tres  componentes 
y éstos  son;  la  fuerza  expulsiva,  el  pasaje- 
ro (o  sea  el  feto)  y el  pasaje.  La  fuerza 
expulsiva  en  el  momento  de  actividad  es 
suplida  por  la  musculatura  uterina,  ayuda- 
da ésta  por  los  músculos  abdominales,  el 
diafragma  y los  ligamentos  redondos  y 
especialmente  durante  el  segundo  período 
del  parto.  El  pasaje  está  compuesto  del 
segmento  inferior  del  útero,  del  cuello  ute- 
rino, de  las  paredes  de  la  vagina  y del  piso 
del  perineo.  El  pasajero  varía  considerable- 
mente en  su  tamaño  y por  lo  tanto  es 
obvio  que  un  pasajero  grande  ofrece  cier- 
tos problemas  que  no  se  encuentran  cuan- 
do el  pasajero  es  pequeño.  Pero  este  deta- 
lle del  tamaño  del  feto  no  se  considera  tan 
importante  como  lo  es  el  de  la  presentación 
y posición  del  pasajero  con  relación  a la 
pelvis  materna  y el  tamaño  de  ésta. 

En  resumen  podemos  decir  que  el  parto 
es  llevado  a cabo  por  una  fuerza  activa  la 
cual  expulsa  a un  pasajero  pasivo  a través 
de  un  pasaje  resistente.  Estos  tres  factores 
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que  hemos  mencionado  están  sujetos  a 
ser  muy  variables  y por  lo  tanto  hacen 
que  los  partos  también  sean  variables  y 
he  aquí  el  dicho  de  que  no  hay  dos  partos 
que  sean  iguales,  lo  cual  no  está  muy  lejos 
de  la  verdad. 

El  parto  es  común  a muchas  especies  del 
reino  animal.  Mientras  más  baja  en  la 
escala  evolutiva  se  encuentra  la  hembra 
de  determinada  especie,  más  fácil  y menos 
complicado  es  el  parto.  Según  subimos  por 
la  escala  evolutiva,  el  parto  de  las  hembras 
presenta  más  dificultades  y más  complica- 
ciones. Cuando  llegamos  al  parto  de  la  mu- 
jer hemos  alcanzado  el  último  escaño  y 
nos  encontramos  con  alumbramientos  su- 
jetos a muchas  complejidades.  Y es  debi- 
do a esto  que  nos  preocupa  el  problema 
de  cuando  iniciar  el  parto. 

Seguramente  que  entre  los  presentes 
nos  encontramos  varios  que  nos  hemos 
hecho  la  pregunta,  ¿Cuándo  debo  de  ini- 
ciar este  parto?  Esto  de  iniciar  partos  en- 
tra también  en  la  categoría  de  lo  variable. 
Los  partos  se  inician  espontáneamente  o 
son  inducidos.  Sabemos  que  por  regla  ge- 
neral, el  embarazo  debe  durar  40  semanas, 
o sea  280  días;  pero  la  verdad  es  que  en 
una  gran  mayoría  de  las  mujeres  los  em- 
barazos no  se  ajustan  a ésta  regla.  Algu- 
nas no  llegan  a los  280  días  y otras  se  pa- 
san, en  proporción  más  o menos  igual 
para  ambos  grupos.  En  realidad  no  sabe- 
mos el  porqué  de  ésto.  Hay  varias  teorías. 
Unos  dicen  que  el  grado  de  distensión  de 
la  matriz  es  la  razón;  otros  dicen  que  la 
irritabilidad  de  la  musculatura  uterina 
alcanza  su  máximo  más  temprano  en  unas 
que  en  otras  mujeres;  y también  se  ha 
hablado  de  la  predisposición  hereditaria. 
A nosotros  nos  parece  que  la  explicación 
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más  fácil  es  la  que  se  refiere  a la  madurez 
del  feto.  Esta  teoría  es  igual  a la  madurez 
de  las  frutas.  Unas  se  maduran  más  ligero 
que  otras,  y por  lo  tanto  se  desprenden 
del  árbol  unas  antes  que  otras.  Los  fetos 
también  maduran  unos  más  ligero  que  o- 
tros  y así  ponen  término  a su  estadía  intra- 
uterina cuando  ya  están  preparados  para 
asumir  la  vida  fuera  del  claustro  de  la 
matriz.  Lo  que  no  sabemos  es  de  qué  me- 
dio se  vale  el  feto  para  iniciar  el  parto. 

Si  el  embarazo  fuese  de  igual  número 
de  días  para  todas  las  mujeres,  la  deter- 
minación de  la  fecha  probable  del  parto 
no  tendría  problemas  y nuestra  vida  de 
tocólogos  sería  muy  placentera  y más 
llevadera.  Por  desdicha  esto  no  es  así,  lo 
cual  hace  necesario  que  seamos  nosotros 
los  que  determinemos  cuándo  debe  de  ocu- 
rrir el  parto.  Y en  muchas  ocasiones  tam- 
bién tenemos  que  decidir  cuándo  debemos 
de  terminar  el  embarazo. 

La  definición  que  dá  el  Dr.  E.  Dabout 
en  su  Diccionario  de  Medicina  para  el  tér- 
mino “Parto  Provocado”,  es  la  siguiente: 
“Parto  provocado  es  el  que  se  efectúa  arti- 
ficialmente a partir  de  los  siete  y medio 
meses  del  embarazo,  y el  cual  se  interrum- 
pe a causa  de  enfermedades  o defectos  de 
conformacón  de  la  pelvis  de  la  madre”,  y 
debemos  añadir  que  el  inducir  o provocar 
el  parto  es  diferente  a provocar  un  aborto 
ya  que  en  el  primero  el  feto  es  viable.  El 
período  de  viabilidad  comienza  a las  28 
semanas  del  embarazo. 

La  inducción  de  un  parto  puede  ser  elec- 
tiva, esto  es  por  conveniencia  del  médico  o 
de  la  paciente,  y puede  ser  indicativa,  esto 
es  por  razones  de  salud  de  la  madre,  del 
feto  o de  ambos.  Las  razones  indicativas 
para  inducir  un  parto  cuando  el  feto  es 
prematuro  pueden  ser  varias.  También 
las  hay  para  cuando  el  feto  está  cerca 
de  su  término,  para  cuando  ha  llegado  a 
término  y aún  cuando  se  ha  pasado  de  tér- 


mino. Sabemos  que  si  un  feto  llega  a su 
madurez  y por  una  u otra  razón  no  se 
inicia  el  parto,  el  crecimiento  del  feto  es 
acelerado  podiendo  entonces  convertir  en 
distócico  el  parto,  lo  cual  no  ocurriría  si 
el  parto  es  inducido  a su  debido  tiempo. 

La  razón  primordial  que  debe  indicar 
si  el  parto  debe  ser  inducido  debe  basarse 
en  si  la  mujer  se  encontraría  en  mejor 
estado  de  salud  con  la  matriz  vacía.  Lo 
mismo  debe  aplicarse  al  feto,  pero  sola- 
mente cuando  las  razones  para  inducción 
parten  de  la  condición  de  éste. 

La  razón  materna  más  común  es  la  to- 
xemia del  embarazo.  También  está  la  en- 
fermedad cardíaca  descompensada,  pero 
si  se  decide  que  ésta  es  causa  para  una 
inducción  del  parto,  debemos  antes  con- 
seguir la  compensación  del  corazón.  Hay 
otras  indicaciones  en  enfermedades  sisté- 
micas  y orgánicas,  tales  como  anemias  a- 
gudas  que  no  responden  a tratamiento; 
hipertensión  vascular  avanzada  y en  casos 
de  pielonefritis  severa.  En  casos  de  enfer- 
medades infecciosas  agudas  tales  como 
pulmonía,  influenza,  etc.,  no  debemos  in- 
ducir el  parto,  para  así  no  sobrecargar  un 
organismo  que  ya  está  bastante  cargado, 
añadiéndole  las  labores  del  parto.  Sin  em- 
bargo creemos  que  en  estos  casos,  en  su 
mayoría,  la  propia  enfermedad  inicia  el 
parto. 

Las  indicaciones  fetales  para  inducir  el 
parto  pueden  ser  parcialmente  enumera- 
das como : placenta  previa,  separación  pre- 
matura de  la  placenta  y polihidramnios. 
Otra  razón  que  había  y que  se  usaba  con 
mucha  frecuencia  era  en  los  casos  de  con- 
tracciones pélvicas  de  grado  moderado, 
basándose  en  que  un  feto  pequeño  y pre- 
maturo podría  pasar  por  un  pasaje  que 
hubiese  resultado  pequeño  para  un  feto 
más  grande  y a término.  Debido  a errores 
de  apreciación  al  determinar  el  tamaño  y 
madurez  del  feto,  a muertes  fetales  que 
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pudieron  ser  evitadas  y muchas  veces  a 
muertes  maternas,  la  práctica  de  inducir 
el  parto  por  razón  de  contracción  pélvica 
ha  sido  descontinuada.  Además  el  progre- 
so obtenido  con  el  uso  de  Rayos  X para 
hacer  diagnósticos  más  acertados  y el  pro- 
greso hecho  en  la  técnica  de  la  operación 
cesárea  garantiza  este  medio  como  el  me- 
jor indicado  para  terminar  el  embarazo 
cuando  existe  contracción  pélvica,  placenta 
previa  o separación  prematura  de  la  pla- 
centa. 

La  muerte  intrauterina  del  feto  ya  tar- 
de en  el  embarazo  como  una  indicación 
para  inducir  el  parto  debe  ser  discutida 
bajo  dos  aspectos.  Primero,  en  los  casos 
de  historial  positivo  de  fetos  muertos  in- 
trauterinamente cuando  se  desea  un  hijo 
vivo  en  el  presente  embarazo.  En  estos 
casos  hay  necesidad  de  hacer  frecuentes 
exámenes  del  feto  y de  la  madre,  y deci- 
dir cuando  es  el  tiempo  más  propicio  para 
inducir  el  parto.  En  estos  casos  creo  tam- 
bién, que  la  manera  más  segura  para  ga- 
rantizar la  vida  del  feto  y de  la  madre,  es 
terminando  el  embarazo  por  operación 
cesárea.  Segundo,  si  después  de  haber 
muerto  el  feto  en  el  útero,  no  se  iniciase 
el  parto,  ¿se  debe  inducir  o se  debe  espe- 
rar? Por  regla  general  y para  felicidad 
nuestra,  casi  siempre  después  de  la  muer- 
te del  feto  intrauterinamente,  el  parto  se 
inicia  espontáneamente.  Por  lo  tanto,  es 
preferible  ser  conservador.  Si  han  pasado 
4 dias  después  de  la  supuesta  muerte  del 
feto  y aún  el  parto  no  se  ha  presentado,  lo 
primero  que  debemos  hacer  es  cerciorarnos 
de  que  en  verdad  el  feto  está  muerto.  Ha- 
biendo decidido  que  lo  está,  la  madre  y los 
familiares  deben  ser  informados  de  dicha 
muerte  y de  lo  aconsejable  que  es  el  indu- 
cir el  parto  para  asi  evitarle  a la  madre 
posibles  infecciones.  Primero  se  tratará 
de  inducir  el  parto  por  medio  de  medicinas 
y si  estas  no  resultasen  efectivas  entonces 


se  podría  recurrir  a la  rotura  artificial  de 
las  membranas;  desde  luego,  bajo  la  asep- 
sia más  absoluta;  y si  es  necesario  y así 
lo  amerita  el  caso  el  uso  de  pitocina  mode- 
radamente y bajo  absoluto  control. 

El  inducir  el  parto  cuando  aún  el  feto  es 
prematuro  es  más  difícil  que  cuando  éste 
ha  llegado  a su  término,  debido  a que  el 
útero  es  menos  irritable  y está  menos  dis- 
puesto a contraerse.  Por  lo  tanto,  los  mé- 
todos por  medio  de  medicinas  son  menos 
seguros  que  los  métodos  quirúrgicos. 

El  método  por  medio  de  medicinas  es 
más  bien  conocido  como  el  método  del 
aceite  de  ricino  y la  quinina.  Ultimamente 
ha  sido  modificado  substituyendo  la  qui- 
nina por  la  pitocina  — ya  que  la  quinina 
ha  sido  reportada  como  nociva  para  el  feto. 

Los  métodos  quirúrgicos  incluyen,  la 
rotura  artificial  de  las  membranas,  el  uso 
de  bolsas  y “bougies”,  el  empaquetamien- 
to del  canal  cervical  con  gasa  o sondas  y 
la  histerotomía  vaginal  o por  la  vía  abdo- 
minal. 

El  Dr.  H.  Scherer  está  de  acuerdo  con 
que  las  membranas  intactas  no  tienen  nin- 
guna acción  dilatadora,  y que  por  el  con- 
trario el  conservarlas  intactas  puede  resul- 
tar en  el  entorpecimiento  de  la  dilatación 
del  cuello  uterino  con  un  aumento  excesivo 
de  la  presión  intrauterina  poniendo  en  ma- 
yor tensión  la  pared  uterina  y así  obsta- 
culizando la  libre  contracción  de  la  muscu- 
latura. Este  médico  recomienda  la  rotura 
artificial  de  las  membranas  a principios  del 
parto  o a principios  de  la  dilatación  del 
cuello  cervical,  pero  debe  de  ser  solamente 
en  multíparas  y en  casos  de  embarazo 
prolongado,  o en  caso  de  gemelos  con  hi- 
dramnios  o con  un  feto  grande  y en  caso 
de  atonía  uterina  después  de  haberse  ini- 
ciado el  parto. 

El  criterio  que  debe  existir  al  decidirse 
uno  a inducir  un  parto  es  el  siguiente,  no 
debe  haber  desproporción  cefalopélvica,  el 
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feto  debe  estar  a término  o casi  a término, 
preferiblemente  con  una  presentación  ce- 
fálica, con  la  cabeza  encajada  y no  flotan- 
do, el  cuello  uterino  debe  estar  blando, 
parcial  o completamente  borrado  y con 
una  dilatación  de  no  menos  de  un  centíme- 
tro. 

Un  método  de  inducir  el  parto  el  cual  es 
el  más  usado  hoy  día  es  el  siguiente:  La 
paciente  hace  su  ingreso  en  el  Hospital 
por  la  mañana,  habiendo  omitido  el  desa- 
yuno. Se  le  prepara  perinealmente  y se  le 
pone  una  enema  jabonosa  caliente.  Luego 
de  la  enema  lOcc  de  gluconato  de  calcio  al 
10%  se  introducen  por  la  vía  sanguínea. 
Hay  mucha  literatura  que  dice  que  el  cal- 
cio tonifica  la  musculatura  uterina  y la 
pone  en  mejores  condiciones  para  iniciar 
las  contracciones.  A las  dos  horas  del  cal- 
cio se  procede  a la  rotura  artificial  de  las 
membranas.  Si  a las  dos  horas  de  la  rotura 
se  inicia  el  parto  se  permite  que  éste  con- 
tinúe y no  se  hace  nada  más.  Si  por  el  con^ 
trario  a las  dos  horas  de  la  rotura  artifi- 
cial de  las  membranas  aun  no  se  han  inicia- 
do las  contracciones  uterinas  entonces  se  le 
administra  a la  paciente  una  mínima  de 
pitocina,  intramuscularmente,  a intervalos 
de  30  a 60  minutos.  Casi  siempre  después 
de  la  segunda  dósis,  aparecen  las  contrac- 
ciones uterinas. 

Nos  informa  el  Dr.  Greenhill  que  en  el 
Hospital  de  Evanston  el  parto  fué  inducido 
a un  12.9%  de  todos  los  casos  de  obstetri- 
cia y que  en  el  Chicago  Lying-In  solamente 
se  indujo  a un  3.2%.  Esta  diferencia  cua- 
tro veces  más  grande  en  el  Hospital  de 
Evanston  está  muy  relacionada  con  la  res- 
puesta al  debate  que  existe  acerca  de  los 
peligros  que  hay  al  inducirse  un  parto. 
En  la  serie  de  casos  de  Evanston  casi 
todos  fueron  inducidos  por  elección,  casi 
siempre  por  convenienca  de  la  paciente. 
En  la  serie  del  Chicago  Lying-In,  los  par- 
tos fueron  inducidos,  no  por  conveniencia 


de  la  paciente  o el  médico,  y sí  debido  a 
alguna  complicación,  tal  como  toxemia,  he- 
morragia uterina  o polihidramnios.  Es 
natural  que  la  complicación  que  hizo  nece- 
sario inducir  el  parto  pueda  aún  más  com- 
plicar el  cuadro  clínico  y también  pode- 
mos esperar  que  complicaciones  adiciona- 
les se  presenten  debido  a la  inducción  del 
parto,  ya  que  habiéndose  hecho  imperativa 
dicha  inducción,  posiblemente  no  existían 
las  condiciones  ideales  que  deben  existir 
para  provocar  un  parto.  La  razón  princi- 
pal para  estas  complicaciones  es  que  el 
útero  no  estaba  preparado  para  iniciar  sus 
contracciones.  Si  hay  por  necesidad  que 
inducir  el  parto  en  una  paciente  cuyo  cuello 
uterino  no  está  borrado,  ni  dilatado,  hay 
siempre  que  esperar  a que  surjan  compli- 
caciones. Si  el  útero  no  está  preparado 
para  iniciar  sus  contracciones,  no  importa 
los  métodos  que  usemos,  nunca  podremos 
conseguir  el  ablandamiento,  la  borradura 
y dilatación  del  cuello  uterino  de  la  manera 
natural  y fisiológica. 

Nos  pregunta  el  Dr.  Greenhill  que  ¿qué 
hay  en  el  otro  lado  del  cuadro  de  inducir 
partos?  ¿Porqué  casi  todos  los  informes 
de  partos  inducidos  electivamente  recla- 
man con  entusiasmo  que  la  mortalidad  y 
morbilidad  materna  y fetal,  ciertamente  no 
son  más  elevadas  que  cuando  el  parto  se 
inicia  espontáneamente,  y que  las  pacien- 
tes sufren  menos  porque  el  parto  es  más 
corto  que  de  la  otra  manera?  El  inducir 
un  parto  electivamente  a su  debido  tiempo 
por  uno  que  sabe,  no  conlleva  riesgo  al- 
guno. 

¿Cuál  es  el  debido  tiempo  para  inducir 
un  parto  ? Casi  nunca  depende  del  historial 
de  duración  del  embarazo.  No  debemos  de 
depender  de  la  fecha  de  la  última  mens- 
truación. La  memoria  de  nuestras  pacien- 
tes es  corta  a veces  y además  los  fetos 
pueden  madurar  unos  más  pronto  que 
otros  y los  úteros  pueden  llegar  a su 
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término  y estar  preparados  para  el  parto, 
unos  más  temprano  y otros  más  tarde. 
La  obstetricia  se  simplificaría  si  todas  las 
mujeres  iniciasen  sus  partos  a los  266  días 
de  embarazo,  como  lo  hacen  las  perras, 
quienes  tienen  su  parto  a los  63  días  des- 
pués de  haber  quedado  embarazadas.  Pero 
como  esta  felicidad  no  es  nuestra  debemos 
estar  pendiente  de  nuestras  pacientes  y 
determinar  cuando  está  el  feto  a término 
y cuando  está  la  matriz  madura  para  el 
parto.  Esto  último  es  solamente  posible 
examinando  el  cuello  uterino.  Si  el  cuello 
está  largo  y cerrado,  la  matriz  no  está  en 
condiciones  de  comenzar  el  parto,  no  im- 
porta el  tiempo  que  lleve  de  embarazo.  Si 
tratásemos  de  inducir  el  parto  en  ese  es- 
tado, sería  una  invitación  deliberada  a que 
se  nos  presentasen  problemas  y complica- 
ciones. Desde  luego,  que  si  por  ejemplo  la 
paciente  estuviese  padeciendo  de  una  to- 
xemia, o cualquier  otra  condición,  que  ne- 
cesitase la  interrupción  del  embarazo,  en 
ese  caso  recurriríamos  a una  operación 
cesárea. 

De  todos  los  medios  usados  para  inducir 
el  parto  preferimos  el  método  de  la  rotura 
artificial  de  las  membranas.  Hemos  usado 
el  aceite  de  ricino  y quinina  y hemos  en- 
contrado que  a veces  es  efectivo,  pero  no  la 
mayoría  de  las  veces.  Además  volvemos  a 
recordar  el  efecto  nocivo  del  quinino  con  el 
feto.  El  uso  del  extracto  de  pituitaria  no 
deja  de  tener  sus  peligros  a pesar  de  que 
sea  usado  únicamente  por  personas  exper- 
tas. Sabemos  que  esta  droga  tiene  la  ten- 
dencia a elevar  la  tensión  arterial  y que  por 
lo  tanto  podría  en  un  caso  de  pre-eclampsia 
leve  convertirlo  en  uno  de  eclampsia  fulmi- 
nante. También  hemos  tenido  la  experien- 
cia de  observar  la  reacción  alarmante  y 
desagradable  con  esta  droga  en  pacientes 
con  idiosincracia  hacia  la  misma.  La  pitoci- 
na  sería  mi  elección  si  tuviese  que  usar  al- 
gún oxitócico  para  inducir  el  parto.  Si  a- 


doptamos la  rotura  artificial  de  las  mem- 
branas como  método  para  inducir  el  parto, 
debemos  recordar  que  para  poder  usar  este 
método  debidamente  deben  de  existir  tres 
condiciones,  de  lo  contrario  nos  estaríamos 
buscando  contratiempos.  Estas  tres  condi- 
ciones son  las  siguientes:  Primero,  el 
cuello  de  la  matriz  debe  estar  borrado  o 
casi  completamente  borrado  y admitir  fá- 
cilmente la  punta  del  dedo  examinador; 
segundo,  la  presentación  debe  ser  cefáli- 
ca, y tercero,  la  cabeza  debe  estar  ya  me- 
tida en  la  pelvis,  esto  es  encajada  en  la 
parte  superior  del  canal  de  la  pelvis. 

Al  hacerse  la  rotura  artificial  de  las 
membranas  es  bueno  el  separarlas  hacia 
arriba  lo  más  que  se  pueda.  Cuando  el  lí- 
quido amniótico  empiece  a escaparse  es 
preferible  que  salga  lentamente,  eso  si,  se 
debe  permitir  que  salga  bastante  cantidad 
del  líquido,  poco  a poco,  para  así  darle  una 
mejor  oportunidad  a la  musculatura  ute- 
rina para  una  amplitud  mayor  en  sus 
contracciones.  Si  al  cabo  de  dos  horas 
después  de  haberse  efectuado  la  rotura  ar- 
tificial de  las  membranas,  el  parto  no  se 
ha  iniciado,  se  puede  recurrir  al  uso  de 
pitocina  en  dósis  de  dos  mínimas  cada  15 
minutos.  Tan  pronto  aparezcan  las  contrac- 
ciones uterinas,  se  descontinúa  el  uso  de  la 
pitocina  y se  permite  que  el  parto  conti- 
núe sin  más  ayuda. 

Concluimos  pués,  que  el  método  de  ro- 
tura artificial  de  las  membranas  para  in- 
ducir el  parto,  bien  sea  por  indicación  o 
por  selección  es  el  mejor  de  los  métodos 
médicos  y quirúrgicos,  siempre  y cuando 
existan  las  siguientes  condiciones:  prime- 
ro, que  el  cuello  uterino  esté  borrado  y 
casi  borrado  y tenga  por  lo  menos  un 
centímetro  de  dilatación;  segundo,  que  la 
presentación  sea  cefálica  y que  no  haya 
desproporción  cefalopélvica  ni  obstrucción 
alguna  al  canal  parturiente,  y tercera,  que 
la  cabeza  del  feto  esté  encajada  en  el  borde 
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superior  del  canal  de  la  pelvis  y con  una 
presentación  anterior  en  preferencia  a una 
posterior  o transversa.  De  inducirse  el  par- 
to bajo  otras  condiciones  sería  buscar  lo 
que  no  se  nos  ha  perdido  — poniendo  bajo 
una  amenaza  la  salud  y vida  de  la  madre 
y su  hijo. 
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LEUCORREA  INFECCIOSA  — SU  DIAGNOSTICO  Y TRATAMIENTO 

J.  GARCIA  BIRD,  M.  D. 

Santurce,  P.  R. 


La  leucorrea  o flujo  vaginal  es  el  sínto- 
ma más  común  en  la  mujer  que  visita  al 
ginecólogo  a diario.  Pocas  son  las  mujeres 
que  pasan  por  el  período  de  gestación  sin 
desorrollar  en  una  forma  u otra  leucorrea. 
Esto  se  debe  a dos  factores  muy  impor- 
tantes. Primero,  la  anatomía  estructural 
de  la  vagina  la  hace  un  medio  magnífico 
para  la  retención  y desarrollo  de  cualquier 
infección  y segundo  la  cadena  de  eventos 
que  se  desarrollan  en  la  vagina  bajo  el 
estímulo  de  las  endocrinas  ováricas,  tales 
como  el  desarrollo  del  epitelio,  la  formación 
abundante  de  glicógeno  en  este  epitelio  y 
la  aparición  y desarrollo  del  organismo  lac- 
to-bacilo  de  Doderlein,  que  interviene  en  el 
proceso  de  convertir  el  glicógeno  en  el  epi- 
telio en  ácido  láctico  y cuya  acción  es  aci- 
dificar la  vagina  con  el  fin  de  evitar  el  des- 
arrollo de  organismos  patogénicos  en  la 
misma.  Si  tenemos  en  mente  este  cuadro  es 
posible  una  mejor  comprensión  de  como 
estos  organismos  patogénicos  invaden  y 
afectan  la  vagina  y es  posible  también  des- 
arrollar un  mejor  método  de  tratamiento. 

Es  mi  interes  en  este  papel  hablar  sola- 
mente sobre  las  formas  de  leucorrea  más 
comunes  encontradas  en  el  trabajo  diario 
de  la  oficina  haciendo  caso  omiso  de  las 
leucorreas  causadas  por  el  organismo  go- 
nocóccico,  de  las  leucorreas  seniles  y otros 
tipos  más  raros.  Normalmente  yo  divido 
la  leucorrea  no-gonocóccica  en  tres  grupos 
principales.  Primero,  aquella  causada  por 
el  “tricomonas  vaginalis”,  segundo,  la 
micótica,  causada  por  la  “monilia  albicans’ 
y tercera,  la  infección  mixta,  causada  ma- 
yormente por  estafilococos,  estreptococos 
y B.  Coli.  Gon  frecuencia  encontramos  pa- 
cientes que  contienen  en  la  flora  vaginal 


combinaciones  de  cualquiera  de  estos  tres 
tipos. 

Al  examinar  un  paciente  con  historia 
de  leucorrea  se  debe  tratar  los  tejidos  va- 
ginales inflamados  con  delicadeza.  Des- 
pués de  examinar  para  infeciones  en  las 
glándulas  de  Skene  y Bartolinas  y en  la 
uretra,  el  espéculo  debe  de  introducirse  sin 
usar  jaleas  de  ninguna  clase  pues  éstas 
pueden  aumentar  más  la  irritación  vaginal 
y producir  alteraciones  en  la  flora  vaginal, 
ya  que  la  mayor  parte  de  estas  jaleas  con- 
tienen componentes  bactericidas,  etc.  In- 
mediatamente después  de  colocado  el  espé- 
culo, muestras  para  tricomonas,  monilia 
albicans,  y “gram-stain”  deben  ser  toma- 
das en  la  forma  acostumbrada  y enviadas 
al  laboratorio.  Este  debe  ser  precedido  por 
la  toma  del  pH  vaginal  con  un  papel  de 
prueba  en  contacto  con  las  secreciones  per 
no  menos  de  un  minuto,  y por  una  muestra 
de  orina  sondeada.  La  importancia  del 
examen  de  orina  se  debe  al  ciclo  vicioso 
que  frecuentemente  ocurre  cuando  ha 
existido  una  infección  vaginal  por  algún 
tiempo  entre  la  vaginitis  y la  uretritis  que 
ocurre  por  extensión  directa  de  la  infec- 
ción vaginal.  Frecuentemente  se  da  el  caso 
en  que  después  de  curada  la  vaginitis  una 
re-infección  es  ocasionada  por  extensión 
directa  de  la  uretritis  no  tratada  y que  se 
originó  de  la  infección  vaginal  inicial. 
Cuando  esto  ocurre  la  intervención  del  u- 
rólogo  es  necesaria. 

Mientras  se  examinan  en  el  laboratorio 
las  laminillas  tomadas  se  procede  a hacer 
una  limpieza  de  la  cavidad  vaginal.  En  mi 
práctica  diaria  he  encontrado  que  la  forma 
más  eficaz  para  hacer  esta  limpieza  es  in- 
suflando polvo  de  Caroid  el  cual  tiene  la 
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excelente  propiedad  de  disolver  las  secre- 
siones  encontradas  en  la  vagina  después  de 
estar  en  contacto  con  estas  por  dos  o tres 
minutos.  Luego  la  vagina  es  lavada  con 
un  chorro  de  agua  a moderada  presión  u- 
sando  una  jeringa  aséptica  y secada  con 
algodón.  Una  vagina  completamente  lim- 
pia aumenta  la  efectividad  del  producto  in- 
dicado usado  para  el  tratamiento. 

De  todas  las  formas  de  leucorrea  infec- 
ciosa la  causada  por  la  tricomona  vagi- 
nalis es  la  más  común.  Comunmente  este 
organismo  se  encuentra  en  secreciones  que 
tienden  a ser  alcalinas  con  un  pH  de  5 a 7 
Con  frecuencia,  en  la  historia  de  la  pa- 
ciente sufriendo  de  vaginitis  causada  por 
las  tricomonas  se  encuentra  que  los  sín- 
tomas empeoran  alrededor  del  tiempo  de 
la  menstruación.  Esto  se  debe  a que  el  pH 
vaginal  durante  la  menstruación  tiende  a 
ser  alcalino  y por  lo  tanto  propicio  para  la 
multiplicación  y desarrollo  de  la  tricomo- 
nas. Por  la  misma  razón  esto  no  sucede  en 
los  casos  infectados  por  la  monilia  albicans 
la  cual  prefiere  desarrollarse  en  un  medio 
más  ácido.  Los  síntomas  principales  son 
la  leucorrea  usualmente  acuosa,  aunque 
a veces  puede  ser  espesa  y amarilla,  el  pi- 
cor y la  quemazón  en  la  región  vulvar.  La 
mucosa  vaginal  se  vé  hiperémica  e inflada 
y en  el  cuello  se  ven  pequeños  puntos  rojos. 

El  tratamiento  que  mejores  resultados 
da  es  aquel  en  que  se  usan  derivados  de  la 
hydroxyqu  in  olina,  aunque  el  picrato  de 
plata  y otros  con  frecuencia  dan  buenos 
resultados.  Las  insuflaciones  de  polvo  del 
producto  usado  deben  alternarse  con  in- 
serciones de  supositorios  y el  tratamiento 
debe  ser  continuo  por  espacio  de  tres  se- 
manas. Es  importante  explicarle  al  pa- 
ciente la  necesidad  de  evitar  relaciones 
matrimoniales  durante  este  período  de 
tiempo  y recomendarle  duchas  de  vinagre 
dos  o tres  veces  a la  semana  por  un  mes 


después  de  terminado  el  tratamiento  ini- 
cial. 

La  vaginitis  producida  por  la  monilia 
albicans  es  mucho  menos  común  que  las 
otras  y como  dije  antes  puede  encontrarse 
asociada  a otros  tipos  de  infección.  La  se- 
creción es  más  espesa  y el  paciente  se  que- 
ja de  pasar  pedacitos  o grumos  blancos. 
Esta  comunmente  no  produce  quemazón 
de  la  vulva,  tan  característica  de  la  trico- 
moniasis. 

El  pH  vaginal  casi  siempre  tiende  a ser, 
ácido,  variando  de  5.0  a 6.8.  La  mucosa 
vaginal  no  aparece  tan  inflamada  ni  tan 
hiperémica  como  en  la  tricomoniasis  y 
la  secreción  se  asemeja  a grumos  de  queso 
blanco.  Después  de  limpiada  la  vagina  se- 
gún la  explicación  anterior,  ésta  debe  de 
ser  pintada  con  violeta  de  genciana  al  1-2% 
y la  paciente  es  instruida  en  la  aplicación 
de  jalea  de  Propion  distribuida  por  la  casa 
Wyeth,  dos  veces  al  día.  Este  proceso  de- 
be repetirse  semanalmente  por  tres  sema- 
nas. Duchas  de  bicarbonato  de  soda  deben 
de  ser  usadas  una  o dos  veces  a la  semana 
por  un  mes  después  de  terminado  el  trata- 
miento inicial. 

En  las  vaginitis  causadas  por  infeccio- 
nes mixtas  los  organismos  usualmente  ha- 
llados son  el  estafilococco,  estreptococco  y 
el  B.  Coli.  Con  frecuencia  en  la  historia  de 
la  paciente  se  encuentra  que  ésta,  al  ter- 
minar la  defecación,  usa  un  movimiento 
ano-vaginal  o sea  hacia  adelante  al  lim-' 
piarse  y por  consecuencia  transportando' 
los  organismos  del  recto  a la  vagina.  Es- 
to debe  explicársele  a la  paciente  con  la 
recomendación  de  usar  el  movimiento  de 
limpieza  hacia  la  espalda. 

El  flujo  producido  por  esta  infección  es 
espeso,  purulento  y no  causa  picor  ni  que- 
mazón. Este  es  el  tipo  de  infección  más 
frecuentemente  asociado  con  otras  infec- 
ciones vaginales  y que  comunmente  pro- 
duce la  uretritis  por  extensión  directa  y 
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por  lo  tanto  síntomas  urinarios  tales  como 
frecuencia  y ardor  al  orinar,  etc.,  son  ha- 
llados acompañando  este  proceso  leucorrei- 
co.  El  pH  vaginal  puede  ser  ligeramente 
ácido,  neutral  o ligeramente  alcalino  va- 
riando casi  siempre  entre  un  pH  de  6 y 8. 

La  infección  mixta  responde  muy  bien 
a la  limpieza  con  Caroid  antes  descrita 
seguida  de  una  insuflación  de  polvo  de 
sulfathiazole.  Supositorios  de  Penicilina 
dos  veces  al  día  por  una  semana  y duchas 
de  vinagre  blanco  para  aumentar  la  acidez 
vaginal  completan  el  tratamiento.  Cuando 
la  infeción  no  es  muy  fuerte  supositorios 
de  Vagicol  47  o de  Ceepryn  pueden  tam- 
bién dar  resultados  satisfactorios.  Recien- 


temente, estoy  usando  inserciones  de  un 
Tampax  suturado  de  una  solución  de  peró- 
xido de  zinc  por  48  horas  seguido  de  du- 
chas de  agua  oxigenada.  Este  tratamiento 
se  repite  por  dos  o tres  semanas.  Los  re- 
sultados han  sido  muy  satisfactorios. 

En  todas  las  formas  de  vaginitis  infec- 
ciosa no  se  debe  dar  a un  paciente  por  cu- 
rada hasta  tanto  que  por  lo  menos  dos 
muestras  sean  negativas  después  de  una 
o dos  semanas  sin  tratamiento  alguno. 
Como  dije  antes,  es  importante  explicarle 
al  paciente  la  posibilidad  de  una  re-infec- 
ción y de  como  evitarla,  usando  una  lim- 
pieza y asepsia  vaginal  adecuada. 
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EL  NEUMOCOCO  Y LAS  INFECCIONES  PELVICAS 

J.  GARCIA  BLANCO,  M.D. 

Santurce,  P.  R. 


La  infección  de  la  cavidad  peritoneal 
por  el  neumococo  fué  descrita  y su  impor- 
tancia señalada  a los  médicos  de  su  época 
por  Bozzo  en  el  1885,  No  fué  hasta  el  1901 
sin  embargo,  que  Michaut  clasificó  la  con- 
dición en  dos  variedades  que  conocemos 
como  primaria  o “idiopática”  y secundaria. 
Después  de  esta  fecha  han  surgido  nume- 
rosas conjeturas  y se  han  hecho  muchos 
experimentos  en  relación  a la  producción  y 
origen  de  estas  dos  variedades  sin  que 
hasta  el  presente  se  haya  podido  llegar  a 
una  conclusión  definitiva  en  cuanto  al  mo- 
do en  que  se  produce  la  infección  pélvica 
por  el  neumococo. 

Esta  clase  de  infecciones  son  diez  veces 
más  frecuentes  en  los  niños  que  en  la 
edad  adulta  y por  lo  tanto  esta  discusión 
probablemente  le  interesa  tanto  a un  pedia- 
tra como  a los  miembros  de  este  grupo. 
Pero  ¿acaso  no  existe  la  gineco-pediatría ? 
¿ Quién  sino  un  ginecólogo  está  más  capaci- 
tado para  operar  y tratar  una  infección 
pélvica  en  una  niña  de  10,  6 ó 2 años?  Por 
esta  razón  es  que  me  he  aventurado  a ha- 
blar sobre  un  tema  que  muchos  de  ustedes 
pensarán  no  tiene  gran  trascendencia,  de- 
bido a su  rareza,  pero  que  sabemos  es  de 
tres  a siete  veces  más  frecuente  en  la 
mujer  que  en  el  hombre.  Podemos  ir  más 
allá  todavía  y aseverar  que  varias  auto- 
ridades que  han  estudiado  la  materia  di- 
cen que  el  25%  de  las  peritonitis  son  cau- 
sadas por  el  neumococo.  Recuérdese  que 
no  hay  características  clínicas  típicas  en 
los  casos  de  peritonitis  y toda  vez  que  el 
diagnóstico  depende  de  estudios  bacterio- 
lógicos, es  probable  que  muchos  casos  no 
sean  identificados  debido  a que  la  mayor 
parte  de  nosotros  no  se  ocupa  ni  de  hacer 
un  cultivo  del  pus  ni  de  pensar  en  el  neu- 


mococo como  agente  causal  especialmente 
en  un  clima  como  el  nuestro. 

Si  usamos  la  literatura  médica  moderna 
como  el  mejor  criterio  los  obstetras  y gi- 
necólogos hemos  demostrado  muy  poco  in- 
terés en  las  infecciones  neumocócicas  del 
aparato  genital  femenino.  Las  infecciones 
de  este  tipo  en  la  mujer  han  sido  estudia- 
das y reportadas  en  la  mayor  parte  de  las 
veces  por  cirujanos  y pediatras.  Aunque 
poco  comunes,  no  debemos  pasar  por  alto 
el  hecho  de  que  no  es  el  estreptococo  el 
eterno  causante  de  la  fiebre  puerperal,  in- 
fecciones del  post-aborto  y los  abscesos 
pélvicos  sino  que  hay  un  por  ciento  de  ca- 
sos que  son  producidos  por  otros  organis- 
mos entre  los  cuales  figura  prominente- 
mente el  neumococo. 

En  el  estudio  sistemático  de  estas  condi- 
ciones se  ha  aceptado  el  criterio  de  que 
existen  dos  variedades  que  ya  menciona- 
mos anteriormente.  Se  da  el  caso  paradó- 
jico de  que  existen  luego  grandes  diferen- 
cias de  opinión  en  lo  que  respecta  a la  fre- 
cuencia relativa  con  que  ocurren  estas  dos 
variedades.  En  casi  la  única  ocasión  en 
que  están  de  acuerdo  la  mayor  parte  de 
los  que  han  estudiado  la  materia  es  en  que 
la  variedad  primaria  es  más  frecuente  en 
las  niñas  menores  de  12  años. 

Por  primaria  o “idiopática”  entendemos 
aquella  que  es  una  infección  pélvica  para 
la  cual  no  se  encuentra  un  foco  u origen 
dentro  del  sistema.  Esto  ha  traído  como 
consecuencia  la  formulación  de  diversas 
teorías  para  explicar  como  llega  el  orga- 
nismo a la  cavidad  peritoneal.  Se  han  es- 
bozado cuatro  de  estas  teorías  y las  cuatro 
de  ellas  tienen  sostenedores  de  peso  cien- 
tífico. 

(1)  Origen  hematógeno — esta  teoría  tien- 
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de  a probar  que  la  corriente  sanguínea  lle- 
va el  organismo  hasta  la  pelvis  donde  una 
parte  con  baja  resistencia  es  infectada  por 
el  organismo  virulento.  La  objeción  a esta 
teoría  es  que  la  mayor  parte  de  las  veces 
la  septicemia  aparece  luego  de  los  sínto- 
mas prodromales  de  infección  pélvica,  aún 
en  muchos  casos  de  peritonitis  fulminante. 
También  se  han  hecho  experimentos  en 
animales  de  laboratorio  a los  cuales  se 
les  inoculó  directamente  en  la  cavidad  pe- 
ritoneal, no  apareciendo  la  septicemia 
hasta  varias  horas  después  de  la  implan- 
tación del  organismo.  En  muchos  casos 
clínicos  el  tipo  de  neumococo  aislado  de  la 
faringe  y la  cavidad  oral  ha  sido  total- 
mente diferente  al  que  se  aisló  de  la  pel- 
vis en  casos  en  que  no  existía  otro  foco 
de  infección  posible. 

(2)  Origen  intestinal:  Aunque  ya  pocos 
sustentan  esta  teoría  la  mencionaré  para 
aducir  los  argumentos  en  su  contra.  En 
todos  los  casos  la  peritonitis  está  presente 
sin  haber  lesión  alguna  en  el  intestino, 
especialmente  en  la  mucosa.  En  algunos 
casos  se  ha  comprobado  que  si  existió  una 
lesión  en  la  mucosa  o en  la  serosa  intes- 
tinal ésta  era  de  otra  índole  y si  se  aisló 
el  neumococo  fué  en  su  forma  no  virulenta 
ya  que  en  muchos  casos  es  un  habitante 
normal  del  tubo  intestinal.  Se  ha  hecho  un 
experimento  alimentando  conejos  con 
cultivos  extremadamente  virulentos  de 
neumococos  y sólo  uno  de  muchos  conejos 
desarrolló  peritonitis  y ésta  se  comprobó 
era  secundaria  a una  pulmonía  lobar. 

(3)  Origen  linfático:  Como  se  puede  ver 
por  simple  lógica,  de  ocurrir  la  infección 
en  esta  forma  tendría  que  ser  llevada  a la 
pelvis  en  dirección  opuesta  al  flujo  linfá- 
tico, lo  cual  nos  parece  un  poco  difícil  de 
ocurrir  ya  que  existen  otras  rutas  quizás 
más  factibles  o probables. 

(4)  Origen  genital:  Sabemos  que  en  la 
mujer  los  órganos  generativos  conectan 


indirectamente  con  el  exterior  a la  cavi- 
dad peritoneal.  Esto  quizás  nos  explica 
porqué  las  infeciones  de  la  pelvis  en  ge- 
neral son  mucho  más  frecuentes  en  la 
mujer  que  en  el  hombre,  y el  caso  del  neu- 
mococo no  es  una  excepción  a la  regla.  Se 
ha  probado  que  definitivamente  las  infec- 
ciones pélvicas  y la  peritonitis  neumocóci- 
ca  son  peculiares  a la  mujer  y que  en  estos 
casos  no  encontramos  lesión  alguna  en  los 
pulmones,  pleura,  coyunturas  o naso-fa- 
ringe. Esta  es  una  enfermedad  más  co- 
mún en  las  clases  de  bajos  recursos  eco- 
nómicos. La  vemos  con  mucha  menos  fre- 
cuencia en  los  pisos  privados  que  en  los 
salones  de  admisión  general,  tanto  en  los 
casos  de  maternidad  como  en  los  gineco- 
lógicos. Los  pediatras  reportan  iguales 
hallazgos  en  su  experiencia.  La  mujer  de- 
saliñada y de  pobre  higiene  genital  es 
mucho  más  susceptible  a este  tipo  de  in- 
fecciones que  la  mujer  de  hábitos  norma- 
les de  limpieza  y aseo  personal.  La  flora 
vaginal  de  las  pacientes  de  clínicas  o dis- 
pensarios siempre  ha  producido  un  por 
ciento  mayor  de  positivos  de  neumococo 
que  los  casos  privados.  Esto  nos  prueba 
que  podemos  llevar  el  organismo  en  el 
exterior  de  nuestros  órganos  genitales  y 
en  el  caso  de  la  mujer  la  vagina  puede  ser 
el  canal  por  el  cual  llegan  los  organismos 
a la  pelvis. 

Otra  manera  de  probar  que  la  inmensa 
mayoría  de  los  casos  de  peritonitis  neu- 
mocócica  empiezan  en  la  pelvis  ha  sido 
durante  las  operaciones  de  la  parte  supe- 
rior del  vientre  en  las  cuales  se  han  obte- 
nido muestras  de  la  pelvis,  el  vientre  supe- 
rior, la  faringe  y la  vagina.  En  estos  casos 
también  se  hicieron  hemocultivos.  Los 
tipos  de  neumococos  obtenidos  por  culti- 
vos fueron  ensayados  en  cuanto  a tipo  se- 
rológicamente  y en  todos  los  casos  se  com- 
probó evidencia  de  mayor  infección  en  la 
pelvis  que  en  cualquier  otro  sitio  del  vien- 
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tre.  En  cada  caso  el  organismo  que  se  ais- 
ló del  vientre,  la  vagina  y la  corriente  san- 
guínea eran  del  mismo  tipo  mientras  que 
los  cultivos  de  la  boca,  nariz  y faringe 
pertenecían  a tipos  variados  y diversos. 
En  algunos  de  estos  casos  el  cultivo  de 
la  parte  superior  del  vientre  fué  negativo 
mientras  que  el  de  la  pelvis  fué  positivo 
fuera  de  toda  duda. 

Como  si  esto  fuese  poca  prueba  a favor 
de  la  teoría  de  origen  genital,  C.  J.  Bond 
hace  años  demostró  que  existe  una  co- 
rriente de  “mucosidad  ascendente”  en  el 
curso  genital  de  la  mujer  y que  si  se  pone 
una  materia  colorante  en  la  vagina  esta 
ascenderá  canal  arriba  hasta  su  eventual 
deposición  sobre  el  peritoneo  pélvico  donde 
la  extremidad  fimbriada  del  tubo  hace 
contacto  con  el  peritoneo  parietal. 

En  cuanto  a la  variedad  secundaria,  su 
apelativo  es  más  que  explicativo  y en  estos 
casos  la  mayor  parte  de  los  criterios  apo- 
yan la  diseminación  hematógena  hacia  la 
pelvis. 

En  ginecología  y obstetricia  reconoce- 
mos tres  tipos  de  infección  neumocócica: 

1)  — Post-aborto  y puerperal. 

2)  — abcesos  pélvicos  localizados 

3)  — peritonitis  generalizada 

Demás  está  decir  que  la  clasificación 

en  esta  forma  tiene  numerosos  objetores 
que  señalan  sus  defectos,  pero  por  ser  la 
más  sencilla  es  la  que  se  usa  generalmente. 
Todos  los  casos  son  típicos  en  su  bacterio- 
logía y patología  ya  que  no  importa  el 
tipo  siempre  el  pus  será  profuso,  espeso 
e inodoro,  conteniendo  grandes  cantidades 
del  organismo.  Las  primeras  lesiones  pre- 
sentan una  película  de  exudado  sobre  los 
órganos  pélvicos,  de  carácter  pegajoso  pro- 
duciendo la  tendencia  a causar  adherencia 
de  las  superficies  contiguas  del  peritoneo. 
A medida  que  la  efusión  se  va  licuando  la 
tendencia  a causar  adherencias  irá  desa- 
pareciendo. 


Después  de  las  primeras  veinticuatro 
horas  el  exudado  comienza  a licuarse  y 
es  más  profuso,  de  color  marrón,  y con 
manchas  de  linfa  y fibrina.  Del  cuarto  día 
en  adelante  el  exudado  comienza  a apare- 
cer en  su  forma  purulenta  y el  peritoneo 
presenta  una  marcada  congestión  a la 
vez  que  el  intestino  delgado  acusa  una  mo- 
derada distensión.  La  porción  fimbriada 
del  tubo  de  Falopio  aparecerá  también  con- 
gestionada e hinchada  y se  podrá  expre- 
sar pus  de  su  extremidad. 

Ni  la  fiebre  puerperal  ni  la  infección 
pélvica  localizada  producidas  por  el  neu- 
mococo difieren  lo  suficiente  de  otras  in- 
fecciones por  organismos  similares  para 
poderse  establecer  un  diagnóstico  por  me- 
dio de  un  simple  examen  pélvico  o una 
ojeada  a una  hoja  de  progreso  clínico.  Qui- 
zás el  historial  de  una  infección  respira- 
toria sea  de  ayuda  durante  o antes 
a la  infección  pélvica  para  el  establecimien- 
to de  un  diagnóstico,  pero  sería  absurdo 
sospechar  que  todas  nuestras  pacientes 
con  infecciones  en  la  pelvis  exhiban  una 
patología  que  se  explique  a base  de  infil- 
tración neumocócica  debido  a un  simple 
catarro  nasal. 

El  caso  típico  agudo  tiene  por  lo  general 
un  período  introductorio  prodromal  ca- 
racterizado por  la  localización  de  la  infec- 
ción en  el  peritoneo  pélvico  la  cual  va 
acompañada  de  escalofríos,  y dolor  en  el 
vientre  que  va  gradualmente  aumentando 
en  intensidad.  A los  tres  días  más  o menos 
de  comenzada  la  infección  en  la  pelvis  ocu- 
rrirá una  septicemia  acompañada  de  ciano- 
sis, dilatación  de  las  alas  nasales,  taqui- 
cardia, intranquilidad,  disnea  e hiperpire- 
xia.  Durante  este  período  irán  aparecien- 
do otras  manifestaciones  de  carácter  local 
tales  como  vómitos  violentos  y excesivos 
que  sugieren  la  presencia  de  una  toxemia 
afectando  el  sistema  nervioso  central,  pero 
que  será  diferente  al  tipo  de  vómito  refle- 
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jo  que  observamos  en  los  casos  de  apendi- 
citis  aguda.  La  diarrea  acompañada  de  te- 
nesmo rectal  es  otra  de  las  manifestacio- 
nes locales  de  importancia  especialmente 
si  va  acompañada  de  la  deposición  de  mo- 
co sanguinolento.  Frecuencia  y dolor 
durante  el  acto  de  micturición  serán  tam- 
bién síntomas  locales  de  esta  condición. 

La  fiebre  en  estos  casos  será  siempre 
alta  (40^  C o más)  y la  leucocitosis  con- 
siguiente será  también  elevada  (por  lo 
general  sobre  30,000  G.B./m.c.)  con  un 
contaje  diferencial  alto  en  polimorfonu- 
cleares  (95%).  Las  herpes  labiales  se  ve- 
rán en  algunos  casos  y la  rigidez  abdomi- 
nal no  será  tan  marcada  como  en  los  casos 
de  perforación  intestinal. 

Más  tarde  en  el  curso  de  la  enfermedad 
pueden  aparecer  otros  síntomas  secun- 
darios tales  como  la  distensión  abdominal 
el  estreñimiento  y síntomas  de  presión  en 
la  pelvis  y en  el  cul-de-sac,  esto  último  de- 
bido a la  gran  cantidad  de  pus  que  produce 
el  neumococo. 

Los  casos  agudos  a pesar  de  la  penicili- 
no-terapia  de  hoy  día,  tienen  una  termi- 
nación fatal  en  muchas  ocasiones.  Los  ca- 
sos crónicos  la  mayor  parte  de  las  veces  no 
pasan  por  una  etapa  aguda  porque  em- 
piezan a localizarse  temprano  con  la  con- 
siguiente formación  de  un  quiste  en  al- 
gún punto  de  la  pelvis  y los  síntomas  serán 
más  leves. 

El  diagnóstico  diferencial  de  estas  con- 
diciones de  origen  neumocócico  se  hace 
bastante  difícil  especialmente  en  las  pri- 
meras etapas  de  un  caso  primario,  ya  que 
se  le  puede  confundir  con  una  enteritis, 
una  salpingitis  o cualesquiera  de  las  con- 
diciones agudas  de  naturaleza  quirúrgica 
tales  como  la  apendicitis,  pancreatitis,  etc. 
En  muchos  casos  el  material  bacteriológi- 
co para  estudio  y cultivo  puede  obtenerse 
por  punción  del  cul-de-sac. 

El  pronóstico  de  las  infecciones  pélvicas 


localizadas  tales  como  los  abcesos  en  el 
cul-de-sac  los  cuales  pueden  drenarse  fá- 
cilmente, o en  los  casos  de  abcesos  tubo- 
ováricos  que  se  pueden  extirpar  fácil- 
mente por  la  vía  abdominal,  es  bueno.  En 
los  casos  de  peritonitis  y fiebre  puerperal 
el  pronóstico  es  mucho  más  grave  especial- 
mente en  los  primeros.  Es  bueno  también 
hacer  constar  que  en  algunas  ocasiones  la 
pulmonía  no  precede  sino  que  sucede  a la 
infección  pélvica. 

El  tratamiento  actual  de  los  casos  de 
peritonitis  es  no  quirúrgico  pero  muchos 
casos  son  operados  en  ocasiones  en  que 
existe  duda  en  cuanto  al  diagnóstico.  El 
tratamiento  conservador  se  emplea  con  la 
esperanza  de  que  se  produzca  la  localiza- 
ción. 

Con  el  uso  de  los  antibióticos  y los  a- 
gentes  químicos  la  mortalidad  ha  bajado 
considerablemente  en  los  últimos  diez  años 
aún  en  los  casos  de  peritonitis  fulminante. 
En  los  pocos  años  de  mi  experiencia  he 
visto  con  más  frecuencia  el  empleo  de  100,- 
000  U.  de  penicilina  cada  tres  horas  con- 
juntamente con  45  gramos  de  sulfadiazina 
en  la  primera  dósis  y 15  gramos  cada  4 
horas  subsiguientemente.  La  orina  y la 
sangre  fueron  siempre  observadas  cuida- 
dosamente en  estos  pacientes  teniéndose 
en  cuenta  la  toxicidad  que  produce  la  sul- 
fadiazina en  algunos  casos  y para  contro- 
lar sus  niveles  en  la  sangre. 

El  uso  del  suero  anti-neumocócico  ha  si- 
do casi  totalmente  descontinuado  pero  aún 
se  le  emplea  por  algunos  centros  médicos 
como  profiláctico  para  evitar  la  infección 
pulmonar  secundaria  siempre  y cuando 
sea  del  mismo  tipo  que  el  neumococo  que 
está  produciendo  la  infección  pélvica. 

Como  medidas  preventivas  de  estas 
condiciones  pélvicas  podemos  mencionar 
todas  aquellas  que  tiendan  a prevenir  las 
infecciones  agudas  del  sistema  respirato- 
rio, y aquellas  de  higiene  personal  y geni- 
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tal  femenina  ya  que  la  ruta  más  probable 
de  las  infecciones  pélvicos  es  por  medio  de 
los  órganos  generativos. 

¿Podría  una  mujer  con  ropa  de  vestir 
escasa  sentarse  en  un  sitio  no  del  todo 
limpio  e infectarse  por  contacto  directo? 
¿Es  posible  que  luego  que  las  manos  han 
sido  pasadas  por  la  boca  sirvieran  de  me- 
dio de  transmisión  de  una  infección  atra- 
vés de  la  vagina?  ¿Pueden  o no  las  “lloviz- 
nas” de  la  respiración  de  un  médico  o en- 
fermera que  no  se  cubra  la  nariz  con  la 
mascarilla  infectar  un  caso  obstétrico?  La 
contestación  a estas  preguntas  por  hom- 
bres de  larga  experiencia  es  que  sí.  Podría- 
mos enumerar  también  otras  posibilidades 
de  carácter  privado  y de  psicopatología  se- 
xual con  posible  relación  a la  transmisión 
de  estas  infecciones. 

La  relación  de  los  siguientes  casos  ser- 
virá para  ilustrar  algunas  de  las  formas 
de  estas  infecciones  y sus  manifestaciones 
clínicas. 

Caso  No.  1 — 

A.  C.,  Casada,  21  años  — Gyn.  12110 — 
Edad  52  años. 

Tuvo  embarazo  y parto  normal  en  1924, 
a los  30  años  de  edad.  Infección  gonocóci- 
ca  en  1925  seguida  de  anquilosis  de  la  mu- 
ñeca derecha.  En  ese  mismo  año  se  le  hizo 
una  amputación  del  cuello  uterino  y se 
le  hizo  una  colporrafia.  Nunca  tuvo  pul- 
monía antes  de  la  presente  condición. 

En  octubre  28,  1943  la  paciente  notó 
un  dolor  bilateral  en  el  bajo  vientre  a- 
compañado  de  fiebre.  No  tuvo  náuseas, 
vómitos  o diarrea.  El  12  de  noviembre 
del  mismo  año,  tres  días  antes  de  su 
próxima  menstruación,  notó  hemorra- 
gia vaginal  acompañada  de  dolor  pélvi- 
co y coágulos.  Estos  síntomas  nunca 
habían  ocurrido  antes  de  esta  ocasión. 
También  notó  que  tenía  fiebre  de  mode- 
rada intensidad  y mareos.  El  6 de  di- 
ciembre ingresó  al  hospital  debido  a la 


prolongación  de  sus  síntomas.  Negó  en ' 
todo  momento  tener  o haber  tenido  re- 
cientemente una  infección  respiratoria^ 
o catarro. 

El  examen  físico  fué  esencialmente  ne-] 
gativo  y una  placa  de  radiografía  reveló] 
que  el  pecho  no  tenía  patología  pulmonar 
de  índole  alguna.  El  examen  bi-manual  de] 
la  pelvis  reveló  dos  masas  adnexales  más 
bien  fijas,  dolorosas  al  tacto  con  un  diá- 
metro de  más  o menos  6-8  cm.  El  diag-’ 
nóstico  hecho  fué  abcesos  pélvicos  bilate- 
rales.  Los  exámenes  de  laboratorio  revela- 1 
ron:  3.8  millones  de  glóbulos  rojos  /mm. 
cúbico,  25,700  glóbulos  blancos  /mm.c.,  I 
Wassermann  negativo.  Orina  negativa. 

Después  de  dos  semanas  de  tratamiento] 
conservador  con  sulfadiazina,  aplicaciones 
de  calor  al  vientre,  descanso  absoluto  eni 
cama,  hubo  una  ligera  mejoría  especial-] 
mente  en  relación  a la  fiebre  y el  dolor] 
pélvico. 

El  22  de  diciembre  fué  dada  de  alta 
para  continuar  su  tratamiento  conserva-i 
dor  en  su  casa.  Su  condición  siguió  mejo-i 
rando  gradualmente  hasta  que  un  mes 
más  tarde  reanudó  su  trabajo  como  secre-i 
taria. 

El  26  de  marzo  de  1944  (tres  meses  más 
tarde)  le  recurrió  el  dolor  abdominal  y re-, 
ingresó  en  el  hospital.  En  esta  ocasión  i 
solamente  se  palpó  una  masa  pélvica  en  elj 
lado  derecho  y mucho  más  definida  que] 
la  que  se  palpó  en  la  ocasión  anterior.  Su 
contaje  de  glóbulos  blancos  fué  de  15,000 j 
y su  condición  general  era  más  satisfac- 
toria. 

El  28  de  marzo  (dos  días  después  de  su] 
ingreso)  se  le  operó  con  anestesia  general] 
(G.O.E.)  y aproximadamente  un  litro  de 
pus  verdoso  se  evacuó  de  un  abceso  tubo-1 
oválico  en  el  lado  derecho.  La  región  ane-j 
xal  izquierda  era  completamente  normal.] 
El  cultivo  de  este  pus  extraído  reveló  neu-i 
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mococo  tipo  IV  y muy  poca  cantidad  de 
estreptococo  hemolítico. 

El  curso  postoperatorio  fué  enteramente 
satisfactorio  y se  le  dió  de  alta  el  16  de 
abril  de  1944. 

Un  examen  pélvico  hecho  el  10  de  no- 
viembre del  mismo  año  demostró  una 
masa  anejal  en  el  mismo  lado  derecho, 
pero  la  paciente  no  se  quejaba  de  síntoma 
alguno  y había  ganado  14  libras  de  peso. 

Caso  No.  2 

E.  I.,  Casada,  Negra,  No.  de  hospital — 22,- 
271,  Edad  29.  Para  l-O-O-l. 

Embarazo  de  38  semanas  admitida 
Enero  7,  1946. 

Esta  paciente  dió  un  historial  de  haber 
tenido  catarro  nasal  durante  las  últimas 
dos  semanas,  el  cual  fué  seguido  de  escalo- 
fríos, fiebre  alta,  dolor  en  el  pecho  y res- 
piración embarazosa.  Su  temperatura  al 
admitírsele  al  hospital  era  de  lOl^,  pulso 
120,  y las  respiraciones  28/min.  El  examen 
físico  reveló  pulmonía  lobar  del  lóbulo  iz- 
quierdo inferior  que  fué  comprobada  por 
rayos  X.  El  tipo  de  neumococo  en  el  esputo 
fué  tipo  I.  Inmediatamente  de  establecido 
el  diagnóstico  se  comenzó  la  penicilino-te- 
rapia  y se  le  dió  también  sulfadiazina  oral. 
El  hemo-cultivo  fué  también  positivo  al  día 
siguiente  de  la  admisión.  A los  tres  días 
de  tratatmiento  la  paciente  empezó  a mos- 
trar trazas  de  resolución  de  su  pulmonía 
por  lisis  y se  encontraba  casi  sin  fiebre. 

Al  quinto  día  de  tratamiento  la  pacien- 
te entró  en  un  parto  espontáneo  y tuvo  un 
niño  que  pesó  6 Ibs.  y 2 oz.  A pesar  de  su 
mejoría  clínica,  un  examen  físico  hecho 
ese  mismo  día  sugirió  que  tenía  un  em- 
piema  en  la  base  pulmonar  izquierda  y al 
día  siguiente  se  hizo  una  toracentesis.  De 
esto  se  obtuvo  un  pus  cremoso  y verdoso 
que  al  cultivarse  reveló  también  neumoco- 
co tipo  I.  A esto  le  siguió  una  reacción  fe- 
bril que  persistió  a pesar  de  la  penicilina 
que  se  le  estaba  inyectando  y en  el  sexto 


día  del  puerperio  se  le  introdujo  un  drena- 
je en  la  cavidad  empiemática. 

Dos  días  después  de  establecido  el  dre- 
naje, la  paciente  desarrolló  un  abceso  sub- 
cutáneo debido  al  mismo  tipo  de  organis- 
mo en  los  tejidos  alrededor  de  la  novena 
costilla  derecha  en  la  línea  axilar  medial. 
Esto  al  fin  y al  cabo  sanó  también  y el 
día  14  de  enero  fué  dada  de  alta  en  bastan- 
te buenas  condiciones. 

Lo  curioso  de  este  caso  y lo  que  lo  hace 
interesante  es  que  la  placenta  demostró  un 
área  de  desprendimiento  prematuro  que 
contenía  un  infarto  séptico  e isquémico 
asociado  con  el  área.  Las  secciones  micros- 
cópicas de  esta  área  con  tintes  de  Gram  y 
de  Giemsa  demostraron  infinidad  de  di- 
plococos  positivos  y encapsulados  que 
podían  verse  claramente  invadiendo  el 
área  infartada.  El  hemo-cultivo  de  la 
sangre  de  la  placenta  reveló  neumococos 
tipo  I. 

CONCLUSIONES 

1 — La  peritonitis  neumococa  afecta  a 
la  mujer  en  la  inmensa  mayoría  de  los 
casos  y la  ruta  de  infección  más  corriente 
es  la  genital. 

2 — Podemos  reducir  la  mortalidad  de  es- 
tos casos  grandemente  usando  antibióticos 
y las  drogas  de  la  familia  sulfa  además  de 
evitando  operar  en  casos  de  peritonitis. 

3 — Este  tipo  de  infecciones  es  de  especial 
interés  para  el  obstetra  y el  ginecólogo. 

4 — El  canal  genital  es  el  medio  de  infec- 
ción más  frecuente  pero  un  porciento  pe- 
queño de  los  casos  se  origina  por  otras 
rutas. 

5 — La  enfermedad  'en  el  adulto,  debido  a 
sus  características  clínicas  particulares, 
debe  de  estudiarse  aparte  de  aquella  que 
ocurre  en  los  niños. 

6 — La  profilaxis  y la  limpieza  personal 
y genital  juegan  un  papel  importante  en 
la  prevención  de  estos  casos. 
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LA  HIGIENE  SOCIAL  Y LA  SALUD  PUBLICA 

E.  QUINTERO,  M.D.* 


Debo  señalar  que  el  problema  de  la  hi- 
giene social,  resulta  ser  uno  de  carácter 
médico,  de  características  demográficas, 
de  educación  de  recreo  y deporte,  personal 
y además,  un  problema  legal  y de  máxima 
importancia  social.  Hemos  de  aceptar  pues, 
que  están  envueltas  condiciones  económico- 
sociales  de  gran  magnitud,  cuya  solución 
tomará  un  largo  plazo,  siendo  la  respon- 
sabilidad máxima  para  ello,  de  la  comuni- 
dad. Las  agencias  correspondientes  del  Go- 
bierno, sólo  pueden  contribuir  y así  lo  vie- 
nen haciendo,  en  la  educación,  orientación 
y debida  coordinación  de  programas  y 
procedimientos  que  apadrinen  y hagan 
viable  de  manera  práctica,  todos  los  indi- 
viduos. 

Aquí  es  bueno  apuntar,  que  en  Puerto 
Rico,  hemos  padecido  una  marcada  des- 
igualdad y opresión  económico-social,  que 
resulta  contribuir,  en  la  prevalencia  de  una 
higiene  social  baja.  Ejemplo  de  ello  lo  da 
el  número  crecido  de  niños  que  se  quedan 
sin  escuela,  y de  los  que  van,  el  80%  np 
llegan  al  octavo  grado  y además,  el  haci- 
namiento que  representan  las  80,000  fami- 
lias que  viven  en  arrabales,  en  casas  de 
una  sola  habitación,  con  jefes  de  familia 
que  sólo  ganan  un  promedio  menor  de 
$350.00  anuales. 

Es  de  esperarse  sin  embargo,  que  el  plan 
de  industrias  de  todo  tipo  auspiciado  por 
el  gobierno  actual,  desde  hace  algunos 
años,  las  emiigraciones,  los  programas  de 
viviendas  apropiadas  y el  plan  para  con- 
trolar la  natalidad,  según  ha  sido  esbozado 
por  el  Dr.  Juan  A.  Pons  y otros  miembros 
de  la  Asociación  de  Salud  Pública,  con  fines 
de  mantener  las  características  demográ- 

•  Jefe  de  la  División  de  Enfermedades  Venéreas 

del  Departamento  de  Salud,  Santurce,  P.  R. 


ficas  al  nivel  de  los  pueblos  más  adelanta- 
dos, habrán  de  contribuir  a la  prevención 
de  las  enfermedades  contagiosas,  la  pro- 
longación de  la  vida  y a una  mayor  efi- 
ciencia individual. 

Durante  los  últimos  10  años  y a inicia- 
tiva de  la  Asociación  de  Higiene  Social 
Nacional  y bajo  los  auspicios  del  Departa- 
mento de  Salud  Pública  Federal  y el  De- 
partamento de  Salud  de  Puerto  Rico  hemos 
estado  celebrando  durante  febrero,  progra- 
mas en  nuestras  comunidades,  sobre  la  hi- 
giene social. 

El  dia  2 de  febrero,  fué  proclamado  este 
año,  por  el  Hon.  Gobernador  de  Puerto  Ri- 
co, como  la  fecha  apropiada  para  la  cele- 
bración de  este  acto.  El  objetivo  principal 
es  proteger  la  familia  y erradicar  de  las 
poblaciones  de  la  Isla,  las  enfermedades 
venéreas  para  lo  cual,  deben  intensificarse 
los  aspectos  siguientes: 

Cooperar  de  manera  decidida  y coordi- 
nada con  las  agencias  del  Gobierno  que 
se  encargan  de  la  salud  del  pueblo,  los 
médicos  y sus  ayudantes,  con  fines  de 
hacer  llegar  a los  individuos,  información 
y otros  programas  tendientes  a la  erradi- 
cación de  la  sífilis  y otros  males  venéreos. 
Educar  y adiestrar  en  la  prevención  de 
nuevas  infecciones  y ayudar  a poner  en 
práctica,  aquellas  medidas  que  faciliten  el 
descubrimiento,  el  tratamiento  y curación 
de  los  casos  existentes  y desarrollar  una 
lucha  humana  y científica,  contra  la  pros- 
titución como  vicio  organizado  y la  promis- 
cuidad, creando  y esforzando  buenas  leyes 
que  protejan  al  individuo  y a la  comuni- 
dad. 

Es  bueno  apuntar  que  durante  la  guerra 
próxima  pasada  y entre  280  mujeres  de 
hábitos  promiscuos  hospitalizadas  en  hos- 
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pítales  del  Gobierno,  situados  en  Caguas, 
el  30%  recibió  tratamiento  por  sífilis  y 
más  del  80%  lo  recibían  por  causa  de  otros 
males  venéreos,  lo  que  deja  sentada  la  im- 
portancia que  este  tipo  de  personas  repre- 
senta en  el  mantenimiento  de  la  reserva 
de  infección. 

Como  factores  contribuyentes  en  la  in- 
cidencia alta  de  promiscuidad  en  este  gru- 
po, cabe  señalar  que  el  56%  de  esas  280 
mujeres  tenían  una  edad  de  17-20  años.  El 
66%  de  ellas,  venían  de  las  siete  munici- 
palidades más  grandes  de  la  Isla  y el  14% 
de  los  pueblos  pequeños  adyacentes  a cam- 
pamentos militares. 

Desde  el  punto  de  vista  social,  sólo  el 
21%  había  sido  casado  legal  o consensual- 
mente y el  62%  aparecía  ser  soltera  cuando 
empezaron  este  negocio.  Una  barrera  in- 
franqueable hacia  la  rehabilitación  de  es- 
tas mujeres,  resultó  ser  el  tener  cicatrices 
de  heridas  en  la  cara  y ello  lo  representó 
el  3%  del  total.  El  80%  de  estas  mujeres 
pasaron  su  edad  infantil  y de  adolescente, 
por  lo  menos  con  uno  de  los  padres,  y el 
39%  de  ellas  consideraron  que  su  situa- 
ción económica  desde  niñas,  era  adecuada, 
pero  sin  duda,  ello  resultaba  ser  tan  solo 
una  apreciación  personal.  El  66%  de  las 
280,  presentó  por  lo  menos,  un  problema 
social  familiar  entre  ellas.  En  el  37%  ha- 
bía habido  alcoholismo,  en  un  22%  deser- 
ción, promiscuidad  en  un  11%  y el  8% 
presentó  historia  familiar  criminal.  Las 
relaciones  familiares  habían  sido  rotas  en 
más  de  un  21%  de  estas  mujeres  y tan 
sólo  el  54%  de  ellas  había  ido  a la  escuela 
hasta  el  quinto  grado,  mientras  que  el 
16%  no  había  tenido  ninguna  educación 
escolar. 

El  50%  de  las  280  había  tenido  algún 
adiestramiento  vocacional  y de  éstas  se 
distinguieron  trabajando  en  costura  un 
25%  y en  trabajos  domésticos,  19%  ; sin 
embargo^  el  49%  no  había  recibido  nin- 


gún adiestramiento  vocacional.  De  aque- 
llas que  trabajaron,  un  56%  encontraron 
una  compensación  mejor  como  empleadas 
en  servicios  domésticos,  pero  el  17  % 
nunca  trabajó  antes  con  persona  alguna. 
El  72%  tuvo  relaciones  íntimas  por  prime- 
ra vez  en  consecuencia  a rapto  o seducción. 

Se  hace  notar  que  entre  los  factores 
conducentes  a la  promiscuidad  sexual  co- 
mercializada, la  influencia  que  ejercen  los 
amigos  y familiares  fué  citada  por  este 
grupo  de  mujeres  con  más  frecuencia  que 
el  factor  económico.  Además,  en  el  grupo 
más  jóven,  sin  duda  el  más  ignorante,  no  1 
hubo  influencias  de  amigos  o presión  I 
económica,  ya  que  ésto  último,  influyó  I 
aparentemente  de  manera  más  severa  en| 
el  grupo  de  más  edad.  Así  vemos  como  ell 
factor  económico,  fué  de  mayor  influencia! 
en  un  35%  de  las  280,  mientras  que,  otras  I 
influencias  — amigos,  padres,  esposos,  ve- 
cinos y maltrato  en  el  hogar — influyeron 
en  un  44%  del  total.  Permítanme  señalar 
que  la  exitación  aventurera,  tan  común 
en  estas  mujeres,  influyó  en  que  el  12% 
tomara  esta  profesión  como  su  trabajo 
preferente  y el  9%  lo  hizo  por  falta  de 
recreación  adecuada  en  el  ambiente  donde 
se  desarrollaban. 

Estos  datos  se  conforman  a lo  dicho  con 
que  la  prostitución  será  un  mal  necesario 
en  tanto  haya  desigualdad  de  fortuna  y 
las  muchachas  empobrecidas  tengan  que 
vender  sus  cuerpos  para  comer  y encon- 
trar cobijo,  para  comprar  trapos  con  qué 
cubrir  su  desnudez,  y en  tanto  haya  al-' 
coholismo  entre  los  hombres,  ilegitimidad, 
hogares  rotos  y malos,  salarios  exagerada- 
mente bajos  e industrias  en  bancarrota. 
Podrá  esperarse  un  mejoramiento  o quizás 
una  cura  total  del  problema  por  medio  de 
la  educación  adecuada,  religión,  ciencia, 
mejoramiento  económico,  claridad  y gran  ( 
concepto  desinteresado  del  deber  ciudada-  í 
no  por  parte  de  los  hombres,  todo  ello,  con- 


HIGIENE  SOCIAL  Y SALUD  PUBLICA  — QUINTERO 


209 


ducente  a una  higiene  social  mejor  balan- 
ceada. 

En  el  hogar,  en  la  escuela,  y en  la  igle- 
sia, deben  apadrinarse  desde  la  niñez,  la 
incorporación  de  medidas  sanas  contribu- 
yentes a la  formación  del  carácter  e ins- 
truir y adiestrar  a la  juventud,  hacia  el 
casamiento  y la  paternidad.  Medidas  éstas 
que  en  general,  deben  ser  auspiciadas  en 
continuación,  por  las  organizaciones  cívi- 
cas y sociales  existentes  y quienes  para 
mejor  práctica,  podrán  aconsejarse  con 
las  agencias  pertinentes  del  gobierno. 

El  problema  de  las  enfermedades  vené- 
reas, según  existe  en  Puerto  Rico,  compa- 
ra de  manera  desfavorable  con  el  que  pre- 
valece en  tal  sentido  en  los  Estados  Unidos 
Continentales.  Allá,  se  ha  estimado  una 
población  no  menor  de  3,000,000  padecien- 
do de  sífilis  y aproximadamente  250,000 
nuevas  personas,  cogen  la  enfermedad 
todos  los  años.  Los  otros  males  venéreos 
son  representados  por  una  población  de 
1,300,000  personas. 

Entre  nosotros,  se  ha  estimado  que  200,- 
000  personas  padezcan  estas  enfermeda- 
des y si  consideramos  que  nuestra  pobla- 
ción de  los  15  a 44  años  está  representada 
por  992,354  personas  y aplicamos  los  datos 
prácticos  recogidos  en  consecuencia  a la 
experiencia  tenida  entre  los  cuerpos  mili- 
tares aquí  durante  la  guerra,  esto  es, 
que  puedan  tenerse  hasta  20  contactos 
anuales  por  la  tercera  parte  de  esa  pobla- 
ción total  y que  de  cada  300  contactos  ilí- 
citos así  tenidos,  surja  una  infección  ve- 
nérea, es  de  esperarse  que  más  de  8,000 
casos  nuevos,  vengan  a engrosar  todos  los 
años,  el  reservo  de  infección.  Es  bueno 
advertir  que  de  los  30,000  casos  con  enfer- 
medades venéreas  que  el  gobierno  atiende 
anualmente,  algo  menos  de  la  mitad  sola- 
mente, vienen  a ser  de  los  casos  nuevos 
que  surgen  anualmente  y el  resto  quizás. 


unos  16,000  casos,  se  drenan  del  reservo 
de  infección  ya  existentes. 

El  Departamento  de  Salud  de  Puerto 
Rico,  en  el  programa  de  control  de  las 
enfermedades  venéreas,  ha  venido  utili- 
zando las  tendencias  más  modernas,  con- 
fiado que  bajo  tales  condiciones,  será  po- 
sible desarrollar  una  acción  que  pueda 
completarse  esencialmente  en  los  dos  as- 
pectos siguientes: 

a.  Investigación  y búsqueda  de  los  posi- 
bles focos  de  contagio. 

b.  Aislamiento  y eliminación  de  los  fo- 
cos de  contagio,  comprobados,  medi- 
das especiales  conducentes  a preve- 
nir los  contagios. 

Las  actividades  en  tal  sentido,  se  extien- 
den en  toda  la  isla,  con  clínicas  en  las  Uni- 
dades de  Salud  Pública,  para  el  diagnós- 
tico y tratamiento  adecuado  de  manera 
ambulatoria,  de  todos  los  casos  que  puedan 
descubrirse  en  las  distintas  comunidades, 
el  aislamiento  y tratamiento  rápido  en  los 
Hospitales  de  Distrito  para  pacientes  que 
resulten  meritorios  y así  también,  en  el 
Centro  de  Diagnóstico  y Tratamiento  Rá- 
pido situado  en  San  Juan,  para  pacientes 
especiales.  Durante  el  1947-48,  en  las  Uni- 
dades de  Salud  Pública,  se  atendieron  20,- 
484  padeciendo  sifilis:  en  los  Hospitales 
de  Distrito,  452  y en  el  Centro  de  Diagnós- 
tico y Tratamiento  Rápido  de  San  Juan, 
853  casos. 

Es  importante  advertir  y según  se  ha 
comprobado  por  distintas  autoridades  y en 
distintos  sitios,  que  sólo  quizás,  el  45% 
de  los  casos  de  sífilis  existentes  en  la  co- 
munidad, se  someten  anualmente  a trata- 
miento adecuado  en  los  servicios  médicos 
particulares  o en  aquellos  servicios  que  o- 
frece  gratis  el  gobierno.  Además,  no  hay 
que  perder  de  vista  que  quizás  sólo  1% 
de  los  casos  que  se  someten  a tratamiento, 
padecen  la  enfermedad  en  su  etapa  conta- 
giosa, pero  los  de  sintomatología  latente 


210 


BOLETIN  DE  LA  ASOCIACION  MEDICA  DE  PUERTO  RICO 


son  tantos,  y como  las  señoras  gestantes 
con  sífilis  siempre  ofrecen  riesgo  de  in- 
fectar sus  hijos  en  el  vientre,  es  de  suma 
importancia  dar  atención  médica  adecua- 
da igualmente,  a todos  los  tipos  de  enfer- 
mos que  aparezcan. 

Mahoney,  del  Servicio  de  Salud  Pública 
Federal,  ha  informado  que  la  espiroqueta 
pallida  puede  demostrarse  en  las  secrecio- 
nes seminales,  hasta  20  años  después  de  la 
infección  primaria.  En  Puerto  Rico,  y du- 
rante el  1947-48,  se  han  tratado  adecuada- 
mente 2,261  señoras  embarazadas,  con 
fines  de  evitar  sífilis  congénita.  La  ayuda 
desinteresada  de  toda  la  clase  médica  del 
país  y de  todo  individuo,  educando  y orien- 
tando debidamente  a los  enfermos  y/o  en- 
fermos potenciales,  habrá  de  contribuir  en 
un  futuro  cercano,  a que  pueda  erradicar- 
se la  sífilis  congénita  en  Puerto  Rico. 

En  Puerto  Rico  como  en  los  demás  pue- 
blos que  se  preocupan  de  la  endemia  vené- 
rea, hemos  adoptado  como  fundamental 
para  su  control,  el  sistema  de  la  profila- 
xis por  medio  del  tratamiento,  ya  que  has- 
ta ahora  es  el  único  procedimiento  apre- 
ciablemente efectivo  y realizable  en  la 
población  civil.  Como  higienistas,  no  olvi- 
damxos  otros  métodos  y se  utilizan  además, 
la  profilaxis  moral,  mecánica  y química, 
ya  que  éstas,  en  muchas  ocasiones,  evitan 
los  males  venéreos. 

El  tratamiento  antisifilítico  tuvo  enor- 
mes resultados  en  los  pueblos  escandina- 
vos, disminuyendo  la  incidencia  de  los  ca- 
sos de  sífilis,  evitando  su  diseminación;  lo 
que  viene  a ser  un  deber  para  con  la  so- 
ciedad y una  responsabilidad  sanitaria  del 
estado.  El  tratamiento  además,  cura  o me- 
jora los  enfermos  y ello  es  un  deber  para 
con  el  individuo  y una  responsabilidad  del 
f^ntado.  Este  método  es  genuinamente  sa- 
nitario y ha  demostrado  ser  efectivo  en 
el  control  de  la  sífilis. 

En  consecuencia  a una  labor  educativa 


más  intensa  por  parte  de  todos  los  secto- 
res de  la  comunidad,  habrán  de  descubrir- 
se más  casos  de  sífilis  y otras  enfermeda- 
des venéreas,  al  desarrollarse  a plenitud, 
los  siguientes  métodos: 

1.  Por  la  voluntaria  y espontánea  solici- 
tud de  reconocimiento  médico  que  mu- 
chas personas  hacen  a clínicas  del  go- 
bierno, a médicos  e instituciones  priva- 
das, por  tener  motivos  para  creer  que 
padecían  una  enfermedad.  Entre  los  que 
tales  servicios  solicitan  se  encuentran 
hasta  un  50%  padeciendo  enfermeda- 
des venéreas;  y,  de  éstos,  hasta  un  40% 
pueden  tener  la  sífilis  en  un  estado  pri- 
mario o secundario.  Hemos  de  pensar 
que  un  mejor  aprovechamiento  de  este 
método  habrá  de  conseguirse  como  con- 
secuencia de  una  mejor  y más  intensa 
labor  educativa. 

2.  La  investigac'ón  de  los  contactos  de 
un  caso  conocido,  cuando  se  lleva  a ca- 
bo con  la  debida  diligencia,  ayuda  al 
descubrimiento  de  no  menos  de  un  20% 
del  total  de  casos  que  se  mantienen 
bajo  tratamiento.  Este  método  es  esen- 
cialmente productivo  desde  el  punto  de 
vista  de  salud  pública,  ya  que  un  30% 
del  total  de  los  descubiertos  pueden  pa- 
decer la  sífilis  en  un  estado  primario 
o secundario. 

3.  Por  medio  de  exámenes  serológicos 
hechos  al  azar,  a grandes  grupos  de 
personas  en  cualquier  comunidad,  se 
han  podido  descubrir  el  20%  o más,  de 
personas  padeciendo  enfermedades  ve- 
néreas. Sin  embargo,  de  ese  grupo  total, 
sólo  alrededor  de  un  9%  padecen  la  sí- 
filis en  un  estado  contagioso.  Hemos 
de  apuntar  que  para  seleccionar  los  si- 
filíticos en  estado  contagioso,  se  impo- 
ne además  un  reconocimiento  médico  de- 
tenido y minucioso  de  cada  una  de  las 
personas  examinadas  serológicamente. 
Este  procedimiento  tiene  la  ventaja  do 
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no  estigmatizar  precipitadamente  las 
personas  y por  tal  razón,  conlleva  el 
apoyo  y la  cooperación  de  una  gran  par- 
te de  la  comunidad. 

Permítanme  referirme,  aunque  sucin- 
tamente, a los  progresos  obtenidos  en  el 
tratamiento  moderno  de  la  sífilis. 

La  penicilina,  reconocida  por  Alexander 
Fleming,  como  antibiótico  específico  con- 
tra los  estafilococos  en  el  1929,  vino  a a- 
plicarse  en  el  tratamiento  de  la  sífilis  por 
Mahoney  y sus  asociados  en  el  1943,  fe- 
cha que  compara  ventajosamente  con  los 
descubrimientos  de  1909-10,  en  que  Ehr- 
lich-Hatta-Vertheim,  sintetizaron  el  606. 

La  penicilina  ha  sido  una  promesa  en 
el  tratamiento  de  la  sífilis,  ya  que  está 
exenta  de  la  toxicidad  o inconvenientes 
que  de  ordinario,  presentan  los  arsenicales 
y los  metales  pesados.  Esta  droga  tiene 
una  acción  terapéutica  eficaz,  mayor, 
cuando  el  tratamiento  se  hace  en  un  nú- 
mero alto  de  inyecciones,  ya  que  su  acción 
terapéutica  efectiva,  depende  de  que  la 
concentración  de  la  droga  en  los  fluidos 
del  cuerpo,  sea  mantenida  prolongadamen- 
te. La  dósis  total  y el  tiempo  en  que  de- 
ben mantenerse  los  niveles  sanguíneos, 
han  sido  variados  por  los  distintos  tipos 
de  enfermedad,  desde  41/2  a 10  millones 
unidades,  durante  8,  10,  y hasta  15  días. 
En  la  actualidad,  se  llevan  a cabo  experi- 
mentos con  fines  de  que  con  una  sola  in- 
yección se  puedan  mantener  niveles  tera- 
péuticos efectivos  suficientes  para  curar 


la  sífilis  en  su  etapa  inicial  y secundaria 
contagiosa. 

Los  resultados  maravillosos  y rápidos 
que  se  obtienen  con  la  droga,  ofrecen  sin 
embargo,  ciertos  inconvenientes  tales 
como,  posibles  y más  frecuentes  relapsos 
o reinfecciones  (episodios  sifilíticos)  y a- 
demás,  el  que  entre  cónyuges,  muchas  ve- 
ces, puedan  desarrollarse  reinfecciones  del 
uno  al  otro  con  frecuencia  sistemática  des- 
pués de  un  tratamiento,  que  ha  sido  de- 
nominado como  sífilis  de  tipo  “Ping-Pong” 

El  Departamento  de  Salud  ha  utilizado 
con  verdadera  liberalidad  la  droga,  y du- 
rante el  1947-48,  se  trataron  con  ella 
12,265  casos  con  enfermedades  venéreas, 
de  los  cuales,  6,155,  eran  de  sífilis,  trata- 
dos a razón  de  4,800,000  U.  cada  uno  en 
sólo  8 días. 

Como  Oficial  de  Salud  Pública,  quere- 
mos enfatizar  que  la  espiroqueta  pallida, 
puede  vivir  en  simbiosis  con  el  organismo 
humano  sin  producir  síntomas,  pero 
siempre  está  en  acecho  de  su  víctima 
y preconiza  tragedia:  en  cualquier  mo- 
mento, puede  producir  muerte,  ceguedad, 
entorpecer  e inutilizar  mentes  brillantes 
y robar  a muchos  amantes  padres,  del 
deseo  incomparablemente  justo  de  la  pa- 
ternidad, puede  tornar  hombres,  niños  y 
mujeres  eficientes  y normales,  cuando  me- 
nos lo  esperan,  en  lisiados  incapacitados. 
Además  para  la  hospitalización  y cuidado 
de  sus  víctimas,  hace  gastar  a los  gobier- 
nos y a las  personas  particulares,  cuantió 
sas  sumas. 
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REVISTA  DE  LIBROS 


FATIGUE  AND  IMPAIRMENT  IN 
MAN.  Por  S.  Howard  Bartlej%  Ph.D.,  M. 
D.,  y Eloise  Chute,  M.A.,  con  un  prólogo 
por  A.  C,  Ivy,  Ph.D.,  M.D.  Primera  edición. 
8^,  tela,  429  pp.  New  York:  McGraw-Hill 
Book  Company,  Inc.  1947.  $5.50. 

Los  autores  de  este  libro  han  hecho  un 
estudio  profundo  del  fenómeno  conocido 
por  “fatiga”.  Su  tésis,  muy  claramente  ex- 
puesta en  la  Introducción,  es  que  los  es- 
tudios experimentales  anteriores  sobre  el 
fenómeno  de  “fatiga”  han  sido  limitados 
a los  puntos  de  vista  particulares  de  los 
investigadores  y como  resultado  el  térmi- 
no “fatiga”  se  ha  definido  de  un  modo 
particularista  ya  sea  fisiológico,  bioquími- 
co, psicológico,  etc.  Los  autores,  en  cambio, 
tratan  de  estudiar  el  susodicho  fenómeno 
desde  el  punto  de  vista  personalista  e inte- 
gral; esto  es,  como  una  manifestación  del 
organismo  in  tuto. 

También  insisten  los  autores  en  hacer 
clara  la  diferencia  entre  “fatiga”,  como  e- 
llos  la  definen  y “deterioro”  (impairment), 
según  se  manifiesta  objetivamtene  y pue- 
de medirse  por  el  decrecimiento  en  la  ha- 
bilidad de  ejecutar  una  tarea.  Esta  impor- 
tante distinción,  a la  cual  dedican  una 


parte  considerable  del  libro,  es  la  que,  se- 
gún su  tésis,  ha  sido  ignorada  casi  total- 
mente por  los  investigadores  anteriores. 

El  material  está  organizado  en  forma  tal 
que  se  conserva  la  distinción  entre  fatiga 
y deterioro,  y se  discuten  las  relaciones 
entre  sí,  a través  de  los  capítulos  dedi- 
cados a estudios  electrofisiológicos  e in- 
fluencias de  tales  condiciones  como  ano- 
xemia, hipoglucemia,  extremos  de  tempe- 
ratura, balance  electrolítico,  metabolismo 
y nutrición,  efecto  de  drogas,  del  sueño, 
la  “fatiga  mental”,  los  factores  persona- 
les en  situaciones  de  trabajo,  conflictos, 
frustraciones  y fatiga  crónica.  Cada  ca- 
pítulo va  acompañado  de  importantes  re- 
ferencias, y al  final  del  texto  hay  una  lis- 
ta de  películas  que  pueden  usarse  como 
ayuda  visual  para  una  mejor  exposición. 

Este  libro,  a nuestro  parecer,  representa 
una  contribución  fundamental  al  estudio 
de  un  fenómeno  muy  importante,  aunque 
vagamente  definido  e incompletamente 
estudiado  hasta  ahora.  Por  la  naturaleza 
de  la  materia  que  trata  es  de  gran  valor 
como  referencia  y debe  ser  incluido  en 
toda  biblioteca  médica,  de  ciencias  natura- 
les, psicología  y sociología. 


Dr.  M.  Paniagua 


When  Every  Penny  Counts 

For  most  young  parents  the  expense  of 
raising  a baby  is  a serious  matter.  At 
a time  like  this  . . . when  every  penny 
counts  ...  a young  mother  is  grateful 
for  any  advice  you  can  give  that  enables 
her  to  provide  the  baby  with  the  prop- 
er food,  at  a price  she  can  best  afford. 

Milk,  besides  being  the  chief  nutri- 
tional need  of  the  baby,  is  also  the 
major  item  in  the  cost  of  his  food. 
When  you  prescribe  Pet  Evaporated 
Milk  for  the  formula,  you  render  two 
important  benefits: 

Optimal  nutrition  for  the  baby.  In 
Pet  Milk,  complete  milk  nourishment 
and  ease  of  digestibility  comparable  to 
that  of  human  milk  are  combined. 

Maximal  economy  for  the  parents. 
Pet  Milk  now,  as  usual,  is  the  least  ex- 
pensive form  of  whole  milk. 

As  a physician  your  first  consideration, 
of  course,  is  the  baby’s  health  and 
development.  Fortunately  you  can 
assure  the  mother  that  Pet  Milk  not 
only  gives  the  very  best  assurance  that 
her  baby  will  grow  sturdy  and  strong, 
but  in  addition,  costs  less  than  any 
other  form  of  milk. 


Pet  Milk  — the  original  evap- 
orated milk  — is  so  depend- 
able in  quality,  agrees  so 
well  with  babies,  that  it  is  a 
favored  form  of  milk  for  in- 
fant feeding. 


Plf 


PET  MILK  COMPANY 
1472-F  Arcade  Bldg.,  St.  Louis  1,  Mo. 


Señor  Doctor,  ¿Dónde  ya  ha  visto 
usted  estas  76  palahrasi 

"INGREDIENTES:  Combinación  de  leche  entera,  secada  al  vacío, 
modificada  con  enzimas  de  la  malta,  dextrosa,  azúcar,  ex- 
tracto de  cebada  malteada  y harina  de  trigo  entero,  cacao  y 
sal.  El  contenido  natural  de  vitaminas  y minerales  ha  sido 
reforzado  por  la  adición  de  Vitamina  A (extracto  de  aceite 
de  hígado  de  pescado).  Vitaminas  B,  (Clorhidrato  de  Tia- 
mina),  Bo(G)  (Riboflavina),  (Ergosterol  irradiado),  y 
P-P  (Niacinamida),  Fosfato  de  Calcio,  Plrofosfato  de 
Hierro,  sabor  artificial  (vainillina)  y Vainilla.” 


P,D 


Estas  76  palabras  aparecen  en  la  etiqueta  de  ingredientes  en  cada  lata  de 
Hemo  Borden’s  — y que  aseguran  a usted  la  buena  calidad  nutritiva  de  esta 
$ bebida  alimenticia,  fortificada  con  vitaminas  y minerales. 


NOTA:  La  Tabla  que  sigue  muestra  de  un  modo  «loro  y fósil  el  contenido  vitomínico 
y de  minerales  de  Hemo  comparado  con  los  .¡ecesidcdes  mínimas 
diarias  del  adulto,  de  estos  elementos  esenciales. 


HEMO  COMPARADO  CON  LAS  NECESIDADES 
MINIMAS  DIARIAS  DEL  ADULTO 


Requerimientos 
Mínimos  Diarios 
de  los  Adultos* 


1 Va  onzas  ó 38 
gromos  de  Hemo  en 
polvo  (2  porcioneb) 


Vitamina  A 
Vitamina  Bi 
Vitamina  B:>(G) 
Vitamina  D 
Niacinamida 
Hierro 
Calcio 
Fósforo 


4000  Unid.  Int. 
333  Unid.  Int. 

2 miligramos 

400  Unid.  Int. 

★ * 

1 0 miligramos 
750  miligramos 
750  miligramos 


4000 

333 

2 

400 

1 0 mgms. 
14.7 
376 
288 


2 porciones  de  Hemo 
en  2 va. os  de  a B onzas 
(240  c.c.)  de  leche 

4900 

400 

3 

410 

1 0.3  mgms. 
15.7 
950 
750 


*5egún  han  sido  establecidos  por  el  Administrador  Federal  de  Seguri- 
dad bajo  la  autoridad  de  la  Ley  Federal  de  Alimentos  y Drogas  de 
los  Estados  Unidos. 

**Los  requerimientos  mínimos  diarios  del  adulto  aun  no  definitiva- 
mente establecidos. 
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Hemo  "Bordens 


ELABORADO  POR  LOS  FABRICANTES  DE  KLIM 


Envasado  en 
Iotas  de  1 libra 
ó 453  gramos 
(24  porciones) 


Hecho.por  ^TKE  O R D E N C C)  M PAN  Y,  N É W^WR  K,  N.  É.  U. 


Distribuidores  para  Puerto  Rico 

PI.AZA  i’ROVISlON  COMPANY.  Fortaleza  104,  San  .luán,  P.  R. 


Biotina 


Clorhidrato  de  Tiamina,  F.E.U. 
(Clorhidrato  de  Vitamina  Bj) 


Riboflavina,  F.E.U. 
( Vitamina  B2) 


Niacina 

(Acido  Nicotínico,  F.E.U.) 


Niacinamida 

(Nicotinamida,  F.E.U.) 

Clorhidrato  de  Piridoxina 
(Clorhidrato  de  Vitamina  Bq) 

Pantotenato  de  Calcio 
Dextrógiro 

Ascórbico,  F.E.U. 

( Vitamina  C) 

Ki 

( 2-Metil-3-Fitil-l,4-Nafto- 
quinona) 

F.E.U. 

( 2-Metil-l,4-Naftoqu¡nona) 
(Vitamina  K Activa) 

Alfa-Tocoferol 
(Vitamina  E) 


Acetato  de  Alfa-Tocoferol 


VITAMINAS  PURAS 

Productos  de  Merck  & Co.,  Inc. 


Numerosas  e importantes  aportaciones  a la  síntesis,  desarrollo  y producción  en 
gran  escala  de  factores  vitamínicos  individuales  en  su  forma  pura  se  deben  a 
las  investigaciones  de  Merck  & Co.,  Inc. 

' En  muchos  casos,  las  vitaminas  puras  se  consideran  fruto  de  estas  investiga- 

ciones. Algunas  se  sintetizaron  originalmente  en  sus  loboratorios  de  investigación 
y otras  fueron  sintetizadas  por  sus  químicos  y colaboradores  en  laboratorios 
osociados. 

Hoy,  por  haberse  logrado  la  producción  de  la  mayoría  de  las  vitaminas 
conocidas  en  su  forma  pura,  puede  llevarse  a cabo  con  fundamento,  con  eficacia, 
y debidamente  reglamentado,  la  terapéutica  de  las  deficiencias  vitamínicas 
específicas,  bajo  la  dirección  del  facultativo. 


P 0 R A T I 0 N 


^.161  Avenui^' of  vicos,  New  York,  Y.,  U.  S.  A. 


OI  IXBOBTACIOM 


Distribuidores:  CESAR  CASTILLO,  INC.,  Tetuán  155,  San  Juan,  P.  R, 


si  desea 


^ 1 . PRONTA  RESTAURACION  DE  LA  HEMOGLOBINA  NORMAL 

• 2.  UNA  MAS  COMPLETA  ABSORCION  DEL  HIERRO 

• 3.  EXCELENTE  TOLERANCIA  GASTRO-INTESTINAL 


9 recete 

* MOL-IRON 

Kum^rcscs  pruebas  clínicas  han  demostrado  la  eficacia  de 
este  agente  hematopoyético  que  es  una  ocertada  combinación 
^ de  óxido  de  molíbdeno  y sulfato  ferroso.  En  la  restauración 
hemoglcbínica  se  ha  registrado  un  aumento  en  algunos 

# casos  de  más  de  100%.  Y aún  en  pacientes  que  han 

^ tenido  reacc  iones  desfavorables  en  otros  tratamientos  con 
hierro,  se  ha  podido  apreciar  la  facilidad  de  tolerancia 
© r astro-in*estiniil. 


JÜAITS 

MOL-IRON 


LABORATORIES^  Inc. 

113  North  13th  Street  • Newark  7,  N.  J.  • E.U.A. 


A los  Señores  Médicos 
de  Son  Juan  y Santurce 

Nos  permitimos  recordarles  que  en  caso  de  urgencia  los  se- 
ñores médicos  que  necesiten  del  servicio  de  nuestras  farmacias 
en  San  Juan  o en  Santurce,  durante  las  altas  horas  de  la  noche, 
pueden  llamar  personalmente  a los  encargados  de  dichas  farma- 
cias, al  teléfono,  como  sigue; 

Para  servicios  en  San  Juan:  2-6544 

Para  servicios  en  Santurce:  2-7002  2-6831 

Los  señores  médicos  pueden  tener  la  seguridad  de  que  serán 
inmediatamente  atendidos  en  dichos  casos  de  necesidad. 

No  se  atenderán,  sin  embargo,  llamadas  hechas  por  personas 
particulares  que  no  puedan  usar  el  debido  discernimiento  sobre 
la  urgencia  o necesidad  de  las  llamadas. 

FARMACIA  BLANCO,  INC. 

(San  Juan  - Santurce) 




THESODÁTE  (Brewer) 

Definición:  El  Thesodate  (Brewer)  es  la  pastilla  original  con  RECUBRI- 
MIENTO ENTERICO  de  Acetato  Sódico  de  Teobromina. 

Indicaciones:  El  Thesodate  (Brewer)  se  indica  en  el  tratamiento  de  la  en- 
fermedad de  la  arteria  coronaria,  el  edema  y la  hipertensión. 
Distribución:  El  Thesodate  (Brewer)  se  vende  en  frascos  de  100  pastillas. 
*Thesodate,  480  mg.  (7V2  granos). 

Thesodate,  480  mg.  (7V2  granos)  ; Fenobarbital,  32  mg.  (V^  grano). 
Thesodate,  320  mg.  (5  granos) ; Fenobarbital  16  mg.  (l^  grano) ; Yo- 
duro de  Potasio  128  mg.  (2  granos). 

Dosis:  Una  pastilla  antes  de  las  comidas  y antes  de  acostarse. 

COMPROBACION  CLINICA: 

1.  Rlgeman,  J.  E.  F.,  Brown,  M.  G.,  Arch.  Iiit.  Med.,  Vol.  60,  pág:.  100,  1937 

2.  Brown,  M.  G.,  y Klsemiin,  J.  E.  F.,  J.  A,  M.  A.,  Vol,  109,  pág,  256,  1937. 

3.  Levy,  K.  L.,  Bruenn,  II.  G.,  Williame,  N.  E.,  Am.  II.  Jour.,  Vol.  19,  pág.  639,  No.  6,  Jun.  1940. 
* El  Thesodate,  480  mg.  se  ha  usado  iMuehfsimo  como  diurético.  La  dosis  que  se  recomienda  es 
de  ocho  pastillas  al  día  por  dos  días  y luego  cuatro  pastillas  diarias. 

Solicite  literatura 

BREWER  & COMPANY,  INC.  Worcester,  Mass.,  U.S.A. 

Químicos  Farmacéuticos  desde  1852 
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CLINICA 

FONT  MARTELO 

Humacao,  P.  R. 

Instituto  Oftálmico 

DE  PUERTO  RICO 

San  juan,  P.  R. 

INSTITUCION  FUNDADA  EN 

EL  AÑO  1936 

FUNDADO  EN  EL  AÑO  1937 

Dr.  R.  Mejía  Ruíz 

Director 

Dres.  Luís  J.  y Ricardo  Fernández 

V 

■ > 

V 

r ^ 

N 

Clínico  Betonces 

Clínico  Dr.  Pereo 

Mayagüez,  P.  R. 

Mayagüez,  P.  R. 

INSTITUCION  FUNDADA 

EN  EL  AÑO  1934 

INSTITUCION  FUNDADA 

EN  EL  AÑO  1908 

Dr.  José  P.  González 

Director 

V ■ ■ ^ 

Dres.  Nelson,  Luís  y 

Augusto  Perea 

V — 

THE  NEW  YORK  POLYCLINIC 

KSCUELA  DE  ME05C1NA  Y IIOSTITAL 
(Organizada  en  1881) 

La  Primera  Institución  Médica  de  América  para  Postgraduados 


PAKA  EL 

Ciruiano  General 

Curso  combinado  que  comprende:  cirugía  ge- 
lógica,  ginecología  y urológica.  Asistencia  a con- 
neral,  c.  traumática,  c abdominal,  gastro-entero* 
ferencias,  presencia  a operaciones,  examen  pre- 
operatorio y post-operatorio  de  enfermos  así  como 
un  curso  ulterior  en  las  salas.  Patología,  radio- 
logía, fisioterapia.  Demostraciones  en  el  cadáver 
sobre  anatomía  quirúrgica,  cirugía  torácica,  anes- 
tesia regional.  Cirugía  operatoria  y ginecológica 
en  el  cadáver. 


Ojos,  Oídos,  Nariz  y Garganta 

Curso  combinado  completo  de  un  año  acadé- 
mico (9  meses).  C onsiste  de  asistencia  a clínicas, 
prensencia  en  operaciones,  conferencias,  demostra- 
ciones de  casos  y demostraciones  en  el  cadáver; 
operaciones  de  ojos,  oídos,  nariz  y garganta  en 
el  cadáver;  disecciones  del  cuello  y la  cabeza 
(cadáver)  ; demostraciones  clínicas  y en  el  cadá- 
ver sobre  broncoscopía  cirugía  de  la  laringe  y 
cirugía  facial;  refracciones;  roentgenología;  pa- 
tología, bacteriología;  y embriología:  fisiología; 
neuro-anatomSa ; anestesia;  fisioterapia;  alergia; 
examen  pre-operatorio  y post-operatorio  de  pa- 
cientes en  las  salas  y clínicas.  También  cursos 
cortos  de  repaso  (3  meses). 


Obstetricia  y Ginecología 

Un  curso  completo.  En  Obstetricia:  conferen- 
cia; clínica  prenatal;  presencia  a partos  norma- 
les y operatorios;  operatoria  obstétrica  (mani- 
quí). 

En  Ginecología:  conferencias;  exploración  clí- 
nica; presencia  de  operaciones;  examen  pre-ope- 
ratorio  de  pacientes;  clínica  post-operatoria  de 
las  pacientes  en  las  salas. 

Patología  obtétrica  y ginecológica;  anestesia 
regional  (en  cadáver).  Asistencia  conferencias  en 
Obstetricia  y Ginecología. 


Proctología  y 
Gastroenterología 

Curso  combinado  que  comprende  asistencia  a 
clínicas  y conferencias;  instrucción  en  exámenes, 
diganóstico  y tratamiento;  presencia  en  opera- 
ciones; visita  a las  salas  de  enfermos;  demostra- 
ción de  casos;  patología ; radiología;  anatomía 
proctología  operatoria  en  el  cadáver. 


PARA  INFORMES  DIRIGIRSE  A 

MEDICAL  EXECUTIVE  OFFICER:  345  West  50th  St.,  New  York  City 

\ J 
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CLINICA  QUIRURGICA 

Clínica  Dr.  Susoni 

DR.  PILA 

Arecibo,  P.  R. 

Ponce,  P.  R. 

INSTITUCION  FUNDADA 

INSTITUCION  FUNDADA 

EN  EL  AÑO  1916 

EN  EL  AÑO  1927 

Dr.  Manuel  de  la  Pila 

Director 

Dr.  Antonio  H.  Susoni 

Director 

. ■■■■'  ■■  . - ■ ■ J 
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CLINICA  ORIENTE 

HOSPITAL 

Dr.  Maldonado 

Humacao,  P.  R. 

Hato  Rey,  P.  R, 

MEDICINA  Y CIRUGIA 

Fundada  en  1 933 

GENERAL 

Institución  fundada  en  el  1943 

DR.  CESAR  DOMINGUEZ 

Director 

Dr.  Eduardo  D.  Maldonado 

Director 

V > 
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HOSPITAL 

PAVIA 

CLINICA 

Dr.  M.  Julia,  Inc. 

Santurce,  P.  R. 

Fundada  en  el  año  1925 

ENFERMEDADES  NERVIOSAS 

INSTITUCION  FUNDADA 

Y MENTALES 

EN  EL  1926 

Hato  Rey,  Puerto  Rico 

Dr.  Manuel  Pavía  Fernández 

' Dr.  Mario  Julia 

Director 

Director 
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Un  Auxiliar  de  Importancia 

En  Bursitis 


Itr  preferencia  que 
. - ■ goza  la  _ . 

NUMOTIZINf 

en  bursitis  no  se  debe 
solamente  ql  calor 
húmedo  que  proporcio- 
na, sino  también  q 
su  acción  anaigésica- 
descongestiva. 

CONVENIENTE - 

fácil  de  usarse  — una 
¡‘  aplicación  dura  de  8 a 
12  horas. 

NUMOTIZiNE,  INC. 

900  N.  FRANKLIN  ST. 
CHICAGO.  E.  U.  A. 


Distribuidores:  FRANCISCO  N.  CASTAGNET 
Santurce,  Puerto  Rico 


í. 


segundos 
que  se 
convierten  en 
♦ MINUTOS 


lo 

«xcKocIte  o «xtrama  fatiga  $on 
«autat  da  Insomnio  los  tagundot 
porecan  minutos.  In  astos 

casos  #1  suoHo  profundo  puado  concllkirsa  on  guinea 
• volnta  minutos  con  la  administraeldn  da  'Saconal  Sddlca*  (BarbHuroto  Propll-matli- 
carbinli-alll  Sódico,  Lilly).  El  afocto  hipnótico  da  asta  borbltórlco 
tormina  on  monos  do  ocho  horas  7 •(  poclonto  continúa  durmlonde 

□ 

sin  ayudo  do  modkamontos  hasta  quo  so  dosplorto  complotomanta  frasco 
y sin  oxporlmantar  afectos  secundarlos.  Entro  los 
borbltúrlces  Lilly,  el  'Saconal  Sódico*  os  el  do  acción  más  rópldo  y duración  mós  cortO; 


i 


El  'Saconal  Sódico*  so  suministro  en  púlvulas 
- do  0.1  g (No.  240)  y 0.05  g (No.  243). 


SECONAL  SODICO 


ELI  LILLY  PAN-AMERICAN  CORPORATION 
''  INDIANAPOLIS  ó,  INDIANA,  E.  U.  A.  ; 


o- SSd"pÜb\ic  health 

SCHOOLS  O.  M^DlClNc^AND 

AÑO  XLI  JULIO,  1949 


"5!^^  HEALTH 


NUM.  7 


BOLETIN 


DE  LA 


APR  27  1950 

ASOCIACION  MEDICA  DE  PUERTO  RICO 


ORGANO  OFICIAL 

PUBLICACION  MENSUAL 

Are.  Fernández  Juncos,  Parada  19. 


Santnree,  Puerto  Rice. 


Entered  as  second  class  matter,  January  21,  1931  at  the  Post  Office  at  San  Juan, 
Puerto  Rico,  under  the  act  of  August  24,  1912. 


S Ü M R I O 


Página 


The  Role  of  the  Surgeon  in  the  Management  of  Peptic 

Ulcer,  Owen  H.  Wangensteen,  M.D.,  Minnesota,  Wis.  _ 213 

Weakness  and  Disgrace,  Leslie  Adams,  M.D.,  New  York 
City 221 


Postoperative  Physical  Therapy  of  the  Nonambulatory  Pa- 
tient, Herman  J.  Flax,  Santurce,  P.  R. 229 


Palabras  pronunciadas  por  el  Doctor  Manuel  Guzmán  Ro- 
dríguez en  el  homenaje  rendido  por  la  Asociación  Mé- 
dica de  Puerto  Rico  al  Doctor  Ramón  M.  Suárez 237 


Palabras  del  Doctor  Ramón  M.  Suárez  en  el  homenaje  que 
le  fuera  rendido  por  la  Asociación  Médica  de  Puerto 


Rico  239 

Quinto  curso  postgraduado 245 

Conferencia  Regional  del  American  College  of  Physicians  _ 246 


SUSCRIPCION  ANUAL:  TRES  DOLARES 


BOLÜIN  DE  LA  ASOCIACION  MEDICA  DE  PUERTO  RICO 

(Publicación  Oficial  de  la  Asociación  Médica  de  Puerto  Rico) 
Avenida  Fernández  Juncos,  Parada  19 
Santurce,  Puerto  Rico 

DR.  R.  RODRIGUEZ  MOLINA 
Editor  y Administrador 


Editores  Asociados 


DR.  D.  RODRIGUEZ-PEREZ 
DR.  RAMON  LAVANDERO 
DR.  DWIGHT  SANTIAGO 
DR.  RAFAEL  GIL  RIVERA 
DR.  G.  RUIZ  CESTERO 


DR.  ELI  S.  ROJAS 

DR.  PABLO  G.  CURBELO 

DR.  I.  RIVERA  LUGO 

DR.  LUIS  ORTEGA 

DR.  RICARDO  F.  FERNANDEZ 


El  BOLETIN  DE  LA  ASOCIACION  MEDICA  DE  PUERTO  RICO  es 
el  órgano  oficial  de  la  Asociación  Médica  de  Puerto  Rico.  Se  publica  el  día 
último  de  cada  mes,  constando  cada  volumen  de  12  ediciones. 

Los  trabajos  originales  deben  ser  enviados  al  Editor-en-Jefe,  Apartado 
de  Correos  3866,  Santurce  29,  Puerto  Rico,  o entregarse  directamente  en  la 
Secretaría  de  la  Asociación  Médica,  Avenida  Fernández  Juncos,  Parada  19, 
Santurce,  Puerto  Rico. 

Los  originales  deben  venir  escritos  a máquina,  a doble  espacio. 

Las  citas  bibliográficas  deberán  mencionar,  en  el  siguiente  orden  de 
sucesión:  apellido  del  autor;  iniciales  de  sus  nombres;  título  del  trabajo; 
título  del  periódico  (abreviado) ; año ; volumen  y página.  Las  citas  lleva- 
rán un  número  de  acuerdo  a su  orden  de  presentación  en  el  texto  y corres- 
pondiente a la  numeración  colocada  al  final. 

Si  el  artículo  viene  acompañado  de  ilustraciones,  debe  indicarse  en  el 
texto  el  sitio  donde  se  desea  que  sean  éstas  intercaladas.  Al  dorso  d« 
cada  ilustración  debe  hacerse  constar  claramente  el  título  que  deberá 
acompañarla. 

No  se  devuelven  originales.  Los  autores  son  responsables  de  las  opi- 
niones que  emitan  en  sus  artículos.  Ningún  artículo  publicado  en  el  Boletín 
podrá  ser  reproducido  sin  la  previa  autorización  escrita  del  Editor-en-Jefe. 

Información  en  relación  con  anuncios  será  suplida  a solicitud  en  la  Se- 
cretaría de  la  Asociación.  Todo  material  de  anuncio  estará  sujeto  a la 
aprobación  del  Editor-en-Jefe. 


Tres  l'Alan'S 
SiiiiTlpciftn 


Knterpil  as  spoonil  rl.ass  iiiatrpr.  .lamiary  21.  lO-Tl  at  the  l’oaf  Offiee 
at  San  .Tii.an  Paerto  Ri<'o  nnit.'r  tho  aet  of  Anciiat  24.  1012 


A todo  médico  interesado 
en  el 

II  CONGRESO  PANAMERICANO 
DE  PEDIATRIA 

ofrecemos  los  servicios  de  nuestra  sucursal  en  México; 

Mead  Johnson  & Co.,  de  México,  S.  A. 

Calle  de  Mérida  No.  20 
México,  D.  F. 

Teléfono  28-77-30 

para  cualquier  información  o servicio  que  se  le  ofrezca  ahora  o 
durante  su  visita  en  México. 

EL  CONGRESO  SE  CELEBRARA  durante  ¡os  días  2.  3.  4 y 
5 de  noviembre,  1949.  Será  precedido  por  el  MI  CONGRESO  NA- 
CIONAL (MEXICANO)  DE  PEDIATRIA,  el  cual  tendrá  lugar  el 
30  y 31  de  octubre  y 1 ro.  de  noviembre. 

Para  hacer  su  visita  lo  más  provechosa  y placentera  posible, 
el  Ccmité  Organizador  de  ambos  Congresos  ha  preparado  un  pro- 
grama de  gran  interés  pediátrico  y social. 

Solicife  informes  a nuestros  representantes. 

MEAD  JOHNSON  & CO. 

Evansville,  Ind.,  E.  U.  A. 

Representante  personal:  ANTONIO  TORRES  DIAZ, 
Pomarrosas  151  (bajos). 

San  Juan,  Teléfono  2-3951 
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Para  pacientes  que 
requieren  dietas  concentradas 


Klim,  la  leche  íntegra  en  polvo,  es  de  gran 
importancia  para  las  dietas  concentradas. 

Klim  puede  proporcionarle  calorías  adicio- 
nales sin  aumentar  materialmente  el  volu- 
men de  su  dieta.  (Cada  cucharada  rasada 
proporciona  40  calorías).  Klim  en  polvo 
puede  ser  combinada  con  diversos  alimentos. 

USOS  ESPECIFICOS 

Las  dietas  concentradas  con  Klim  benefician 


a los  niños  inapetentes.  Así  mismo,  Klim  es 
de  gran  valor  en  casos  que  requieran  mayor 
alimentación,  tales  como  tifoidea  y otras 
enfermedades  febriles;  pulmonía,  tuberculo- 
sis y debilidad  postoperatoria. 

El  valor  calórico  de  Klim  es  ocho  veces 
mayor  que  el  de  la  leche  fluida.  Se  puede 
agregar  a los  alimentos  líquidos  o casi  líqui- 
dos, sin  producir  alteración  alguna  en  su 
apariencia,  consistencia,  sabor  o volumea 


KLIM 

LA  PREFERIDA 
EN  TODO  EL  MUNDO 


K.4£ 


Para  informes  profesionales  y tablas  de  alimentación,  diríjase  a: 

THE  BORDEN  COMPANY,  350  MADISON  AVENUE,  NEW  YORK  17.  N.  Y.,  U.  S.  A 


Distribuidores  para  Puerto  Rico 

PLAZA  PROVISION  COMPANY,  Fortaleza  104,  San  Juan,  P.  R. 


¿>cL  K 


'CftCCLH^  CORPORATION.BLOOMFIELD*  N.J. 

Ti  Id  Cauada,  Scheriug  CorporatioD  Ltd.,  Montreal 


penile  menof)ausal 


iíieraf)y 


Gentle  natural  therapy  of  the  menopause, 
relatively  free  from  untoward  side  effects 
may  be  obtained  conveniently  and  econom- 
ically with  Estinyl  (ethinyl  estradiol),  an 
oral  estrogen  closely  related  to  the  true 
follicular  hormone. 


Estinyl 


By  virtue  of  its  origin  and  composition  Estinyl  favors  an 
easy  and  calm  transition,  and  yet  because  of  its  great  oral 
potency  dispels  climacteric  symptoms  rapidly.  For  the  aver- 
age menopausal  patient  one  tablet  of  0.05  mg.  daily  is  usually 
sufficient,  but  two  or  three  tablets  may  be  used  if  required. 

Estinyl  Tablets  are  best  administered  at  bedtime.  Available  in  two 
Strengths— 0.05  mg.  (pink)  and  0.02  mg.  (buff)  tablets.  Bottles  of  100, 
250  and  1000.  Trade-Mark  Estinyl— Reg.  U.S.  Pat.  Off. 


Distribuidores:  CESAR  CASTILLO,  INC.  — Tetuán  155,  San  Juan,  P.  11. 


-Agradecida  pore!  consejo  de  su  doctor 


EL  CASO:  La  madre  informó  que  su 
niño  de  4 meses  sufría  de  diarreas  y 
constantes  trastornos  digestivos.  El 
médico  lo  encontró  aparentemente  nor- 
mal en  todos  los  demás  respectos. 


DIAGNOSIS  DEL  DOCTOR:  Al  descu- 
brir que  la  dieta  del  niño  contenía  ex- 
ceso de  grasa,  el  médico  le  recetó  una 
fórmula  Dryco,  y no  ocurrieron  más 
trastornos  digestivos. 


j T^RYCO  es  preparado  especialmente  para 
i que  se  ajuste  a las  necesidades  del  sis- 

, tema  digestivo  del  niño  normal. 

í Dryco  es  moderado  en  grasa  ...  y durante 
j su  elaboración  los  glóbulos  de  grasa  se  redu- 
cen a diminutas  partículas  y se  distribuyen 
i uniformemente.  La  proteína  forma  peque- 
I ños  coágulos,  fáciles  de  digerir, 
i Las  fórmulas  de  Dryco  son  fáciles  de  pre- 
I parar  aún  por  personas  inexpertas.  Dryco 

' se  disuelve  rápida  y completamente  en  agua 
' templada  o fría. 

Dryco  es  un  alimento  infantil  ideal  que 


puede  usted  recetar  sin  reserva.  Por  más  de 
25  años  ha  contribuido  al  desarrollo  vigo- 
roso de  muchos  niños. 


DRYCO 

Para  informes  profesionales 
y tablas  de  alimentación 
diríjase  a: 


THE  BORDEN  COMPANY, 
350  Madison  Avenue, 
New  York  17,  N.Y..  U.S.  A. 


Distribuidores  para  Puerto  Rico 
FELIX  A.  RODRIGUEZ 
Sagrado  Corazón  602 
Santurce,  Puerto  Rico 


lí' 


i-NüTRON  TASinS 

supply  essentially  the  same 
formula adults  who 
may  prefer  tablets. 

A ft  or  16  oa.- Syrup 


t FLUID  OUNCfS 

Each  Tooipoonfut  (5  ccj  conlalM 

thiamine  CHIOIIDE  (t|) * 

aiaoFLAViN  (»j) 0-a 

miDoxiNE  (»i)* or 

niacinamide  - JO  "'«■ 

FEMOUS  GLUCONATE • «'• 

manganese  sodium 
CITEATE  N.  F.  Vtl* 14  V- 

Fr*Mrv*d  with  latuelc  Acid  0.2% 

*N»»d  Id  hdiiiod  ««Irlfidd  hM  not  boon  oitobllAod. 


NION  CORPORATION  • LOS  ANGELES  38/  CALIFORNIA 


Representantes  para  Puerto  Rico 
JOAQUIN  BELENDEZ  SOLA 

Ave,  Labra  Núm.  802  Apartado  1188 

Santurce,  P.  R.  g^n  Juan,  P.  R. 


Sulfato  de  Dihidroestreptomicina 


+ 

ARo  Actividad  Aniibacteriana 


Bcja  Neurotoxicidad 

% 


Nuevo  e Impresionante  Adelanto  en  la  Terapia  Antibiótico 


Se  suministra  en  convenientes 
frasquitos  del  y 5 gm.  Incluyese 
en  cada  paquete  cuadros  de  dilu- 
ción. 

Como  primer  fabricante  de 
estreptomicina  en  el  mundo, 
Merck  & Co.,  Inc.  ha  hecho 
otro  adelanto  impresionante 
con  la  gran  produción  del 
Sulfato  de  Dihidroestrepto- 
micina. 


El  Sulfato  de  Dihidroestreptomicina  es  un  antibiótico  nuevo,  altamente 
purificado,  químicamente  distinto  de  la  estreptomicina  y está  caracterizado 
por  alta  actividad  antibacteriana  y neurotoxicidad  sumamente  baja. 

Este  nuevo  producto  ofrece  ventajas  importantes: 

■ Eficacia  contra  el  Mycobacterium  Tuberculosis 

■ Toxicidad  Mucho  Más  Baja 

■ Manifestaciones  Alérgicas  Menos  Frecuentes 

■ Ausencia  de  Dermatitis  de  Contacto 

■ Pureza  Insuperable 

El  Sulfato  de  Dihidroestreptomicina  y el  Complejo  de  Cloruro  Calcico  de 
Estreptomicina  pueden  emplearse  alternativamente  en  el  tratamiento 
parenteral  de  la  tuberculosis.  Con  estos  dos  excelentes  "antibióticos 
asociados”  de  Merck  & Co.,  Inc.,  el  médico  está  equipado  para  afrontar 
cualquier  contingencia  en  que  esté  indicada  la  estreptomicina.  Para  mayor 
seguridad,  especifique  siempre  los  productos  de  Merck  & Co.,  Inc. 


Subsidiaria  de  | 


W ^ W W » ww  ^ 


Solicit*  folíolo  doocrlpHv* 


Distribuidores:  CESAR  CASTILLO,  INC.,  Tetuán  155,  San  Juan,  P.  R 
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INSTRUMENTOS 
> OPTICOS 
BAUSCK&LOMB 


i£l  Queratómetro  de  Bausch  & Lomb 


reconoce  universalmente  el  valor  de 
la  Queratometría  en  casos  de  astig- 
mia,  afaquia  o ambüopía.  Sin  embariro 
la  exactitud  de  los  datos  así  averijíua- 
dos  está  limitada  por  la  exactitud  del 
instrumento  empleado  para  lograrlos.  El 
()uecatómetro  de  B&L  mide  objetiva- 
mente la  curvatura  de  la  córnea.  Con 
él  es  fácil  colocar  en  posición  al  pacien- 
te y se  ahorra  tiempo  para  que  éste 
concentre  la  mirada  de  modo  fijo.  Por 
ser  un  instrumento  de  una  sola  posición, 
su  enfoque  resulta  rápido  y exacto.  Sólo 


con  el  Queratómetro  se  puede  obtener 
exactamente  la  medida  de  la  córnea  pa- 
ra ajustar  lentes  de  contacto. 

Agente:  H.  V.  GROSCH  C O. 

Comercio  St.  21  - San  Juan 

BAÜSCH  & LOMB 

Optical  Co.  - Rochester,  N.  Y.,  E.U.A. 
Fundada  en  1853 


VARIOS  DATOS  INTERESANTES 
ACERCA  DE  BIOLAC . . . 


El  Alimento  Infantil  Completo 

"Diolac  es  leche  pura,  desecada,  modificada  y 
enriquecida  de  tal  modo,  que  suple  una  fór- 
mula equilibrada. 

Contiene  las  cantidades  requeridas  de  todas  las 
vitaminas  y los  minerales  de  la  leche  humana.  ¡Y 
es  tan  fácil  de  preparar— sólo  hay  que  mezclarlo 
con  agua! 

Además,  Bíolac,  en  su  lata  cerrada  al  vacío,  se 
conserva  indefinidamente.  Después  de  abierta  la 
lata,  se  puede  conservar,  bien  tapada,  por  varios 
días  en  un  sitio  fresco  y seco  sin  refrigeración. 

Quizás,  la  razón  principal  por  la  cual  tantos  mé- 
dicos están  prescribiendo  Bíolac  sea  por  las  venta- 
jas que  ofrece. 

1(  Fácil  de  prescribir.  El  médico  puede  confiar 
en  que  la  criatura  alimentada  con  Bíolac  recibe 
los  requerimientos  completos  de  las  vitaminas 
A,  Bi,  Bj  y D;  calcio,  hierro  y fósforo;  carbohi- 
drato, proteína,  y grasa*.  Y por  la  absoluta 
sencillez  con  que  se  prepara  una  fórmula,  el 
médico  tendrá  la  satisfacción  de  saber  que  la 


posibilidad  de  cometer  errores  al  mezclar  j 
medir,  se  reducirá  a un  mínimo. 

2.  Fácil  de  preparar.  ¡Bíolac  se  mide  con  la  cu- 
chara que  trae  cada  lata,  se  mezcla  con  agua 
pura  y la  fórmula  está  lista!  La  leche  de  la  cual 
se  elabora  Bíolac  viene  de  vacas  escogidas, 
sometidas  a la  prueba  tuberculina. 

3.  Fácil  de  digerir.  A Bíolac  se  le  ha  aumentado 
la  lactosa,  el  azúcar  natural  de  la  leche  hu- 
mana. Esto  ayuda  a establecer  la  acidez  normal 
intestinal,  y a utilizar  el  calcio  en  el  desarrollo 
del  niño.  Los  glóbulos  de  grasa  en  Bíolac  se 
reducen  y se  homogeneizan  para  que  se  aseme- 
jen a los  de  la  leche  humana.  La  proteína  se 
ajusta  de  modo  que  sea  más  fácil  de  digerir,  y 
menos  alergénica  que  la  de  la  leche  de  vaca. 

Usted  encontrará  — como  les  ha  sucedido 
a muchos  médicos— que  Bíolac  se  puede  reco- 
mendar con  entera  confianza.  Bíolac  es  un  ali- 
mento equilibrado,  que  gusta  a las  criamras. 

•Nótese  que,  ni  la  leche  de  vaca  ni  la  humana, 
suplen  cantidades  suficientes  de  la  vitamina  C,  la 
que  deberá  darse  al  niño  a su  debido  tiempo. 


Bíolac 


THE  BORDEN  COMPANY 

aso  Madison  Ava.,  New  York  17,  N.Y. 

Bíolac  es  leche  pura  de  vaca, 
modiñcada.  Sencillamente  se 
mezcla  con  a^ua  pura  para 
obtener  una  formula  infantil 
éqmltbradík 


Distribuidores  para  Puerto  Rico 
FELIX  A.  RODRIGUEZ 
Sagrado  Corazón  602  — Santurce,  P.  R. 
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to  relieve  nausea  and  vomiting 
of  pregnancy  and  in  adoles- 
cent acne 


.••*•* 


PYRIBEXIN 


(Pyridoxine  HCI  Thiamine  Ctiloride) 
Each  1 cc  contains: 

Vitamin  Bl  50  mg 

Vitamin  B6 50  mg 

VIALS  OF  10  ce 


IROBLEX 


tor  use  m hypochromic  and 
tritional  anemias 

IROBLEX 

(Iron  - Liver  - B Complex) 
Each  cc  contains: 

Thiamine  HCl  (Bl)  100. 

Riboflavin  (B2)  0.! 

Pyridoxine  HCl  (B6)  1. 

NICOTINAMIDE  50. 

IRON  CACODYLATE  10. 

LIVER  (10  U.S.P.  UNITS 

PER  CC)  0.; 

Phenol  (As  preservative)  0.5% 

VIALS  OF  10  cc 


Improved 


Formula 


NION  CORPORATION  los  angeles  38,  california 

JOAQUIN  BELENDEZ  SOLA,  INC. 

P.O.  BOX  1 188,  SAN  JUAN,  PUERTO  RICO 


In  adSfton,: 
because  of  ifs  vita- 
min D content,  Oleum  Per-  ; 
comorphum:  (T)  ploys  an  importoni  ,• 
role  in  tooth  formatjon;  (2)  oids  in  prevent-  > 
ing  and  arresting  dental  caries  in  some  insfancesf 
(3)  exercises  a favoroble,  influence  on  calcium  and  phos- 
phorus métcbolism.  By  virtue  of  its  vitamin  A content,  Oleum  Perco-^ 
morphum:  (4)  prevents  and  cures  night  .blindness  doe  to  yilamin  A deficiency;  . 
(5)  is  helpful  in  preventing  and  treating  eye  diseases  due  to  vitamin  .A  deficiency,  ' 
such  as  xerophtholmia;  (f>)  is  effective  in  treating  cerfoin  hyperkeratoses  of  the  •• 
skin  which  sometime's  accompany  severe  vitrmin  A deficiency  ....  /Meed's  Oleum 
Percomarphum  WIfh  Other  Fish  Liver  Oils  and  V.'osterol  Is  Council  Accepted,  and  is 
advertised  only' to  the  medical  profession.  Mead's  ' Oleum  Percomorphum  is  economical. 
Mead’s  Oleum  Percomorphum  has  stood  the  test  of  16  years  of  clinical  use. 


Mead  JoHNfiOi'7  & Company,  evansville  2i„- indiana,  u..s,  a.  ■ 

. Sc'iwí-*M(«í  ^ éecyry.sirf  " . 

PLEA, ‘SE  SPECIFY  ML'A.D'S  - , . - 


P.  O.  Box  3081 


San  Juan.  P.  R. 
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‘^Vitamin  B,i  per  unit  of  weight,  is  the  most  effective 

antianeniic  substance  known.”  SPIES  ETAL.I  J.  A.  M.  A.  139i621,  1949 


SQUIBB  vitamin  B12  concentrate 


now  in  plentiful  supply 


i>  essentially  painless,  protein-free  aqueous  solution 
l^-  approximately  the  same  cost  as  Liver  Extract 

1 cc.  ampies,  each  ampul  containing  15  micrograms  of 
vitamin  Biz.  Boxes  o!  5. 

Dosage  for  15  rni.  rogiam  HU BB AMIN  is  the  same  as  that  for 
15  unit  Liver  Extract. 


MANUFACTURING  CHEI»IISTS  TO  TtlE  IiIEDiCAL  PROFESSION  SINCE  1858 


Purodigin  has  these  advantages: 

PRECISE  DOSAGE:  Purodigin  (Digitoxin  Wyeth)  is 
absolutely  uniform  . . . standardized  by  weight, 
prescribed  by  weight. 

LACK  OF  IRRITATION:  Purodigin  is  concentrated 
— dosage  is  only  one  thousandth  that  of  digitalis  leaf. 
Nausea  is  rare. 

ABSORPTION  of  Pmodigin  is  virtually  complete.  Almost 
no  irritating  residue  is  left  in  the  digestive  tract. 

SUSTAINED  ACTION:  Pvuodigin  remains  in  the  body 
as  long  as  digitalis. 


Try  Purodigin — especially  for  those  patients  who  do  not  easily  tolerate 
digitalis  leaf.  Without  interrupting  treatment,  simply  prescribe  0.1 -0.2 
milligram  Purodigin  in  place  of  0. 1-0.2  gram  digitalis. 


CRYSTALLINE  DIGITOXIN 


WYETH  INCORPORATED*PHILADELPHIA  3,  PA. 

Distribuidores:  FRANCISCO  N.  CASTAGNET 
Santurce,  Puerto  Rico 
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Libby,  McNeill  & Libby  • Chicago  9,  Illinois 


Regardless  of  the  many  other  considerations  involved, 
- only  a well-nourished  baby  can  be  a happy  baby.  To  this 
end,  Libby’s  Baby  Foods  can  contribute  considerably.  Homo- 
genized by  an  exclusive  process,  Libby’s  are  modified  so  that 
cellulose  ceil  capsules  are  ruptured  and  nutrients  are  dis- 
persed homogeneously  through  the  food  mass. 

Nutrient  availability  is  enhanced  and  texture  is  changed 
to  such  satin-smoothness  that  Libby’s  Baby  Foods  have 
been  fed  as  early  as  the  sixth  week  of  life.  Thus  the  infant 
is  provided  with  the  many  valuable  nutrients  contained  in 
the  wide  variety  of  infant  foods  made  available  by  Libby. 

Beeh  • Carrots  • Greon  Beans  • Peas  • Spinach  • Squash  • Vegetable  Soup  • Mixed 
Vegetables  • Garden  Vegetables  • Liver  Soup  • Vegetables  with  Bacon  • Vegetables 
with  Beef  and  Barley  • Vegetables  with  Lamb  • Apples  and  Apricots  • Apples  and 
Prunes  • Apple  Sauce  • Apricot-Farina  • Peaches  • Peaches-Pears-Apricots  • Pears 
and  Pineapple  • Prunes  (with  Pineapple  Juice  and  Lemon  Juice)  • Custard  Pudding 


FIEBRE  DEL  HENO 


tres  cualidades  principales 
distinguen  al  ^ 


(Marca  del  Maléalo  de  Piranisamina) 

(Maléalo  de  N-p-meloxíbencíl-N',  N’-dímetil-N-a-píridiletilenodíamína) 


Las  farmacias  de  su  locali- 
dad tienen  existencias  del 
Neo-Antergan  en  tabletas 
de  25  mg.  y 50  mg.,  en 
cajas  de  100  y en 
frascos  de  1.000. 


1.  EFICACIA— El  Neo-Antergan  ha  proporcionado  alivio 
sintomático  completo  o apreciable  en  el  71  % de  una  serie  de 
más  de  500  casos  de  fiebre  del  heno. 

2.  AMPLIO  MARGEN  TERAPEUTICO-El  Neo-Antergan 
ha  probado  su  eficacia  en  el  alivio  de  síntomas  alérgicos  de 
ciertos  pacientes  que  no  respondían  a otras  medidas  tera- 
péuticas. 

3.  INOCUIDAD-En  una  serie  de  1.500  pacientes,  sólo  fue 
necesario  suspender  el  tratamiento  con  Neo-Antergan  en  un 
3,5%,  aproximadamente,  debido  a los  fastidiosos  efectos 
secundarios. 


Distribuidores— CESAR  CASTILLO,  INC.,  Calle  Tetuan  155,  San  Juan 
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Microscopio  Spencer 
Modelo  13  MLH 

MICROSCOPIOS  PARA  LABORATORIO  MEDICO  Y MAYOR 


LOS  Microscopios  Médicos  y los  para  La-bora- 
torio  Avanzado  han  sido  desarrollados  pa- 
ra proveer  la  adaptabilidad,  alcance  de  aumentos 
y facilidad  que  se  necesitan  en  los  laboratorios 
para  la  medicina,  la  salud  pública,  los  usos  indus- 
triales, y las  universidades.  Estos  son  los  micros- 
copios Spencer  que  los  estudiantes  de  medicina 
suelen  elegir  para  su  entrenamiento  de  colegio  y 
experiencia  subsiguiente.  Con  equipos  ópticos  in- 
dividualizados, llenan  los  requisitos  de  todos  los 
colegios  de  medicina. 

Años  de  experiencia  han  determinado  las  com- 
binaciones ópticas  que  brindan  el  mejor  alcance 
posible  de  aumento  y resolución  para  los  diferen- 
tes tipos  de  oDservación  y estudio. 

Para  el  laboratorio  médico,  la  combinación  que 
se  suele  elegir  consta  de  tres  objetivos. 

16  mm.  (“seco  bajo”)  lOX 
4 mm.  (“seco  alto”)  44X  y 
1.8  mm.  inmersión  de  aceite  95X. 


Un  condensador  de  la  misma  abertura  numérica 
(N.  A.)  como  el  objetivo  de  inmersión  de  aceite 
(N.  A.  1.25)  se  necesita.  Dos  oculares,  6X  y lOX 
completan  los  requisitos. 

El  objetivo  de  16  mm.  es  divisible;  cuando  el 
elemento  anterior  se  quita,  él  objetivo  se  hace 
un  sistema  de  32  mm.  con  un  campo  mayor  de 
vista  y un  aumento  inicial  de  4X. 

El  objetivo  de  4 mm.  tiene  una  N.A.  de  0.66  la 
que  provee  una  distancia  larga  de  trabajo,  para 
el  contaje  de  la.  sangre  o para  el  examen  de  te- 
jidos. , 

El  objetivo  de  inmersión  de  aceite  de  1.8  mm. 
se  usa  para  la  bacteriología,  la  citología  y otros 
trabajos  que  requieren  una  fuerza  alta.  ^ 

Los  aumentos  alcanzados  por  las  varias  com- 
binaciones de  ocular  y objetivo  van  desde  24X 
hasta  950X. 

Estos  microscopios  los  tenemos  en  existencia 
para  entreaa  inmediata.  i 

i 


PUERTO  RICO  OPTICAL  COMPANY 

San  Juan,  P.  R. 

Agentes  Exclusivos  de 


AMERICAN  OPTICAL  COMPANY 

Southbridge,  Mass. 


En  cuanto  a recetarlo,  esto  lo  dejamos  en 
manos  de  los  que  saben  — es  decir  de  los 
señores  Médicos.  Lo  que  nosotros  hacemos 
es  elaborar  un  producto  de  tan  buena  cali- 
dad, que  al  necesitarse  un  alimento  especial 
de  esta  índole,  el  Doctor  gustosamente  re- 
cetará Hemo  Borden’s. 


Porque  Hemo  es  un  bebida  alimenticia  sana, 
fortificada  con  cantidades  apreciables  de 
vitaminas  y minerales.  Además  Hemo  tiene 
un  delicioso  sabor  a chocolate.  Hemo  se 
anuncia  a base  de  lo  que  realmente  es— un 
exquisito  complemento  alimenticio— tomado 
caliente  o frío. 


NOTA:  La  Tabla  que  presentamos  al  pié,  muestro  de  una  manera  clara  y fácil  el  contenido  vitamínico  y 
de  minerales  de  Hemo  comparado  con  los  requerimientos  mínimos  diarios  del  adulto,  de  dichos  elementos. 


HEMO  COMPARADO  CON  LAS  NECESIDADES 


MINIMAS  DIARIAS  DEL  ADULTO 

K ' * 

Requerimientos 

1 Vb  onzas  6 38 

2 porciones  de  Hemo 

Mínimos  Diarios  gramos  de  Hemo  en  en  2 vasos  de  a 8 onzas 

. 

. - 

de  los  Adultos*  polvo  (2  porciones) 

(240  c.c.)  de  leche 

p '■ 

Vitamina  A 

4000  Unid.  Int. 

4000 

4900 

T'  : 

i 

Vitamina  Bi 

333  Unid.  Int. 

333 

400 

-.'J 

Í 

Vitamina  B2(G) 

2 miligramos 
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THE  ROLE  OF  THE  SURGEON  IN  THE  MANAGEMENT 

OF  PEPTIC  ULCER* 

OWEN  H.  WANGENSTEEN,  M.D.** 


My  associates  and  I have  been  working 
intently  on  the  ulcer  problem^*’  for  a pe- 
riod of  several  years;  progress  in  the  re- 
search, however,  has  been  slow.  We  are 
still  searching  for  another  handle  which 
will  permit  us  to  grasp  the  problem  and 
shake  it  down  more  effectually.  The  im- 
plantation of  histamine  in  beeswax  de- 
vised by  Code  and  Vareo  proved  an  im- 
portant tool  which  has  been  used  exten- 
sively in  our  laboratory  to  examine  more 
closely  some  of  the  facets  of  the  ulcer 
diathesis. 

ETIOLOGIC  CONSIDERATIONS 

We  know  a few  things  about  the  ulcer 
diathesis.  There  are  many  more  things 
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which  remain  to  be  learned.  We  know  that 
the  acid-peptic  digestive  activity  of  an 
active  gastric  secretion  is  a sine  qua  non 
of  ulcer.  Physiologic  gastric  juice  is  a far 
more  powerful  digestive  agent  than  hy- 
drochloric acid®  of  the  same  pH.  The  vul- 
nerability of  the  juxta  gastric  mucosae  to 
injury  by  acid-peptic  juice  is  an  important 
determinant  of  whether  a patient  may 
have  an  ulcer  and  where  it  will  be.  My 
colleagues  and  I have  shown  to  our  own 
satisfaction  that  the  esophageal  mucosa 
is  more  susceptible  to  injury  by  the  acid 
peptic  digestive  juice  than  either  duode- 
nal or  gastric  mucosa.^^.  23  f if 
man’s  stomach  emptied  via  the  esopha- 
gus instead  of  the  duodenum,  we  would 
probably  all  have  esophagitis  or  esopha- 
geal ulcer.  It  can  be  said,  I believe,  that 
the  cause  of  so-called  idiopathic  esopha- 
gitis as  well  as  spontaneous  perforation  of 
the  esophagus  is  regurgitation  of  the  gas- 
tric content  into  the  lower  reaches  of  the 
esophagus.  Moreover,  esophagitis  stricture 
can  be  cured  by  gastric  resection  just  in 
the  manner  that  the  same  operation  brings 
relief  to  a patient  with  an  obstructive 
duodenal  ulcer. 

The  gastric  mucosa  is  so  resistant  to 
injury  by  the  acid-peptic  digestive  juice 
that  it  is  surprising  that  man  ever  devel- 
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ops  a gastric  ulcer.  Beaumont  observed 
that  Alexis  St.  Martin’s  stomach  exhibit- 
ed hemorrhagic  erosions  now  and  then. 
Considering  the  circumstance  that  man’s 
stomach  may  be  empty  for  hours  at  a 
time;  that  he  ingests  strong  gastric  sti- 
mulants such  as  caffeine  and  alcohol  of- 
ten, without  taking  food,  — it  is  under- 
standable that  there  must  be  some  mecha- 
nism in  the  stomach  which  thwarts  the 
digestion  of  the  gastric  wall.  John  Hunter 
asked:  “Why  doesn’t  the  stomach  digest 
itself?’’  We  are  asking  ourselves  the  same 
question  still.  The  intimate  adherence  of 
mucus  to  the  gastric  epithelium,  as  well 
as  the  great  regenerative  capacity  of  that 
epithelium,  probably  account  in  large 
measure  for  the  circumstance  that  gastric 
ulcer  does  not  occur  more  frequently. 
Whereas  one  can  by  the  local  application 
of  irritants  to  the  colic,  jejunal  or  duo- 
denal mucosa  exhaust  the  capacity  of  the 
glands  of  the  epithelium  to  continue  to 
secrete  mucus,  it  is  by  no  means  easy  to 
exhaust  the  capacity  of  the  gastric  glands 
to  secret  mucus  under  the  same  circum- 
stances. Duodenal  ulcer  is  the  most  fre- 
quent manifestation  of  ulcer  disease;  its 
mucosa  is  more  vulnerable  than  gastric 
mucosa  to  digestion  by  acid  peptic  juice. 
The  duodenum  is  the  sole  normal  outlet 
for  all  of  the  gastric  juice.  That  is  the 
only  reason  why  duodenal  ulcer  is  more 
frequent  than  esophagitis. 

Conditions,  which  influence  unfavor- 
ably the  blood  supply  of  the  mucosae  over 
which  the  gastric  juice  plys  probably, 
abet  the  ulcer  diathesis.  Adrenergic  fac- 
tors such  as  epinephrine  and  pitressin 
constrict  the  mucosal  vessels  and  augment 
the  vulnerability  of  the  mucosa  to  injury 
by  the  acid-peptic  juice.  Cold,  fatigue,  and 
celiac  ganglionectomy,  none  of  which  aug- 
ment gastric  secretion,  increase  the  sus- 
ceptibility of  dogs  to  the  histamine  pro- 


voked ulcer.^°  Cold  certainly  is  an  adre- 
nergic agent.  Vagotomy  affords  definite 
protection  in  dogs  against  the  histamine- 
provoked  ulcer;  simultaneous  performance 
of  gastrojejunostomy  appears  to  rob  va- 
gotomy of  much  of  its  protective  action.” 

SURGICAL  THERAPEUTIC  CONSIDERATIONS 

Gastric  resection:  The  most  effective 
remedy  today  in  the  management  of  pa- 
tients with  ulcer  who  remain  refractory 
to  medical  management  is  gastric  resec- 
tion. It  is  far  from  an  ideal  measure.  Yet, 
I believe  it  is  possible  to  do  the  operation 
in  such  a manner  that  ulcer  recurrence 
does  not  loom  large  — an  item  which  up 
until  now  has  constituted  an  important 
deterrent  to  more  general  acceptance  of 
the  procedure.  Several  insurance  com- 
panies in  this  area,  however,  are  accepting 
patients  who  have  been  submitted  to  gas- 
tric resection  for  ulcer  as  essentially 
standard  risks. 

The  characteristics  of  a satisfactory 
operation  for  ulcer  which  will  protect 
against  recurrence  are:  1.  a three-quarter 
resection ; in  adipose  hypersthenic  pa- 
tients, who  usually  have  small  short 
stomachs,  it  is  particularly  important  to 
make  certain  that  an  adequate  amount  of 
the  stomach  is  excised.  2.  excision  of  the 
pylorus  and  antrum  or  in  difficult  duo- 
denal ulcers  excision  of  all  the  antral  mu- 
cosa. 3.  complete  excision  of  the  entire 
lesser  curvature  of  the  stomach  and  4.  a 
retrocolic  anastomosis  at  the  ligament  of 
Treitz,  this  suspensory  ligament  being 
completely  freed  up.  In  event  there  is  the 
slightest  suggestion  of  tension,  the  lieno- 
renal  ligament  may  be  divided,  thus  per- 
mitting the  residual  gastric  pouch  to  be- 
come  a mid-line  structure. 

It  is  a reasonable  question  whether  a 
lesser  resection  and  an  anastomosis  to  the 
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duodenum  might  not  accomplish  the  same 
end  as  a more  extensive  resection  on  the 
Billroth  II  plan  of  operation.  It  would  ap- 
pear from  experiments  on  the  dog  that, 
whereas  a long  proximal  duodenojejunal 
loop  lowers  the  threshold  considerably  to 
the  histamine-provoked  ulcer,  that  it  is 
necessary  to  excise  as  much  stomach  by 
the  Billroth  I plan  of  operation  as  by  the 
Billroth  II  plan  in  order  to  prevent  the 
occurrence  of  a gastrojejunal  ulcer  in  a 
dog  receiving  histamine. 

However,  there  might  well  be  a gain 
in  another  manner  by  adoption  of  the  Bill- 
roth I plan  of  operation.  There  are  pa- 
tients who  have  difficulty  maintaining 
their  previous  weight  after  gastric  resec- 
tion; moreover,  a number  of  patients  for 
some  time  have  what  is  known  as  the 
“dumping  syndrome”.  They  find  it  neces- 
sary to  eat  only  a very  small  amount  of 
food  at  a time  to  avoid  nausea,  a feeling 
of  unusual  fullness,  discomfort  or  actual 
pain.  Sweating  and  a feeling  of  weakness 
may  be  complained  of.  These  are  rather 
frequent  symptoms  in  the  first  few  weeks 
of  convalescence  after  the  operation.  Some 
patients  never  experience  any  of  this;  in 
most  patients,  with  a little  care  in  eating 
slowly  and  chewing  their  food  well  these 
symptoms  can  be  avoided  largely.  Yet, 
there  are  patients  who  continue  to  have 
some  of  these  symptoms  for  a long  time. 

It  is  not  unlikely  that  a Billroth  I plan 
of  operation  would  be  followed  by  some 
of  these  symptoms  less  frequently  than 
occurs  after  the  Billroth  II  procedure.  Es- 
pecially, is  this  likely  to  be  true  with 
weight  loss,  for  secretin  is  present  large- 
ly in  the  epithelial  cells  of  the  duodenal 
mucosa  and  the  humoral  phase  of  pan- 
creatic secretion  is  normally  dependent 
upon  contact  of  gastric  juice  with  the  duo- 
denal mucosa.  If  poor  pancreatic  digestion 
is  added  to  diminished  gastric  digestion. 


it  is  understandable  that  patients  under- 
going gastric  resection  may  lose  weight. 
The  nature  of  that  weight  loss  is  owing 
largely  to  impaired  digestion  of  fat,  sug- 
gesting that  this  circumstance  may  be  due 
almost  entirely  to  impaired  pancreatic 
function. 

How  is  the  food  digested  after  total 
gastrectomy,  accompanied  by  bilateral  va- 
gotomy ? Theoretically  such  patients 
should  have  little  or  no  pancreatic  digest- 
ion. Yet  many  of  them  do  very  well.  There 
must  be  mechanisms  in  the  body  which 
take  over  when  a certain  function  is  lost. 
There  are  obviously  a number  of  coopera- 
ting interdependent  agencies  involved  nor- 
mally in  digestion.  The  external  secretion 
of  the  pancreas  is  dependent  upon  the 
stomach  and  the  vagi.  Important  as  any 
one  of  these  instrumentalities  may  be,  pro- 
bably none  is  indispensable. 

Obviously,  the  Billroth  I operation 
could  not  be  done  in  patients  with  a duo- 
denal ulcer  crater.  Furthermore,  it  would 
not  appear  wise  to  compromise  on  the  ex- 
tent of  resection,  a matter  which  is  so  im- 
portant to  achieve  adequate  protection 
against  ulcer  recurrence.  One  of  my  as- 
sociates, Dr.  Stanley  R.  Friesen,  is  ex- 
ploring this  matter  in  suitable  patients  to 
note  whether  weight  loss  and  the  “dump- 
ing syndrome”  are  less  disturbing  after 
the  Billroth  I operation. 

Vagotomy:  In  this  clinic,  we  have  had 
little  experience  with  the  management  of 
ulcer  by  vagotomy.  My  associate,  Dr.  Cla- 
rence Dennis,  has  been  exploring  the 
thesis  that,  retarded  gastric  emptying,  as 
well  as  diminution  of  gastric  secretion, 
may  prove  helpful  in  ulcerative  colitis. 
Despite  the  shortcomings  of  gastric  re- 
section for  ulcer,  I am  inclined  to  believe 
that  it  is  a superior  operation  to  vago- 
tomy. As  a matter  of  fact,  I had  been  toy- 
ing with  the  idea  of  re-exploring  the 
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thesis  that  vagotomy  might  be  a useful 
adjunct  in  the  surgical  therapy  of  ulcer 
in  1942.  Dr.  Fred  B.  Mears,  then  one  of 
my  associates,  undertook  to  determine 
what  effect  large  physiologic  doses  of 
atropine  would  have  on  the  night  gastric 
secretion  of  patients  with  duodenal  ulcer 
as  well  as  normals.  These  patients  had 
indwelling  gastric  tubes  and  Doctor  Mears 
collected  night  secretion  on  successive 
nights  in  a large  number  of  patients  with 
and  without  atropine;  whereas  he  ob- 
served a greater  quantitative  reduction  in 
gastric  acidity  in  patients  with  duodenal 
ulcer,  he  was  not  persuaded  that  the 
change  in  night  secretion  following  atro- 
pine was  essentially  quantitatively  dif- 
ferent than  in  patients  without  ulcer.^^ 

Dragstedt’s  advocacy  of  complete  va- 
gotomy for  ulcer  has  been  responsible  for 
considerable  renewed  interest  in  the  whole 
problem  of  surgical  manegement  of  ulcer. 
For  myself,  I am  willing  to  stay  on  the 
side  lines  and  await  the  verdict  of  time 
as  to  whether  or  no  vagotomy  is  a good 
operation  for  ulcer.  As  was  mentioned 
above,  vagotomy  appears  to  lose  much  of 
its  protective  effect  against  the  histamine- 
provoked  ulcer  in  dogs  if  an  accompany- 
ing drainage  operation  such  as  a gastro- 
jejunostomy is  added.^^  Similarly,  a small 
gastric  resection  (25  to  40  per  cent)  when 
performed  together  with  a complete  vago- 
tomy fails  to  protect  consistently  against 
the  histamine-provoked  ulcer.  The  three- 
quarter  gastric  resection  described  above 
does  afford  protection  against  the  hista- 
mine-provoked ulcer. 

Some  light,  considerable  heat  and  much 
smoke  has  come  out  of  all  the  discussions 
relating  to  the  role  of  vagotomy  in  the 
surgical  management  of  ulcer.^’  s- 
It  is  not  a procedure,  certainly  which 
should  be  tried  out  in  every  area  simulta- 
neously. Surgeons  have  been  guilty  too 


long  of  being  too  empirical.  The  eventual 
place  of  vagotomy  in  the  management  of 
ulcer  can  be  adjudicated  in  a few  clinics 
where  the  results  of  the  procedure  are 
being  studied  with  great  care  and  without 
favor  or  prejudice. 

Gastric  ulcer:  Certainly,  vagotomy 
should  not  be  applied  to  gastric  ulcer. 
None  of  us  is  clairvoyant  enough  to  know 
many  times  without  the  help  of  the  micro- 
scope whether  a gastric  ulcer  is  benign  or 
malignant.  Dr.  Robert  Hebbel  of  our  De- 
partment of  Pathology  is  making  an  in- 
tensive study  of  the  whole  subject  of  gas- 
tric pathology.  And  every  now  and  then, 
he  sends  me  a note  indicating  that  addi- 
tional blocks  cut  from  an  alleged  benign 
ulcer  placed  in  a bottle  a year  or  more  ago 
shows  that  cancer  is  present.  Even  the 
first  efforts  of  the  pathologist  therefore, 
are  not  always  completely  reliable  in  in- 
dicating whether  cancer  may  be  present 
in  a gastric  ulcer. 

In  a recent  series  of  13  patients^^® 
with  gastric  ulcer  studies  in  this  clinic, 
subjected  to  intensive  medical  treatment 
prior  to  operation,  all  exhibited  evidences 
of  healing  by  fluoroscopy.  Yet,  when  gas- 
tric resection  was  done,  in  only  one  in- 
stance was  there  evidence  of  complete 
healing,  in  the  specimens  there  was  still 
an  unhealed  defect;  moreover,  in  one  of 
these  patients  the  ulcer  was  a cancer. 

INDICATIONS  FOR  OPERATION 

In  the  light  of  the  circumstance  that, 
what  the  surgeon  does  for  ulcer  consti- 
tutes not  alone  a radical  procedure  but  one 
from  which  there  is  no  return  to  the  erst- 
while anatomic  and  functional  arrange- 
ment — because  of  this,  operation  for  ul- 
cer should  not  be  undertaken  lightly.  A 
patient,  who  has  suffered  for  years  from 
the  ulcer  diathesis  will  part  readily  with 
the  disorder;  but  in  accepting  radical  al- 
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terations  in  his  anatomic  and  functional 
organ  structure,  he  has  the  right  to  know 
that  what  is  proposed  being  done  affords 
real  promise  of  achieving  what  is  hoped 
for.  Life  must  be  lived  looking  forward 
but  it  can  only  be  understood  looking  back- 
ward. When  we  recollect  now  from  a bet- 
ter vantage  point  of  experience  and  un- 
derstanding what  unwarranted  claims 
great  surgeons  of  their  day  made  for  gas- 
trojejunostomy in  the  management  of 
ulcer  it  is  easy  to  detect  now  therein  the 
triumph  of  hope  over  realistic  appraisal 
of  their  own  experience.  It  is  easy  to  be 
deceived,  let  us  not  deny  it.  But  it  is  not 
easy  to  understand  how  over  long  years 
experienced  surgeons  remained  ardent  ad- 
vocates of  a procedure,  which  in  more 
critical  hands  had  proved  ineffectual.  The 
daily  prayer  of  the  surgeon  might  well  be : 
let  not  my  enthusiasm  deceive  me. 

It  is  this  empiricism  of  the  surgeon 
— his  failure,  inability  or  unwillingness  to 
examine  in  a realistic  and  critical  manner 
the  results  of  his  own  labors — this  at- 
titude of  mind  has  done  much  to  under- 
mine the  confidence  of  the  patient,  the 
general  practitioner,  the  internist  and  ac- 
tuarian  in  the  accomplishment  of  the  sur- 
geon in  his  wrestle  with  the  ulcer  pro- 
blem. Yes,  these  groups  of  people  have  the 
right  to  know,  if  surgeons  themselves  do 
not  demand  the  evidence,  what  the  pros- 
pect is  of  permanent  relief  from  the  ulcer 
diathesis  by  the  procedure  to  be  invoked. 
Are  you  and  I performing  procedures 
whose  promise  has  not  been  completely 
assessed  ? Are  you  and  I performing  opera- 
tions for  ulcer  upon  which  the  death  knell 
of  the  procedure  sounded  long  years  ago?^'^ 
Self-deception  without  self-examination  is 
very  easy.  God  spare  us  from  the  harm 
which  may  come  to  surgery  from  the  Pol- 
lyanish  surgeon! 

On  a previous  occasion,  I have  said: 


there  are  three  ways  to  treat  an  ulcer 
1.  You  may  try  to  talk  the  patient  out  of 
his  trouble  (psychiatric  treatment)  ; 2. 
you  may  advise  him  to  try  to  eat  his  way 
out  (medical  management)  ; or  3.  when 
these  fail,  the  patient  may  be  advised  to 
seek  surgical  help.  Certainly,  surgical 
treatment  is  the  last  to  be  invoked. 

Psychiatric  treatment : There  are  those 
who  affect  to  believe  that  if  the  patient 
only  understood  his  own  motivations  bet- 
ter, and  emphasized  those  modes  of  action 
which  were  in  his  own  interest,  his  dif- 
ficulties with  his  ulcer  would  disappear. 
I wish  I could  believe  that.  That  we  are 
often  the  artificers  of  our  own  problems, 
we  are  all  aware.  That  the  sublimation  of 
the  human  will  to  what  is  best  for  us  will 
regulate  the  initricate  interrelationships 
of  the  digestive  juices  (saliva,  gastric 
juice,  bile,  pancreatic  juice,  and  mucus 
entericus)  and  the  glands  which  secrete 
them,  as  well  as  to  maintain  constantly 
the  epithelial  surfaces  of  the  digestive 
tube,  which  may  come  into  contact  with 
gastric  juice,  at  their  highest  level  of  re- 
sistance against  acid-peptic  injury  — that 
psychiatrists  would  have  us  believe  that 
they  believe  this,  applies  a great  stretch 
upon  our  imagination  and  an  equally  great 
strain  upon  our  credulity. 

The  old  biblical  admonition:  “Know 
thyself”  should  be  a daily  instruction  for 
all  of  us.  But  that  we  can  command  the 
behavior  of  such  complicated  functions 
and  interdependent  relationships  as  those 
of  the  digestive  glands  and  the  suscepti- 
bility of  juxtagastric  mucosal  surfaces  to 
acid-peptic  digestion  by  abstractions  of 
thought  and  care  from  daily  annoyances 
is  to  endow  human  performance  with  a 
capacity  to  which  mortal  man  cannot  pre- 
tend. Such  triumph  of  fancy  over  reason 
suggests  definitely  that  he  who  affects  to 
believe  that  he  can  do  all  this  — he  too 
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stands  in  great  need  of  that  instruction 
and  orientation  which  he  is  attempting  to 
impart  to  others. 

Medical  management : The  medical 
managemicnt  of  ulcer  is  posited  on  the 
belief  that  control  of  gastric  acidity  by 
neutralization  with  food  thwarts  the  ulcer 
diathesis.  It  is  sound  doctrine;  its  only 
shortcoming  in  many  instances  is  its  inef- 
fectiveness— the  inability  of  the  conjoint 
efforts  of  physician  and  patient  to  keep  the 
pH  within  the  stomach  constantly  in  the 
range  of  pH4.  If  one  could  do  this  consist- 
ently over  long  time  intervals  in  the  medi- 
cal management  of  ulcer,  obviously  there 
would  rarely  be  great  need  of  the  services 
of  the  surgeon.  We  all  remember  well 
what  Shakespeare  had  Portia  say  in  the 
Merchant  of  Venice  concerning:  “If  to  do 
were  as  easy  as  to  know  what  were  good 
to  do,  chapels  had  been  churches  and  poor 
men’s  cottages  princes’  palaces.”  Yes,  it 
would  then  be  easy  to  control  ulcer  con- 
sistently by  intelligent  and  persistent 
medical  management  if  we  could  effectual- 
ly accomplish  what  we  set  out  to  do.  The 
difference  between  intent  and  accomplish- 
ment may  be  real  in  all  our  objectives.  Yet 
the  latitude  of  difference  between  a pa- 
tient who  has  and  one  who  does  not  have 
ulcer  is  probably  not  great.  Yet  how  im- 
portant that  difference  is!  And  how  little 
we  know  of  wherein  that  difference  con- 
sists. 

Complications  which  urge  surgical  in- 
terference: Intractable  pain,  obstruction, 
hemorrhage  and  perforation  are  the  com- 
plications which  necessitate  the  interven- 
tion of  the  surgeon.  Persistent  obstruction 
too  dem.ands  surgery.  And  the  operation 
should  not  be  a gastrojejunostomy!  Per- 
sistent obstruction  is  owing  essentially  in 
duodenal  ulcer  to  a crater  which  extends 
into  the  hepatoduodenal  ligament  or  into 
the  perineum  beyond  the  gut  wall;  tissue 


proliferation  occurs  with  ensuant  cicatri- 
cial contraction,  narrowing  of  the  lumen 
and  obstruction.  Adequate  relief  of  pain 
by  surgery  may  be  a relative  indication 
for  operation  in  ulcer,  but  nevertheless 
one  which  must  be  needed  — and  before 
patients  become  demoralized  by  pain.  All 
of  us  have  the  all  too  frequent  opportunity 
of  observing  how  a patient’s  morale  may 
be  broken  by  unrelenting  pain.  Hemor- 
ihage  is  the  most  important  cause  of 
mortality  in  ulcer;  it  is  a symptom  and 
a complication  which  is  deserving  of  more 
attention  than  it  has  received.  Recurrent 
hemorrhage  is  certainly  an  indication  for 
removing  with  dispatch  and  finality  this 
word  of  Damocles  which  threatens  the 
lives  of  so  many  patients  with  ulcer. 

SUMMARY 

We  know  very  little  about  ulcer;  it 
would  be  foolhardy  to  deny  it.  The  intri- 
cate interdependent  relationships  of  the 
digestive  glands  and  their  secretions  are 
not  fully  understood.  Moreover,  the  agen- 
cies which  influence  the  vulnerability  of 
the  gastric  and  juxta-gastric  mucosal  sur- 
faces to  injury  by  acid-peptic  juice,  either 
directly  or  reflcxly,  are  demanding  of  more 
intense  study  and  clarification.  That  emo- 
tional urges,  whether  under  or  beyond  the 
control  of  the  will,  may  affect  the  suscep- 
tibility of  the  juxta-gastric  mucosal  sur- 
faces to  injury  by  acid-peptic  juice  is  un- 
derstandable. That  the  behavior  of  emo- 
tional urges  which  affect  unfavorably  the 
relationship  between  vulnerability  to 
acid-peptic  digestion  and  the  interaction, 
quantity,  quality  and  the  time  factor  in 
the  delivery  — that  patients  who  have  ul- 
cer may  learn  to  govern  these  complex  re- 
lationships and  thus  thwart  the  ulcer  dia- 
thesis is  as  absurd  as  to  believe  that  we 
can  guide  the  movements  of  the  stars  by 
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thinking  that  we  can.  Our  objective  should 
be  to  try  to  understand  better  than  we  do 
by  persistent  observation,  study  and  in- 
quiry these  complex  interrelationships. 
The  medical  management  of  ulcer  is  sound 
but  its  scope  is  limited  by  our  very  in- 
ability to  accomplish  consistently  what 
we  set  out  to  do. 

Surgical  management  of  ulcer  in  the 
past  has  been  far  to  empirical.  A three- 
quarter  gastric  resection  performed  with 
due  regard  to  established  physiologic 
principles  appears  to  thwart  the  obstinate 
ulcer  diathesis,  which  has  remained  re- 
fractory to  psychiatric  and  medical  mana- 
gement, more  effectively  than  any  known 
agency.**  The  surgeon  who  relies  upon  the 
excision  principle  but  who  fails  to  excise 
enough  stomach  or  who  leaves  the  antral 
mucosa  or  who  re-establishes  continuity 
by  employment  of  a long  proximal  duo- 
denojejunal loop  — the  surgeon  who  does 
any  of  these,  is  performing  an  ulcer-abet- 


ting operation  and  is  inviting  ulcer  recur- 
rence.*** The  role  of  vagotomy  in  the  man- 
agement of  ulcer  remains  to  be  deter- 
mined. 

Our  problem  is  to  attempt  to  under- 
stand better  than  we  do  the  intricate  in- 
terrelationships of  the  digestive  glands 
and  their  secretions  as  well  as  the  com- 
plex patterns  which  may  influence  the 
vulnerability  of  alimentary  tract  mucosa 
exposed  to  injury  by  acid-peptic  juice. 
When  our  knowledge  of  these  important 
matters  is  greater,  our  ability  to  imple- 
ment that  knowledge  to  the  greatest  ad- 
vantage in  thv/arting  the  ulcer  diathesis 
more  effectually  by  non-operative  means 
may  no  longer  be  a forlorn  hope.  As  the 
nature  of  the  ulcer  diathesis  becomes 
more  intelligible,  the  need  for  a greater 
spirit  of  cooperation  in  the  difficult  prob- 
lem of  management  of  ulcer  between 
psychiatrist,  internist  and  surgeon  be- 
comes more  apparent. 
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WEAKNESS  AND  DISGRACE* 

LESLIE  ADAMS,  M.D. 

New  York  City 


''Who  deserves  greatness  deserves  your 
hate;  and  your  affections  are  a sick 
man's  appetite,  who  desires  most  that 
which  would  increase  his  evil.” 

SHAKESPEARE:  Coriolanus:  1:1:  179 

The  change  which  has  come  over  medi- 
cal treatment  in  the  past  hundred  years 
is,  of  course,  unspeakable.  But  there  has 
been  a change  also  in  the  attitude  of  phy- 
sicians and  the  public  toward  the  moral 
quality  of  disease. 

Before  modern  medicine,  the  attitude 
of  physicians  toward  illness  was  complete- 
ly external  and  concrete.  Undoubtedly  the 
great  volume  of  disease  contributed  to 
this  attitude.  Life  was  uncomfortable 
and  dangerous;  it  had  a heroic  quality 
which  it  has  lost.  Life-expectancy 
was  only  a few  years,  puerperal  fever, 
cholera,  plague,  diphtheria,  gonorrhea  and 
its  consequences,  and  many  other  scourges 
made  the  career  of  a physician  a parade 
of  stark  tragedy.  Anybody  might  lose  his 
life  suddenly  at  any  time. 

By  contrast  to  all  this  disaster,  the 
mere  psychoneuroses,  hypochondriasis, 
hysteria,  neurasthenia,  appeared  trivial 
and  contemptible.  Busy  physicians  could 
not  consider  them  and  had  no  respect  for 
them;  they  were  actually  treated  as  a 
disgrace. 

European  language  is  ambiguous  as  to 
the  moral  quality  of  misfortune.  The 
Spanish  word  desgracia  means  simple  mis- 
fortune, desdicha.  In  English  disgrace 
means  shame,  vergüenza.  In  Italian  also 
disgrazia  is  a word  for  morally-indifferent 
bad  luck.  It  would  seem  that  the  Mediter- 

* Delivered  before  the  Asociación  Médica,  San 
Juan,  Puerto  Rico,  8 June,  1949. 


ranean  man  had  regarded  weakness  of 
character  as  a misfortune  which  merited 
only  sympathy  like  any  other,  while  the 
nordic  man  had  suspected  that  dis-grace, 
lack  of  grace  were  a deprivation  from  God 
for  some  fault  or  sin. 

The  ideas  which  prevailed  in  the  nine- 
teenth century  rendered  a frank  recogni- 
tion of  one’s  emotional  nature  more  pain- 
ful than  it  is  now.  Ruling  institutions  were 
aristocratic,  education  was  classical,  ideals 
of  manhood  were  heroic.  A man  of  honor 
was  expected  to  fight  a duel  over  any  in- 
vasion of  his  honor,  but  what  he  called 
his  honor  was  something  distinct  from  the 
intrinsic  quality  of  his  character,  it  was 
rather  his  uncompromising  defense  of  his 
“point  d’honneur”,  a concept  of  his  per- 
sonality as  pure  and  stainless.  Rare  indeed 
was  the  man  who  ever  faced  the  startling 
egotism  of  his  actual  motives,  the  appaling 
sensuality  of  his  fantasy,  the  fatuousness 
of  his  secret  ambition.  Virtue  and  vice 
appeared  in  fiction  only  as  clearly  stamped 
entities,  and  in  persons  explicitly  labelled 
as  good  or  bad.  A few  philosophers  delved 
slightly  into  the  nature  of  motives,  but 
they  did  it  as  psychologists,  never  as  phy- 
siologists. Particularly  was  this  true  of  the 
French  who  excelled  in  a polite  cynicism. 
“Dans  Tadvertise  de  nos  meilleurs  amis, 
nous  trouvons  toujours  quelquechose  qui 
ne  nous  dépláit  pas*  [*  Francois  VI.  due 
de  la  ROCHEFOUCAULD:  Réflexions  ou 
sentences  et  naximes  morales — (1665- 
99).]  “Whoever  is  not  a cynic  at  forty 
has  never  loved  mankind.*  [*Sebastien 
Roch  Nicolas  CHAMFORT;  Pensées  et 
máximes.] 
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Likewise,  a cultivated  woman  who  had 
the  romantic  longings  which  any  woman 
has,  could  hardly  be  expected  to  confess, 
much  less  to  be  aware  of  the  bodily  cause 
of  her  romantic  longings.  Since  man  was 
a divine  creation  whose  life  was  under 
divine  auspices,  guided  by  a revealed  in- 
struction, and  governed  by  divinely  ap- 
pointed rulers,  it  was  intolerable  to  him 
to  analyze  his  primitive  urges  like  those 
of  a beast  without  a soul.  He  was  in  the 
position  of  a poor  monkey  who  had  been 
somehow  credited  with  a knowledge  of 
right  and  wrong,  and  then  whipped  for 
stealing,  cheating  and  cowardice,  concepts 
which  he  could  not  grasp.  Indeed  the  most 
impassioned  controversy  which  our  fathers 
ever  saw  was  fought  over  man’s  furious 
denial  that  he  was  a monkey.  Pride  had 
left  humanity  no  excuse.  The  high  aspira- 
tion of  idealism  exercised  a tyranny  over 
man’s  emotional  life. 

Under  such  a strain,  the  volume  of 
neurosis  was  very  great.  Despite  present- 
day  advertising  of  the  so-called  modern 
prevalence  of  neurosis,  it  seems  to  me 
that  much  of  what  we  now  call  neurosis 
is  more  like  frank  complaining  or  undis- 
guised refusal  to  assume  the  burdens  of 
life.  Nothing  is  more  eloquent  of  the 
change  which  has  occurred  in  public  opi- 
nion than  the  relative  disappearance  of 
the  dramatic  and  fantastic  cases  of  major 
neurosis ; hysterical  hemiplegia,  blindness, 
and  epilepsy  which  thronged  the  clinics  of 
Charcot  in  Paris  and  of  Krafft-Ebing  in 
Vienna.  On  the  contrary,  psychoneurosis 
is  now  flattered  and  celebrated,  it  makes 
public  parade,  people  even  tell  their  friends 
that  they  are  attending  a psychiatrist. 
And  apparently  the  dominant  sentiment 
among  psychiatrists  themselves  is  that 
this  is  as  it  should  be,  that  shame  of  men- 
tal illness  is  mentally  backward,  like  the 
belief  that  madnesslia  demoniac  possession, 


that  enlightenment  and  progress  would 
consist  in  a complete  absence  of  shame 
about  a crippled  mind  such  as  our  absence 
of  shame  about  a crippled  leg.  The 
National  Committee  for  Mental  Hygiene 
has  published  a pamphlet  with  the  title 
Mental  disease  is  not  a disgrace.  The 
concept  of  responsibility  ha^  never  been 
more  explicitly  repudiated  than  by  Major 
General  G.  B.  Chisholm,  some  time 
president  of  the  National  Committee 
for  Mental  Hygiene  in  Canada,  Director- 
General  of  the  Medical  Services  of  the 
Canadian  Army  and  deputy  Minister 
of  Health.  In  one  of  the  William  Alanson 
White  memorial  lectures  he  said : “The 
only  lowest  common  denominator  of  all 
civilizations  and  the  only  psychological 
force  capable  of  producing  these  perver- 
sions is  morality,  the  concept  of  right 
and  wrong . . .”,  and  again : “The  re-inter- 
pretation and  eventually  eradication  of  the 
concept  of  right  and  wrong  which  has  been 
the  basis  of  child  training,  the  substitu- 
tion of  intelligent  and  rational  thinking 
for  faith  in  the  certainties  of  old  people, 
these  are  the  belated  objectives  of  prac- 
tically all  effective  psychotherapy.”*  [*G. 
B.  Chisholm:  The  reestablishment  of 
peacetime  society  in  Psychiatry;  Journal 
of  the  biology  and  the  pathology  of  inter- 
personal relations:  9:  1:  3 (February 
1946)]. 

Is  this  true?  Is  it  theoretically  sound? 
It  is  socially  feasible?  After  all,  since  there 
is  no  longer  any  material  distinction  bet- 
ween the  bodily  and  the  mental,  why 
should  we  distinguish  between  them 
morally?  Why  should  not  a contagiously 
diseased  person  be  regarded  as  a criminal? 
Samuel  Butler,  in  his  satirical  Utopia, 
Erewhon,  described  the  inhabitants  of  his 
imaginary  country  as  punishing  bodily  di- 
sease as  crime,  but  for  moral  offenses, 
stealing,  lying  and  ill-temper,  extending 
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consolation  and  encouragement.  In  a far- 
cical scene  a full-length  trial  is  described 
where  an  Erewhonian  judge  sentences  a 
young  man  to  life-imprisonment  for 
having  pulmonary  tuberculosis. 

If  we  are  not  to  agree  with  this  atti- 
tude, we  must  formulate  clearly  for  once 
our  reasons  for  believing  in  human  res- 
ponsibility at  all.  We  must  also  deter- 
mine our  reasons  for  placing  certain  limits 
to  responsibility,  and  for  classing  certain 
kinds  of  acts  as  morally  culpable  and 
others  not.  What  is  the  basic  dif- 
ference between  body  and  mind?  Unquest- 
ionably it  is  that  the  mind  is  the  person. 
A person’s  body  may  be  mutilated  as  to 
arms,  legs,  or  viscera,  and  still  we  feel 
ourselves  in  the  presence  of  the  same  per- 
son. But  if  his  brain  be  mutilated,  we  no 
longer  feel  in  contact  with  the  same  per- 
sonal entity.  Surely  then,  it  is  this  fact 
which  fully  accounts  for  our  peculiar  dread 
of  mental  disease.  It  is  as  natural  to  the 
enlightened  as  to  the  unenlightened  and 
has  nothing  to  do  with  superstition. 

But  now  the  difficult  point  is  that  we 
can  never  remove  these  feelings  of  pride 
and  shame  in  mental  qualities  any  more 
than  we  can  remove  the  feelings  of  plea- 
sure and  pain  by  explaining  the  nature 
of  sensory  nerve  endings. 

We  are  all  incurably  proud  of  excel- 
lence and  ashamed  of  inferiority,  and  will 
continue  to  be  so  in  spite  of  reason.  It  is 
all  very  well  for  a stupid  person  to  tell 
himself  that  he  is  the  creature  of  his 
circumstances,  he  will  go  on  being  ashamed 
of  being  stupid,  and  society  will  continue 
to  neglect  him  and  to  award  him  a humble 
place. 

Therefore,  since  it  appears  that  the 
character  weakness  which  causes  stupid- 
ity or  crime  is  on  the  same  cerebral  and 
structural  basis  as  that  which  causes  psy- 
choneurosis or  madness,  the  two  are  on 


the  same  moral  basis,  and  it  is  impossible 
ever  to  remove  the  social  stigma  from 
madness  as  from  the  milder  degree  of  in- 
competence which  We  call  neurosis. 
Whether  or  not  it  ought  to  be  so,  it  will 
always  be  so.  People  will  be  proud  of  the 
good  and  ashamed  of  the  bad.  If  mental 
disgrace  be  no  disgrace,  then  crime  is  no 
disgrace  either. 

What  has  caused  the  attempt  to  make 
this  impossible  position  the  official  one? 
Why  did  the  nineteenth  century  physician 
regard  mental  defects  as  stigmata  of  de- 
generation whereas  the  modern-minded 
physician  regards  mental  ills  perhaps  even 
as  an  interesting  complication  in  the  lives 
of  superior  people?  The  ultimate  causes 
are  too  diffuse  to  enter  into  now.  I pur- 
pose to  make  them  the  subject  of  a later 
study.  But  the  proximate  and  immediate 
causes  are  openly  in  view.  A quasi-scienti- 
fic  movement,  environmentalism,  now 
quite  dominates  anthropology,  sociology, 
psychology,  and,  one  might  almost  add, 
politics.  It  has  been  implied  so  far  as  may 
be  without  running  against  hard  facts, 
that  heredity  and  environment  are  iden- 
tical, that  there  is  no  stable  hereditary 
mechanism,  that  there  are  no  permanent 
and  unequal  races  of  mankind,  and  that 
acquired  characteristics  can  be  inherited. 
There  has  resulted  a cult  of  inferiority 
Cultural  anthropologists  of  the  type  of 
Franz  Boas,  Margaret  Mead,  Ruth  Bene- 
dict, and  Gene  Weltfish  have  written  a 
whole  tendentious  literature  which  goes 
thru  the  form  of  proving  that  no  work 
of  excellence  is  evidence  that  its  maker 
is  excellent,  that  no  language  is  more  ex- 
pressive than  another,  that  the  language 
of  the  Eskimos  is  as  articulate  as  the 
Italian  of  Dante,  and  that  the  dialects  of 
American  aboriginals  are  as  subtle  as  the 
Greek  of  Lysias. 

And  in  our  own  immediate  medical  do- 
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main,  a body  of  theory  has  arisen  where- 
by the  symptoms  which  used  to  be  as- 
cribed to  inherent  defects  are  explained 
as  the  continuations  of  past  experiences 
which  might  have  happened  to  anybody, 
istrong  or  weak,  so  that  all  the  shabby 
failure  of  psychoneurosis  which  men  are 
normally  ashamed  of  is  caused  by  com- 
plexes of  repressed  reminiscence. 

Now,  whether  or  not  this  be  true,  it 
is  an  exceedingly  comforting  belief  for  a 
person  of  lesser  endowment.  For  if  any 
disgrace  be  attached  to  us,  we  should  want 
it  to  be  as  distantly  attached  as  possible. 
If  a member  of  the  family  were  criminal  or 
insane,  we  would  rather  prefer  that  it  were 
a third  cousin  than  a brother  or  a parent. 
And  so,  in  regard  to  one’s  own  less  ad- 
mirable qualities  of  the  mind,  it  is  satis- 
fying for  one  to  suppose  that  they  are 
caused  by  a series  of  past  events,  accidents 
if  you  will,  which  only  happened  to  him, 
than  by  the  indelible  character  of  his  ori- 
ginal nature.  This  fact  if  nothing  more 
should  account  for  a popular  appeal  of 
psychoanalysis. 

Psychiatry,  at  least  the  kind  of  opinion 
which  now  dominates  psychiatry,  has  only 
supported  this  environmentalistic  view  of 
mental  weakness.  Some  years  ago  a satiri- 
cal article  appeared  in  the  American  mer- 
cury, entitled  Psychiatry;  the  frail  sister 
of  medicine.  But  now  there  can  be  detect- 
ed in  psychiatry  an  impulse  to  treat  medi- 
cine as  the  frail  sister  of  psychiatry.  One 
can  even  suspect  that  at  times  the  neu- 
rotic psychiatrist  is  harboring  a grandiose 
wish  to  take  medicine  over.  What  can 
“psycho-somatic  medicine”  mean  but  this  ? 
What  is  now  called  by  this  name  seems  to 
be  an  attempt  to  ascribe  a functional  or 
situationally  determined  cause  for  a vast 
proportion  of  cases  of  organic  disease.  Yet 
it  hardly  seems  likely  that  its  exponents 
can  have  anything  new  to  say,  since  “the 


organismal  theory  of  disease”  has  long 
been  one  of  the  concepts  of  any  intelligent 
physician.  Upon  scrutiny  we  can  even  say 
that  psycho-somatic  medicine  does  not 
exist,  at  least  not  in  the  sense  of  a distinct 
and  different  method  of  treatment.  There 
is  medicine,  there  is  psychotherapy,  and 
there  has  always  been  a judicious  coordi- 
nation of  the  two,  but  psycho-somatic 
medicine  in  itself  is  not  a new  thing,  but 
a new  word. 

I do  not  know  how  far  you  as  physi- 
cians in  other  specialties  have  explored  the 
more  abstruse  literature  of  Freudianism, 
but  it  is  a sober  fact  that  Smith  Ely  Jel- 
liffe  sought  to  account  for  a wide  variety 
of  bodily  diseases  by  the  symbolic  wishes 
of  the  sufferer  to  contract  the  disease. 
There  are  serious  brochures  explaining 
the  symbolism  of  tuberculosis,  of  cancer, 
of  syphilis.  Automobile  accidents  have 
been  explained  as  unconsciously  planned 
suicide.  Frank  or  direct  motives  for  any 
act  are  rarer  than  one  might  suppose 
from  this  symbolic  psychology.  Freud  has 
accounted  for  a child’s  fear  of  wild  animals 
by  the  inference  that  a bear  or  a tiger 
coming  toward  the  child  is  seen  as  a 
father-image,  and  that  the  adoption  of 
such  animals  as  totems  by  savage  tribes 
is  on  the  same  basis.  The  compelling  like- 
lihood that  the  child  might  not  wish  to 
be  eaten  by  a bear  could  not  be  altogether 
dismissed,  and  Freud  supposed  that  there 
was  a residuum  of  such  fear  which  he 
called  “Realangst”. 

Shortly  after  Freud  died,  his  disciple, 
Eduard  Hitschmann  sought  to  account  for 
his  death  by  his  own  theories.*  [*Eduard 
HITSCHMANN:  Freud  in  life  and  death 
in  American  imago:  2:  2:  127  (1941)]. 
Freud,  you  understand,  died  at  the  age 
of  83  of  cancer  of  the  jaw.  Hitschmann 
explained  his  death  as  suicide,  uncons- 
ciously planned  from  his  early  childhood. 
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When  Freud  was  two  and  a half  years 
old,  he  climbed  upon  a chair  to  reach  some 
delicacy  on  a shelf,  he  fell  and  struck  his 
jaw  against  the  shelf,  causing  a laceration 
and  possible  trauma  to  the  periosteum.  He 
later  took  up  smoking  many  cigars  a day, 
thus  adding  constant  irritation  to  the 
original  focus,  resulting  in  an  epulis  in 
1923,  which  became  cancerous  in  1924,  re- 
sulting finally  in  his  death  in  1939.  His 
unconscious  death-instinct  had  brought  his 
life  to  an  end  in  this  implacable  way.  Sev- 
eral evenings  ago  in  your  city,  I saw  a mo- 
tion picture  named  The  snake  pit,  in  which 
the  heroine  who  was  professedly  suffering 
from  katatonic  dementia  praecox  was  con- 
ducted thru  a train  of  reminiscence  reach- 
ing back  into  early  childhood,  and  was  ap- 
parently cured  by  this  process.  Now,  I 
think  that  I have  seen  my  share  of  demen- 
tia praecox,  and  I have  yet  to  be  convinced 
that  katatonia  has  any  more  connection 
with  psychology  than  has  parathyroid 
tetany  or  insulin  shock;  or  that  the  psy- 
chologic prophylaxis  of  dementia  praecox 
is  any  more  possible  than  the  psychologic 
prevention  of  the  onset  of  puberty.  Yet, 
the  indiscriminate  viewing  of  such  a dra- 
matic story  by  thousands  constitutes 
something  like  a promise,  a promise  to 
cure  this  most  hopeless  and  morbid  disease 
of  dementia  praecox  by  a course  of  guided 
reminiscence.  It  seems  to  me  that  it  is 
irresponsible  in  us  to  condone  such  an 
implied  promise  as  popular  entertainment ; 
the  production  was  undoubtedly  done 
under  professional  advice  and  consulta- 
tion. Surely  to  allow  it  to  pass  without 
official  repudation  is  to  fail  in  a public 
duty. 

But  if  we  are  moved  merely  to  laugh 
at  the  vagaries  of  environmentalism  in 
psychology  and  psychotherapy,  we  risk 
never  seeing  their  value  as  symptoms,  and 
therefore  their  ultimate  explanation  and 


their  value  as  testimony  and  phenomenon. 
We  shall  never  know  why  Wilhelm  Stekel 
found  a sexual  meaning  for  virtually  every 
word  and  object  under  heaven*  [*Wilhelm 
Stekel:  The  interpretation  of  dreams],  or 
why  Otto  Rank  accounted  for  the  original 
fear  and  hostility  as  dating  back  before 
the  alleged  Oedipus  complex  to  the  events 
of  gestation  and  birth*  [*Otto  RANK: 
Das  Trauma  der  Geburt:  1924],  or  why 
Isidor  Sadger  wrote  reports  of  how  he  had 
psychoanalyzed  his  patients  back  to  the 
time  when  they  were  spermatozoa*  [*Isi- 
dor  SADGER:  Preliminary  study  of  the 
psychic  life  of  the  fetus  and  the  primarj^ 
germ  in  Psychoanalytic  review:  28:  327]. 
When  we  know  something  of  these  men 
personally  we  can  often  learn  that  their 
views  on  many  subjects  were  most  pe- 
culiar. Freud,  in  spite  of  his  totally  ma- 
terialistic makeup,  had  the  superstitious 
temperament  to  a remarkable  degree.  He 
lived  and  died  believing  in  mental  tele- 
pathy and  thought-transference,  we  have 
the  testimony  of  a physician-patient  that 
in  September  1934  he  believed  that  he  had 
observed  an  instance  of  extra-sensory  per- 
ception involving  the  distance  from  Cons- 
tantinople to  Vienna.*  [* Joseph  WORTIS: 
Fragments  of  a Freudian  analysis  in  Ame- 
rican journal  of  orthopsychiatry:  10: 
843],  and  since  Freud  has  died,  at  least 
three  of  his  disciples  have  followed  him 
in  this  view*  [*Helene  DEUTSCH:  Oku- 
kulte  Vorgange  wahrend  der  PsA,  in 
Imago:  12:  418;  Nandor  FODOR:  Tele- 
pathic dreams  in  American  imago:  3;  61 
(1942);  Jule  EISENBUD:  Telepathy  and 
problems  of  psychoanalysis  in  Psychoana- 
lytic quarterly:  15;  1 (January  1946)]. 
Freud  believed  in  1935  that  Edward  de 
Vere,  the  seventeenth  Earl  of  Oxford,  was 
the  author  of  the  works  attributed  to 
Shakespeare*  [*In  a foot-note  added  in 
1935  to  his  autobiography],  and  a year 
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before  he  died,  he  had  not  changed  his 
opinion*  [*Signiund  FREUD:  An  outline 
of  psychoanalysis:  1938].  Such  bizarre 
views  might  be  ascribed  to  age,  but  from 
1895  to  1899  that  is,  from  the  age  of 
thirty-nine  to  forty-three,  while  he  was 
formulating  his  major  work,  The  in- 
terpretation of  dreams,  he  was  in  al- 
most daily  contact  with  his  closest 
friend  indeed  his  only  personal  friend 
at  the  time,  Wilhelm  Fliess,  with  whom 
he  exchanged  and  enthusiastically  dis- 
cussed all  his  ideas  and  plans.  This 
Fliess  was  a pseudo-scientific  enthusiast 
who  was  then  working  on  his  theory  that 
birth,  death,  and  every  principal  event  of 
organic  life  was  determined  by  a rhythm 
of  numbers*  [*Wilhelm  FLIESS:  Der 
Ablauf  des  Lebens:  1906].  Another  man 
of  peculiarly  kindred  mentality,  Hermann 
Swoboda  received  some  of  Fliess’  hypo- 
theses in  conversation  with  Freud,  and  not 
only  used  them  in  a publication  of  his 
own,  but  retailed  them  to  his  friend  the 
ill-fated  Otto  Weininger  who  incorporated 
them  into  his  book  Sex  and  character.* 
[*Hermann  SWOBODA:  (Die  gemeinnüt- 
zige  Forschung  und  der  eigenniitzige  For- 
scher:  Wien:  1906].  I am  tempted  to  re- 
count a host  of  details  by  which  only  these 
incidents  could  be  understood,  but  time 
does  not  permit  more  than  a suggestion 
of  the  underlying  issues. 

It  might  be  dismissed  as  mere  fancy 
to  suppose  any  tie  between  these  incidents 
and  the  Freudian  school  if  it  were  not  cer- 
tain that  Freud  shared  some  of  the  ideas 
of  Fliess  and  considered  them  a scientific 
contribution.  In  1897  Fliess  published  a 
book  which  clearly  marked  him  as  one  of 
the  “Zahlenmystiker”*  [*  W i 1 h e 1 m 
FLIESS:  Die  Beziehungen  zwischen  Nase 
imd  weiblichen  Geschlechtsorganen,  in 
ihrer  biologischen  Bedeutung  dargestellt: 
Wien:  Deuticke:  1897:  237p.].  The  rela- 


tionships between  nose  and  female  sexual 
organs,  presented  in  their  biological  signi- 
ficance, In  this  remarkable  book  Fliess  ex- 
plained that  there  is  a local  and  anatomical 
relationship  between  menstruation  and  the 
turbinate  scrolls  of  the  nose,  and  that  spe- 
cial parts  of  the  nasal  mucosa  correspond 
to  particular  gynecological  complaints, 
which  can  be  cured  by  cauterizing  these 
parts  and  only  these  parts,  that  there  are 
two  periods,  a male  period  of  23  days  and  a 
female  period  of  28  days  in  constant  and 
simultaneous  repetition  thruout  the  lives 
of  each  male  and  female  individual  alike 
of  whatever  species,  animal  or  vegetable, 
and  that  every  significant  event  happens 
on  a multiple  of  one  of  these  periods.  He 
reviews  the  campaigns  of  Napoleon  Bo- 
naparte and  makes  a tentative  effort  to 
show  that  the  dates  of  battles  which  he 
lost  were  presumably  on  multiples  of  23 
or  28  days  apart.  The  duration  of  the  life 
of  Goethe  is  likewise  accounted  for,  in  that 
Goethe  was  born  on  August  28,  1749  and 
died  on  March  22,  1832,  30156,  or  1077x28 
days.  Goethe,  therefore  died  “when  the 
1077th  feminine  menstruation  had  ex- 
hausted the  last  bit  of  his  wonderful  or- 
ganization.* [*S.  210]. 

When  the  Wiener  klinische  Rimdschau 
of  which  Freud  was  one  of  the  regular  con- 
tributors, published  in  its  issue  of  10  April, 
1898,  an  exceedingly  disparaging  review  of 
this  book  (the  reviewer  being  a young 
man  who  signed  himself  “Ry.”),  Freud 
remonstrated  with  Dr.  Heinrich  Paschkis, 
the  editor,  demanding  redress  for  Fliess, 
and  when  this  was  refused,  Freud  re- 
signed from  the  periodical.*  [*Sigmund 
FREUD:  Die  Traumdeutung:  7.  Aufl:  S. 
297]. 

These  widely-scattered  clues  build  a 
consistent  impression:  that  in  all  of  the 
persons  who  reason  so  systematically  that 
matters  of  personal  conduct  and  fate  are 
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determined,  there  is  something  in  com- 
mon. These  facts  suggest  a personal  and 
subjective  motive  for  ostensibly  objective 
and  scientific  theories.  The  field  merits 
dignified  study,  even  appreciation.  But 
thus  far  with  the  exception  of  two  frag- 
mentary studies  hardly  worthy  of  the 
name,  there  has  never  been  a factual  case- 
study  of  psychoanalysis. 

If  the  movement  away  from  the  idea 
of  reasoned  behavior  and  responsibility 
has  been  excessive,  it  was  because  some  re- 
lief from  this  idea  had  become  necessary. 
The  concept  of  original  sin  is  one  of  the 
basic  doctrines  of  Christianity,  and  man 
had  been  held  strictly  to  account  for  it. 
Until  the  nineteenth  century  a woman 
could  be  hung  for  stealing  a few  pennies’ 
worth  of  goods  from  the  shops  of  London. 
Men  have  been  beheaded  for  denying  the 
doctrine  of  the  trinity.  And  this  tyran- 
nical moralism  in  its  turn  was  a reaction 
from  something  as  horrible,  the  licentious- 
ness of  the  late  Roman  Empire.  St.  Augus- 
tine called  woman  “a  bag  of  excrements”, 
and  made  the  statement  “Omne  animal 
est  post  coitum  triste.”  Both  of  these  ut- 
terances, however  fantastically  untrue, 
are  understandable  in  a man  who  had 
spent  his  youth  making  the  rounds  of  the 
brothels  of  Rome. 

But  it  ought  to  be  possible  for  us  to 
formulate  a correct  view  of  the  matter. 
For  we  are  now  being  faced  with  an  ex- 
treme contrary  situation.  Suppose  that 
the  increasing  army  of  psychiatric  social 
workers,  who  seem  to  be  taking  on  the 
spirit  of  a political  sect  with  formidable 
financial  backing  should  also  come  to  be 
backed  by  the  official  scientific  blessing 
of  a certain  kind  of  psychiatrist,  and  set 
about  the  work  systematically  to  rescue 
[ and  foster  every  inferior  character-type 
j to  be  maintained  at  the  public  expense  for 
breeding  and  for  voting  purposes  under 
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the  flat  explanation  that  under-endow- 
ment is  simple  misfortune.  Disaster  will  be 
the  price.  This  is  the  ideology  of  degener- 
ation. If  this  be  democracy,  then  demo- 
cracy is  simple  the  name  of  our  disease. 

But  it  seems  to  me  that  we  need  only 
to  make  a distinction,  easy  and  simple, 
which  has  never  been  seriously  made.  We 
have  supposed  that  we  must  choose  bet- 
ween alternatives,  to  condemn  or  to  con- 
done evil.  Actually,  we  can  say  to  the 
weak  and  irresponsible:  “We  condemn,  but 
we  do  not  condemn  to  punish.”  Since  weak- 
ness which  causes  mental  disease  is  of  the 
same  moral  quality  as  that  which  causes 
crime,  and  will  always  be  so  regarded,  any 
propaganda  which  treats  it  as  morally  in- 
different is  wrong  in  theory  and  will  suc- 
ceed only  as  journalism  or  quackery.  In 
my  opinion  it  is  just  this  which  is  the 
great  dereliction  of  psychiatry  which  may 
bring  psychiatry  into  disrepute.  “Tout 
comprendre  est  tout  pardonner”  is  not 
quite  true.  After  we  understand  all,  we 
can  sympathize,  but  we  need  not  recom- 
mend. 

This  was  what  we  did  in  the  famous 
case  of  a certain  typhoid  fever  carrier,  an 
Irish  domestic  servant  who  was  found  to 
have  caused  the  deaths  of  several  hundred 
people.  Being  innocent  of  all  crime,  she 
was  virtually  condemned  to  life  imprison- 
ment by  the  health  authorities,  and  only 
recently  she  died  on  Welfare  Island  in  New 
York.  We  did  to  her  exactly  what  the 
Erewhonians  did  to  the  young  man  with 
tuberculosis,  but  without  the  moral  con- 
demnation which  is  the  worst  punishment. 

Even  the  Freudian  school  which  has 
taken  the  extreme  position  of  environ- 
mentalism, has  compromised  under  the 
weight  of  facts.  Even  Freud  said  that  the 
alleged  repressed  complexes  which  psy- 
choanalysis was  supposed  to  remove  would 
not  have  originated  but  for  an  initial 
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weakness,  and  that  the  more  strongly  en- 
dowed would  never  have  succumbed.  Freud 
showed  us  the  unsuspected  extent  to  which 
the  rational  life  is  at  the  mercy  of  the 
affective  life.  This  was  only  one  of  his 
contributions,  but  the  degree  to  which  his 
own  life  illustrated  this  fact  in  his  theories 
has  never  been  suspected.  Then  in  later 
life  he  said  “Three  things  are  impossible: 
to  rule,  to  educate,  and  to  cure.”  In  mo- 
ments of  disillusionment  he  referred  to  his 
treatment  as  “washing  negroes  white”, 
and  Hanns  Sachs  said  that  he  referred 
to  his  patients  as  “the  fools”  (die  Nar- 
ren). * * *•  * 

Señoras  y Señores,  doctores,  amigos: 


tan  importantes  son  estas  cuestiones,  que 
habría  preferido  presentarlas  en  las  pa- 
labras más  inmediatas  a su  conciencia. 
Pero,  hallándome  frente  de  una  audiencia 
tan  crítica,  aunque  tan  benigna,  no  me  he 
atrevido  vestir  mis  pensamientos  en  el  be- 
llo idioma  de  su  cultura,  sabiendo  su  for- 
midable exactitud  y su  riqueza  asombrosa. 

De  la  bienvenida  magnífica  que  Uds. 
me  han  dado,  soy  mudo.  Francamente  no 
lo  comprendo,  a menos  que  Uds.  de  esta 
nacion-islita  con  su  alma  de  poeta  y su 
corazón  de  niño,  han  adivinado  algo  del 
cariño  que  siento  hacia  Uds.,  listo  a res- 
ponder, puesto  que  mi  relación  a Uds.  ya 
está  cimentada  en  un  lazo  más  tierno. 
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POSTOPERATIVE  PHYSICAL  THERAPY  OF  THE 
NONAMBULATORY  PATIENT* 

HERMAN  J.  FLAX,  M.D.** 


Despite  the  fact  that  the  benefits  of 
physical  therapy  have  been  shown  repeat- 
edly in  the  records  of  our  military  and 
veteran  hospitals/ there  are  still  a great 
many  civilian  clinics  which  have  not  as 
yet  organized  a department  of  physical 
medicine.  Also,  those  institutions,  which 
do  have  good  facilities  for  physical  thera- 
py, have  not  made  full  use  of  these  ser- 
vices; especially,  in  applying  them  to  the 
general  postoperative  routine  of  their  sur- 
gical cases.  This  may  be  due  to  lack  of 
trained  technicians,  the  supposedly  high 
cost  of  physical  therapy  or  the  general 
lack  of  interest  in  physical  medicine. 

A definite  program  of  rehabilitation 
will  cut  down  the  period  of  convalescence 
and  guarantee  the  patient  a speedier  re- 
turn to  work.  There  will  be  fewer  post- 
operative complications,  which  are  usually 
the  most  expensive  portion  of  the  therapy. 
Most  important,  but  so  often  forgottten 
by  the  busy  surgeon,  is  the  need  for 
making  the  hospitalization  of  his  patients 
as  pleasant  as  possible.  A cheerful  patient, 
who  leaves  the  hospital  in  good  spirits,  is 
an  asset  to  both  the  clinic  and  the  surgeon. 
Physical  therapy  is  essential  to  maintain 
the  morale  of  these  cases. 

For  ward  patients  the  cost  of  physical 
therapy  can  be  kept  at  a minimun  by 
means  of  group  exercises  under  the  direct- 
ion of  a single  physiotherapist.  Grouping 
these  cases  also  facilitates  the  administra- 
tion of  the  individually  prescribed  treat- 


•  Delivered  before  Annual  Assembly  of  the 
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1948. 

**  Director  of  the  Department  of  Physical 
Medicine  and  Rehabilitation,  State  Insurance 
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ments.  There  is  little  time  lost  in  shifting 
and  setting-up  the  equipment  from  one 
bed  to  the  other.  At  the  same  time  the 
occupational  therapist  is  able  to  supervise 
her  portion  of  the  postoperative  therapy 
and  treat  a greater  number  of  persons. 

In  those  hospitals  which  do  not  have 
a physiatrist,  the  surgeon  should  personal- 
ly supervise  as  well  as  administer  this 
form  of  therapy  and  not  delegate  it  to 
the  nursing  staff.  There  is  no  need  to 
buy  expensive  equipment  to  carry  out  the 
essentials  of  physical  and  occupational 
therapy.  Nevertheless,  for  their  maximun 
therapeutic  value  they  must  be  carried 
out  expertly. 

CASE  REPORT 

A specific  case,  which  vividly 
points  out  the  need  for  pnysicai 
therapy  during  the  postoperative 
care,  is  presented. 

Dr.  E.  R.,  a physician,  aged  53 
years,  was  referred  to  the  department 
of  Physical  Medicine  of  the  Univer- 
sity; of  Pennsylvania,  December  1, 
1947  because  of  varying  degrees  idf 
ankylosis  of  all  his  joints.  There  was 
complete  fixation  of  the  entire  ver- 
tebral column  with  the  head  in  hyper- 
extension. All  the  movements  of  the 
upper  extremities  with  the  exception 
of  the  fingers  were  markedly  limited. 
There  was  complete  ankylosis  of  the 
articulations  of  the  lower  extremi- 
ties; the  left  in  the  position  of  in- 
ternal rotation  and  the  right  in  exter- 
nal. 

The  past  history  revealed  that 
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Dr.  R.  had  a rheumatoid  spondylitis 
for  many  years,  which  resulted  in  the 
above  mentioned  position  of  his  ver- 
tebrae. However,  there  was  little  in- 
volvement of  his  extremities  and  the 
doctor  was  able  to  carry  on  a success- 
ful practice  up  to  the  time  he  was 
hospitalized  in  May,  1947. 

At  this  time,  because  of  three 
episodes  of  marked  bleeding  from  a 
silent  duodenal  ulcer,  a resection  of 
the  ulcer  and  partial  gastrectomy  was 
done  in  another  institution.  On  the 
second  postoperative  day,  the  patient 
was  ambulated,  fainted  and  fell  cau- 
sing a disruption  of  the  abdominal 
wound.  Following  secondary  closure, 
he  was  kept  practically  immobile  in 
an  attempt  to  prevent  further  break- 
down of  the  wound.  At  the  end  of  six 
weeks,  the  incision  had  healed  beauti- 
fully, but  the  patient  was  left  with 
the  above  mentioned  deformities. 

There  is  little  doubt  that  much  of  the 
disability  of  this  patient,  a physician, 
could  have  been  prevented  by  a planned 
regime  of  physical  therapy.  Now,  he  will 
have  to  undergo  a prolonged  period  of  re- 
habilitation as  well  as  several  major  or- 
thopedic operations.  Certainly,  he  will 
never  regain  the  former  mobility  of  his 
extremities  even  with  the  best  of  surgery 
and  physical  therapy. 

Whereas  early  ambulation  has  been  a 
great  advance  in  the  prevention  of  post- 
operative complications  in  a large  number 
of  surgical  cases,  there  are  many  in  whom 
this  is  not  feasible.  These  include  most  of 
the  major  orthopedic  operations;  the 
elderly  cardiac;  the  arthritic;  the  cachec- 
tic, malnourished  or  chronically  debili- 
tated person  in  whom  delayed  wound  heal- 
ing is  a possibility.  Also,  the  hyperten- 
sive in  whom  a thoraco-lumbar  sympa- 
thectomy has  been  done  and  who  should 


not  be  allowed  up  until  the  blood  pres-  ~ 
sure  has  been  stabilized  and  the  cerebial  ^ 
and  cardiac  functions  are  adequate.  Final-  q 
ly,  each  surgeon  has  some  individuals  wAo 
because  of  disruption  of  their  abdominal 
wounds  have  to  remain  quietly  in  bed  for 
many  weeks.  It  is  for  these  patients  that 
physical  therapy  must  be  considered  by 
every  surgeon  in  planning  postoperative 
care  to  avoid  the  complications  of  covn- 
píete  bed  rest. 

COMPLICATIONS  OF  COMPLETE  BED  REST. 

The  most  serious  postoperative  com- 
plications are  those  related  to  the  circu- 
latory system  of  the  body.  In  the  recum- 
bent position  there  is  a slowing  of  the 
blood  stream  with  stagnation  in  the  ven- 
ous capillaries.  Disuse  atrophy,  the  lack 
of  muscular  tone,  as  well  as  the  decrease 
in  voluntary  movements  aggravate  the 
circulatory  failure  by  interfering  with  the 
peripheral  pump.  This  may  lead  to  coro- 
nary insufficiency  and  may  precipitate 
cardiac  failure  in  the  already  weakened 
heart  of  the  elderly  patient.  Many  sur- 
geons have  seen  angina  of  the  decubital 
nocturnal  type  in  a patient  lying  quietly 
in  bed.®  Due  to  venous  retardation,  there 
is  insufficient  local  blood  flow  with  mal- 
nutrition of  tissues  at  the  points  of  body 
pressure  resulting  in  huge  decubital  ulcers. 
The  reduction  of  the  venous  return,  the 
increased  viscosity  due  to  the  loss  of  blood 
volume®  and  the  sludging  of  the  blood  cells 
lead  to  the  formation  of  phlebothromhosis 
and  fatal  pulmonary  embolism.  Finally, 
the  loss  of  vasomotor  tone  and  of  blood 
volume  results  in  postural  hypertension, 
tachycardia  and  the  tendency  to  fainting 
when  the  erect  posture  is  finally  permit- 
ted. 

The  second  fatal  complication  of  com- 
plete bed  rest  is  hypostatic  bronchopneu- 
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monia,  especially  in  the  elderly  patient. 
As  has  been  noted/  there  is  a decrease  in 
the  total  lung  volume  of  over  300  c.  c.  and 
vital  capacity  of  about  200  c.c.  in  the 
recumbent  position.  There  is  also  a ten- 
dency for  breathing  to  become  more  shal- 
low. If  the  patient  is  under  the  effects 
of  sedatives  the  respiratory  exchange  is 
still  more  diminished.  Also,  most  elderly 
persons  have  some  moisture  in  their  lung 
bases  which  rapidly  increases  when  there 
is  any  myocardial  weakness.  If  this  fluid 
is  not  removed  from  the  bronchi  and  the 
lungs  properly  aerated  it  becomes  a fertile 
ground  for  bacterial  growth  and  infection. 

Laplace  and  Nicholson-’  have  shown 
there  is  a definite  decrease  in  the  meta- 
bolic rate  of  the  elderly  individual  during 
confinement.  Cuthbertson®®  has  proven 
that  the  negative  nitrogen  balance  follow- 
ing operation  was  greater  than  that  due 
to  the  decrease  in  food  intake.  Keys^° 
states  that  normal  persons  after  three  to 
four  weeks  of  bed  rest  have  a negative 
nitrogen  balance,  a slightly  positive  potas- 
sium balance  and  an  increase  in  the  ex- 
cretion of  thiamin  and  riboflavine.  This 
author  has  also  shown  it  is  almost  impos- 
sible to  maintain  normal  blood  chemical 
balances  even  with  parenteral  injections 
of  the  necessary  substances  as  long  as 
the  patient  remains  inactive.  Deitrick  and 
his  co-workers^^  found  a definite  increase 
in  nitrogen,  phosphorus,  total  sulfur,  so- 
dium, potassium  and  calcium  excretions  in 
four  healthy  young  men  immobilized  six 
to  seven  weeks.  In  these  subjects  the  cal- 
cium content  of  the  urine  was  doubled 
during  immobilization.  They  state  that  the 
absence  of  an  appreciable  increase  in  urine 
volume,  the  slight  rise  in  urinary  pH  and 
the  failure  of  the  urinary  citric  acid  to 
rise  parallel  with  the  increase  in  calcium 
would  all  favor  the  precipitation  of  calcium 


phosphate  in  the  urinary  tract  with  the 
possibility  of  stone  formation. 

There  is  an  upset  in  the  physiology  of 
the  gastro-intestinal  and  urinary  tracts. 
These  patients  are  generally  constipated 
and  are  prone  to  develop  fecal  impactions. 
Urinary  retention  and  cystitis  from  re- 
peated catheterizations  is  common.  Ivy 
and  Grossman^^  consider  physical  activity 
the  best  means  for  increasing  gastric  tone 
and  motility. 

There  is  a “deconditioning”^®-’’  of  the 
patients  with  loss  of  mental  and  physical 
fitness.  Because  of  the  generalized  mus- 
cular weakness  these  individuals  are  al- 
ways tired  and  uncomfortable.  Due  to  poor 
bed  posture  there  is  spasm  of  the  neck 
and  back  muscles  resulting  in  constant 
headache  along  with  cervical-lumbar  pains. 
Those  joints  that  are  not  mobilized  early 
become  ankylosed,  especially  if  there  are 
any  prevailing  arthritic  changes.  These 
patients  are  cranky,  sullen,  of  low  morale 
and  the  constant  bane  in  the  life  of  the 
busy  surgeon. 

These  difficulties  can  be  obviated  quite 
readily  by  the  use  of  a definite  program 
of  rehabilitation  started  as  soon  as  the 
patient  has  been  returned  to  his  bed  fol- 
lowing surgery.  This  includes  correct  bed 
posture,  therapeutic  exercises,  heat,  mas- 
sage, electrical  stimulation  and  occupation- 
al therapy.  A rational  program  employ- 
ing these  procedures  is  described  below. 

BED  POSTURE 

Correct  bed  posture^^-^’  prevents  spasm 
of  the  cervical  and  back  muscles  respon- 
sible for  the  headaches  and  pains  in  these 
regions.  The  use  of  a small  pillow  to  sup- 
port the  lumbar  spine  and  larger  ones 
under  the  shoulders  and  neck  will  relieve 
the  strain  on  these  muscles.  A small  pil- 
low under  the  popliteal  spaces  to  flex  the 
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knees  slightly  will  relax  the  hamstrings, 
avoid  hyperextension  of  the  pelvis  and  the 
stretching  of  the  back  muscles.  The  feet 
should  press  flat)  against  a foot-board, 
which  also  will  eliminate  the  tight  fit  of 
the  foot  sheet.  This  prevents  the  short- 
ening of  the  Achilles’  tendons  and  pro- 
vides a means  of  exercising  the  extremi- 
ties. 

In  the  prone  position,  a small  pillow 
under  the  ankles  will  prevent  straighten- 
ing of  the  feet  and  a larger  support  under 
the  chest  will  relax  the  back  muscles.  The 
head  should  lie  flat  against  the  mattress 
and  turned  to  either  side  with  the  top 
arm  extended  above  the  head  and  the 
lower  kept  down  at  the  opposite  side  to 
relieve  the  pull  on  the  neck  and  back 
muscles. 

Raising  the  bed  to  promote  comfort 
for  the  sitting  patient  is  not  enough.  His 
head  and  shoulders  should  be  adequately 
supported,  his  upper  extremities  should 
rest  on  pillows  and  his  hands  should  grip 
some  round  object  constantly. 

These  ideal  positions  requiere  little 
time  for  their  preparation.  They  simplify 
nursing  care  and  accomplish  more  to  re- 
lieve muscle  aches  than  countless  doses 
of  sedatives.  They  prevent  contracture  de- 
formities, give  the  patient  the  maximum 
of  comfort  and  preserve  the  propriocep- 
tive impulses.  Correct  bed  posture  also  re- 
laxes the  convalescent  so  that  he  will  not 
be  too  tired  to  participate  in  the  exercise 
program. 

BED  EXERCISES 

The  performance  of  therapeutic  bed 
exercises^^-^’  should  be  supervised  by  a 
trained  physical  therapist.  Care  must  be 
taken  never  to  exhaust  the  patient  or  over- 
stretch the  muscles.  Exercises  should  be 
begun  with  setting  exercises  (alternate 


contraction  and  relaxation  of  muscle 
groups  without  producing  motion)  of  the 
gluteal,  quadricep  and  calf  muscles.  The 
feet  should  be  pressing  constantly  against 
the  foot  board,  and  the  hands  clenched 
around  bandage  rolls.  The  patient  should 
be  encouraged  to  move  his  upper  extremi- 
ties and  to  breathe  deeply. 

On  the  second  day,  gradual  assisted 
exercises  to  the  lower  extremities  should 
be  started  with  flexion  of  the  knees  and 
hips.  Every  articulation  should  be  car- 
ried through  at  least  one  complete  range 
of  motion  by  the  technician.  If  some  limit- 
ation is  present,  the  maximun  degree  of 
movement  should  be  carried  through  at 
least  one  complete  range  of  motion  by  the 
technician.  If  some  limitation  is  present, 
the  maximun  degree  of  movement  should 
be  executed  to  prevent  further  stiffening 
of  the  joint  space  and  fibrosis  of  the 
muscle  attachments.  This  is  very  import- 
ant, because  a slight  amount  of  immobi- 
lization of  an  arthritic  joint  is  all  that  is 
necessary  to  promote  severe  ankylosis. 
These  patients  require  special  attention  to 
avoid  pain  and  increased  stiffening  from 
excessive  manipulation. 

Cases  with  abdominal  incisions  are  able 
to  begin  abdominal  and  resistive  exercises 
by  the  fourth  day  if  the  wound  has  been 
correctly  approximated.  However,  in  in- 
guinal wounds  it  is  not  wise  to  start  any 
exercise  that  may  cause  a strain  on  the 
ingu'nal  aponeurotic  falx  or  rectus  sheath 
until  there  is  a strong  union  of  the  suture 
line.  In  these  patients  exercises  involving 
the  abdominal  muscles  should  be  assistive 
in  nature  for  the  first  ten  postoperative 
days.  After  this  time,  moderately  increa- 
sing resistive  exercises  can  be  instituted. 

Assisted  exercises  should  be  maintain- 
ed until  the  patient  is  able  to  work  alone 
against  the  force  of  gravity;  whereupon, 
increasing  resistive  exercises  should  be 
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started  and  continued  during  the  entire 
period  of  recumbency.  This  can  be  accom- 
plished by  augmenting  the  load  using 
overhead  pulleys  or  by  simply  placing  sand 
bags  in  the  patient’s  hands  or  tying  them 
to  his  feet. 

Unfortunately,  there  is  no  set  rule  for 
determining  the  amount  of  exercise  need- 
ed, and  for  this  reason,  it  is  absolutely 
necessary  to  supervise  every  patient.  Each 
individual  is  a distinct  problem,  especially 
those  who  are  suffering  from  a cardiac 
or  an  arthritic  condition.  Assisted  or  pas- 
sive exercises  require  most  of  the  thera- 
pist’s attention;  the  resistive  ones  can  be 
gauged  more  readily  by  the  patient.  In 
order  to  be  effective,  exercises  should  be 
repeated  at  first  three  times  a day  and 
then  finally  at  least  ten  minutes  out  of 
each  hour  depending  on  the  tolerance  and 
resistance  of  the  patient. 

Passive  exercise  is  advocated  to  re- 
tain full  movement  of  the  joints  and  to 
prevent  contracture  deformities.  Active 
resistive  excercise  increases  the  strength 
and  prevents  disuse  atrophy  of  the  mus- 
cles. Cortical  awareness  of  the  proper 
muscle  function  is  maintained  through  the 
reception  of  the  normal  proprioceptive  im- 
pulses from  the  patterns  of  correct  ex- 
ercises. Early  movements  of  the  lower  ex- 
tremities preserves  the  muscle  pump  that 
speeds  up  the  venous  flow.  This  is  the 
prime  factor  in  the  prevention  of  the  for- 
mation of  thrombi  and  pulmonary  emboli 
in  postoperative  patients.  Erskine  and 
Shires^®  report  the  incidence  of  fatal  em- 
bolism after  abdominal  operations  in 
women  fell  by  more  than  50  per  cent  after 
a regime  of  postoperative  excercises  and 
massage  had  been  in  use  at  the  Chelsea 
Hospital  for  seven  years.  Proper  breathing 
exercises  increases  the  vital  capacity  of 
the  lungs  and  eliminates  the  danger  of 


hypostatic  bronchopneumonia  and  pulmo- 
nary atelectasis. 

HEAT 

Heat  by  means  of  infra-red  radiations 
from  a lamp  or  a baker  usually  precedes 
massage.  This  relaxes  muscles,  relieves 
spasm  and  produces  vasodilatation.  Heat 
increases  the  local  circulation,  a necessity 
for  the  repair  of  injured  tissues.  The  or- 
thopedic and  arthritic  patients  are  the 
ones  most  benefitted  by  this  form  of  treat- 
ment. In  these  cases,  heat  should  be  ap- 
plied by  means  of  a near  infra-red  source^” 
(i.e.,  a heat  cradle  using  clear  carbon-fila- 
ment incandescent  lamps  with  a wave 
length  of  8,000  to  15,000  angstrom  units) 
in  order  to  penetrate  to  the  subcutaneous 
tissues  at  least  once  a day  for  30  minutes. 
This  therapy  should  be  considered  an  ad- 
junct to  massage  and  active  exercise. 

MASSAGE 

Unfortunately,  the  value  of  massage  in 
cardiac  patients  confined  to  bed  has  been 
sadly  neglected  and  underestimated  by 
the  general  surgeon.20-22  Properly  applied, 
massage  increases  the  flow  of  venous 
blood  and  lymph  by  the  actual  mechanical 
propulsion  of  these  fluids  toward  the  heart 
by  means  of  deep  stroking.  Light  stroking 
speeds  up  the  circulation  through  a re- 
flex stimulation  of  the  sensory  nerve  end- 
ings. Kneading  movements  not  only  as- 
sist venous  and  lymphatic  circulation  but 
exercise  the  relaxed  muscles. 

Pemberton-2  states  that  in  inactive  and 
recumbent  persons,  massage  may  compen- 
sate for  lack  of  the  contraction  of  the 
muscles  of  locomotion  on  the  larger  blood 
vessels,  which  normally  contribute  to  the 
return  of  blood  to  the  heart.  In  elderly 
people  massage  may  be  thought  of  as  a 
substitution  for  activity. 
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Massage  is  indicated  in  the  immediate 
postoperative  period  before  active  move- 
ments have  been  started  by  the  patient. 

The  technique  of  massage-^  should  be 
left  to  the  trained  therapist.  Superficial 
stroking  should  be  applied  slowly,  gently 
and  rhythmically  in  order  to  produce  the 
reflex  effect.  Deep  stroking  should  always 
be  administered  in  the  direction  of  the 
venous  flow  with  the  patient  in  the  re- 
cumbent position  so  as  to  take  advantage 
of  gravity  as  an  aid  to  venous  and  lym- 
phatic circulation.  The  operator  should 
work  on  the  proximal  segment  of  the  ex- 
tremities first  to  improve  the  venous  and 
especially  lymphatic  flow  before  proceed- 
ing to  the  distal  part.  Care  must  be  taken 
in  the  compression  movements,  such  as 
kneading,  not  to  traumatize  the  muscle 
through  rough  manipulation. 

The  length  of  treatment  is  twenty 
minutes  to  both  the  lower  extremities,  and 
ten  minutes  to  the  back  once  or  more  often 
daily.  Patients  with  arthritic  involvement 
of  the  upper  extremities  require  and  ad- 
ditional ten  minutes  of  treatment  for  each 
arm  and  shoulder.  Following  massage,  the 
patient  should  be  allowed  to  rest  for  at 
least  one  hour  before  continuing  with  any 
other  form  of  therapy. 

ELECTRICAL  STIMULATION 

Faradic  stimulation  of  the  individual 
muscles  immobilized  in  a cast  is  useful  to 
prevent  loss  of  muscle  tone  and  to  increase 
the  venous  circulation  through  muscle  con- 
traction. Windows  should  be  cut  in  a cast 
over  the  accessible  motor  points  wherever 
possible  to  assist  the  operator.  The  patient 
should  be  completely  relaxed,  and  the  elec- 
trical stimulation  should  be  painless  and 
not  cause  muscle  spasm.  This  form  of 
therapy  should  be  combined  with  repeated 
muscle  setting  exercises.  Where  it  is  pos- 


sible to  use  surging  sinusoidal  current  for 
muscle  stimulation,  the  practice  of  6 con- 
tractions per  minute  with  two  minutes 
rest  afterwards  for  twenty-minute  periods 
daily  has  been  suggested  by  Dr.  H.  D. 
Storms^^  and  is  being  used  successfully  by 
the  Department  of  Physical  Medicine  and 
Rehabilitation  of  the  State  Insurance  Fund 
of  Puerto  Rico.  The  number  of  contract- 
ions may  be  increased  to  approximately 
20  per  minute  depending  on  the  patient’s 
tolerance,  the  avoidance  of  pain  and  mus- 
cle spasm. 

OCCUPATIONAL  THERAPY 

The  superior  value  of  occupational 
therapy  in  maintaining  the  morale  of  the 
bed  patient  by  helping  him  spend  the 
weary  hours  of  the  day  cannot  be  over- 
emphasized. In  prescribing  this  treatment, 
the  surgeon  should  select  those  activities 
which  can  not  only  be  adapted  but  are 
most  beneficial  to  these  patients.  The 
posture  assumed  by  the  individual  in  per- 
forming these  tasks  should  be  carefully 
checked  in  order  to  prevent  deformities 
and  avoid  muscle  strain.  This  is  especial- 
ly true  for  the  arthritic.  The  assumed  po- 
sition should  never  interfere  with  the  re- 
turn of  venous  circulation  from  the  lower 
extremities. 

Occupational  therapy  should  assist  the 
other  forms  of  physical  therapy.  As  an 
example,  the  arthritic  should  be  given 
tasks  that  force  him  to  extend  his  involved 
joints  in  order  to  prevent  flexion  deformi- 
ties. The  patient  should  never  be  allowed 
to  exert  himself,  but  as  his  daily  activity 
increases,  so  must  his  work  be  supplement- 
ed to  obviate  lack  of  interest  and  to  keep 
up  with  his  physical  state.  Occupational 
therapy  is  a type  of  corrective  manipula- 
tion that  increases  muscle  strength  and 
movement;  and  as  such,  should  be  just 
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as  carefully  prescribed  as  any  of  the  thera- 
peutic exercises. 

CONCLUSION 

The  value  of  physical  therapy  as  an 
adjunct  to  the  care  of  the  postoperative 
patient  who  cannot  be  ambulated  early 
has  not  been  fully  appreciated  by  the  gen- 
eral surgeon.  This  may  be  due  to  the  pre- 
valent misconception  of  the  need  for  ex- 
pensive equipment,  and,  also,  to  the  lack 
of  interest  in  this  field  of  medicine.  It 
is  not  necessary  to  purchase  costly  devices 
to  carry  out  this  form  of  therapy,  since 
proper  bed  posture,  massage  and  thera- 
peutic bed  exercises  require  no  tools  other 
than  a pair  of  skillful  hands  and  a willing 
patient.  Heat  can  be  applied  by  a cheap 
electric-bulb  baker  or  an  inexpensive  in- 
fra-red lamp.  Occupational  therapy  can  be 


prescribed  utilizing  simple  crafts,  since 
these  are  bed  patients  and  do  not  require 
an  elaborate  workshop. 

The  benefits  of  such  a program  is  of 
greatest  importance  in  the  prevention  of 
the  serious  postoperative  complications ; 
especially,  pulmonary  embolus  and  hypos- 
tatic bronchopneumonia.  These  patients 
are,  by  far,  better  adjusted  to  hospitaliza- 
tion, and  their  recovery  program  is  greatly 
accelerated. 

There  is  a great  need  for  the  reevalua- 
tion of  the  postoperative  treatment  of  the 
surgical  patient  who  cannot  be  ambulated 
early.  This  is  especially  true  in  the  elder- 
ly patient.  The  surgeon,  who  avails  himself 
of  the  advantages  of  physical  medicine  in 
prescribing  convalescent  care  will  have 
fewer  serious  complications  and  more 
grateful  patients. 
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PALABRAS  PRONUNCIADAS  POR  EL  DOCTOR  MANUEL 
GUZMAN  RODRIGUEZ  EN  EL  HOMENAJE  RENDIDO  POR 
LA  ASOCIACION  MEDICA  DE  PUERTO  RICO  AL  DOCTOR 

RAMON  M.  SUAREZ 


Sr.  Dr.  Ramón  M.  Suárez;  Sra.  María  J aviera 
Benitez  de  Suárez;  Sr.  Director  de  Brindis;  Se- 
floras  y Señores: 

En  torno  a Ramón  Suárez  y a su  gentil 
compañera  María  Javiera  Benitez  de  Suá- 
rez, la  clase  médica  puertorriqueña  en 
consorcio  gentil  con  sus  amables  compañe- 
ras, se  congrega  en  esta  noche  atractiva  y 
sonriente,  para  rendir  un  homenaje  cálido 
y sincero  a uno  de  sus  más  preclaros  cam- 
peones. 

Los  médicos  de  Puerto  Rico  habíamos 
contraído  con  el  Dr.  Suárez,  una  deuda  de 
insospechada  cuantía.  Devengando  intere- 
ses esta  deuda  durante  los  últimos  treinta 
años,  las  posibilidades  de  una  honesta  y 
adecuada  liquidación  eran  cada  vez  más 
remotas. 

En  diferentes  ocasiones  algunos  de  los 
poderhabientes  del  mundillo  médico,  soli- 
citaron cabal  reconocimiento  de  la  deuda, 
pero  siempre,  asuntos  nuevos,  lograron 
que  los  remisos  deudores  ante  la  magnitud 
del  débito  pensasen  con  Longfellow: 

“Let  the  dead  Past,  bury  its  dead”. 

Nunca  fueron  más  aplicables  ni  más 
ciertas  las  palabras  con  que  Rufino  Blanco 
Fombona,  prologara  SIETE  TRATADOS, 
la  obra  cumbre  del  eximio  Juan  Montalvo: 
“En  América  — decía  Blanco  Fombona — 
debemos  convencemos  de  que  no  basta  con 
producir  varones  ilustres,  que  es  necesa- 
rio merecerlos,  honrarlos,  estudiarlos  y 
mantener  encendido  el  fuego  de  Vesta  en 
torno  de  aquellos  hombres  que  lo  merecen, 
entendido  por  tal  fuego,  no  el  aplauso 
desacordado  e ininteligente,  sino  la  escu- 
driñadora mirada  que  explica  lo  que  ad- 
vierte, y el  efecto  vigilante  que  como  gra- 
no de  sal  guarda  en  sazón  lo  que  sin  ese 


grano  conservador  vendría  a parar  en 
cuerpo  manido.” 

Este  homenaje  con  que  los  médicos  in- 
tentamos hacer  una  liquidación  mínima  de 
una  deuda  máxima,  por  lo  menos  significa 
que  en  tierra  puertorriqueña,  un  grupo  de 
su  liderato  hace  esfuerzos  por  merecer, 
honrar  y estudiar  sus  hombres  más  bri- 
llantes y preclaros. 

Cuando  la  crónica  del  porvenir  relate 
con  detalles  más  precisos  y con  menos  sub- 
ordinación al  actual  momento  la  historia 
de  este  último  medio  siglo  de  nuestra  vida 
médica,  este  homenaje  pudiera  aparecer 
como  innecesariamente  diferido. 

Este  homenaje  de  reconocimiento  pudo 
haberse  conferido  en  1930,  en  las  postri- 
merías de  aquella  fructífera  presidencia 
que  culminara  en  la  construcción  del  Ho- 
gar Médico.  Pudo  haber  sido  en  1935  cuan- 
do la  jefatura  clínica  del  Hospital  de  la 
Universidad  le  fué  otorgada.  Pudo  haber 
coincidido  con  su  exaltación  a la  presiden- 
cia del  Tribunal  Examinador  de  Médicos 
en  el  año  1937. 

La  magnitud  de  la  deuda  cohibía  a los 
deudores.  El  Dr.  Suárez  por  la  voluntad 
unánime  de  la  clase  médica,  había  sido  re- 
cipiente de  todos  los  honores.  Fué  secre- 
tario, vicepresidente,  presidente,  speaker 
de  la  Cámara  de  Delegados,  delegado  a la 
Convención  de  la  Asociación  Médica  Ame- 
ricana. 

Estos  honores  no  fueron  otorgados  con 
el  aplauso  desacordado  o inteligente.  La 
escudriñadora  mirada  que  explica  lo  que 
advierte,  tuvo  el  logro  feliz  de  encontrar 
un  hombre  que  había  escuchado  el  conse- 
jo de  San  Pablo:  Sed  Sabios  sobriamente. 

Una  de  las  grandes  enseñanzas  con  que 
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pudo  influenciar  Suárez  a los  hombres  de 
su  época,  fué  la  de  poder  ser  sabio  con  ele- 
gancia y sobriedad.  Ser  un  hombre  de 
ciencias,  un  predestinado  para  los  fines  del 
bienestar  humano,  sin  tocar  en  los  linderos 
del  prófugo  o proscrito  de  la  convivencia 
normal,  no  ha  sido  atributo  constante  de 
todos  los  predestinados. 

Con  el  mismo  empaque  de  sobria  humil- 
dad y convivencia  humana  con  que  evacuó 
las  diligencias  de  la  siembra  ardorosa  y 
febricitante,  asistió  par  a par  con  los  sem- 
bradores de  otros  tiempos,  a lo  largo  y a 
lo  ancho  del  laboreo  de  la  vendimia. 

Treinta  años  de  ininterrumpida  siembra 
para  un  sólo  minuto  de  vendimia  fué  otra 
de  las  grandes  enseñanzas  con  que  Suárez 
pudo  influenciar  las  veinte  generaciones 
de  médicos,  que  se  abrazaron  al  madero  de 
la  devoción  y del  servicio.  Con  el  ejemplo 
de  su  vida,  que  ha  sido  siempre  paradigma 
de  la  devoción  inalterable  a los  principios 
del  batallar  sin  tregua,  aprendieron  los 
jóvenes  que  el  triunfo  no  es  hijo  de  la 
fortuna. 

Suárez,  a los  cincuenta  años,  y en  plena 
consagración  y reconocimiento  de  su  per- 
sonalidad científica,  sin  que  la  clámide  del 
profesor  y del  caudillo  le  resulte  incómoda 
en  el  refinamiento  de  la  enseñanza  por 
medio  del  ejemplo,  hace  guardias  en  su 
Clínica  Mimiya,  par  a par  con  los  jóvenes 
asociados  de  su  grupo. 

Bien  predica  quien  bien  vive,  decía  nues- 
tro Hostos;  pero  tal  vez,  si  fué  el  babulis- 
ta  Antonio  de  Trueba,  quien  mejor  capta- 
ra este  sutil  refinamiento  de  la  buena  pré- 
dica cuando  dijo: 

Caballito  Que  corres  uncido  al  carro. 

Dime  — ¿para  que  brille  tu  pelo  tanto 
Cómo  te  las  compones...?  ¿Cómo? 

Sudando. 

La  Asociación  Americana  de  Médicos 
(Association  of  American  Physicians)  un 
grupo  de  hombres  de  ciencia,  abroquelado 
en  un  rancio  exclusivismo,  una  limitada 


matrícula  y un  ilimitado  apostolado,  acaba 
de  elegir  a Suárez  como  uno  de  sus  dos- 
cientos novísimos  templarios,  y ha  pro- 
clamado por  todos  los  confines  del  mun- 
do civilizado  las  razones  preponderantes 
que  ameritan  la  elección. 

“La  razón  por  la  cual  usted  fué  electo 
para  formar  parte  de  esta  Asociación  — 
dice  el  portavoz  informante  — es  porque 
usted  ha  realizado  una  labor  espléndida 
por  levantar  el  nivel  de  la  medicina  en 
Puerto  Rico.  Todos  aquí  le  consideramos 
a usted  como  el  caudillo  en  ésa  y creemos 
que,  casi  completamente  a través  de  sus 
esfuerzos,  la  medicina  en  Puerto  Rico  ha 
alcanzado  un  nivel  que  no  tiene  nada  que 
envidiar  a la  de  otros  países.  Debo  decirle 
— añade  la  voz  informativa — que  es  mi 
criterio,  que  este  honor  es  más  que  mere- 
cido, por  su  magnífica  labor  en  mantener 
las  mejores  tradiciones  médicas  aún  en 
circunstancias  muchas  veces  adversas.” 

Pero  este  homenaje  para  ser  producto 
de  la  espontaneidad  y de  la  gentileza,  y 
para  que  tenga  el  verdadero  sabor  de  tri- 
buto mínimo  a deuda  máxima,  debe  tam- 
bién rendirse  a María  Javiera  Benitez  de 
Suárez,  la  anónima  heroína  de  esta  batalla 
de  los  treinta  años.  Ocupando  siempre, 
posiciones  de  vanguardia,  nunca  fué  re- 
cipiente de  otros  honores  que  no  fuesen  los 
del  supremo  sacrificio. 

Ella  estuvo  en  la  hora  febricitante  de  la 
siembra,  par  a par  con  Moncho  Suárez. 
Ella  ofició  con  suprema  deleitación  a lo 
largo  y a lo  ancho  del  laboreo  de  la  vendi- 
mia. En  holocausto  de  la  causa  y en  bendi- 
ta renunciación  de  supuestos  atributos  de 
la  feminidad,  ella  supo  mezclar  las  horas 
de  vigilia  del  que  lucha  con  las  horas  de 
insomnio  del  que  espera. 

Por  eso  Suárez,  en  esta  hora  de  la  con- 
sagración y del  triunfo,  puede  decir  reme- 
dando los  versos  de  Cervantes: 

Yo  corté  con  mi  ingenio  aquel  vestido 
con  que  al  mundo  la  hermosa  Galatea 
salió  para  librarse  del  olvido. 
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PALABRAS  DEL  DR.  RAMON  M.  SUAREZ  EN  EL  HO- 
MENAJE QUE  LE  FUERA  RENDIDO  POR  LA  ASOCIA- 
CION MEDICA  DE  PUERTO  RICO 


Señor  Director  de  Brindis,  Señor  Presidente  de 
la  Asociación  Médica  de  Puerto  Rico,  Señoras  y 
Señores : 

Nada  es  tan  difícil  como  corresponder, 
debidamente  a una  demostración  de  amis- 
tad, de  cariño,  de  lealtad  y de  generosidad 
como  la  que  me  rinden  aquí  esta  noche  mis 
compañeros  de  profesión.  La  acepto  con 
toda  humildad  y con  un  profundo  agrade- 
cimiento. 

Nunca  en  mi  vida  había  brotado  de  mi 
alma  con  más  fervor  la  oración  de  Santo 
Tomás  de  Aquino  implorando  el  auxilio  de 
Dios  Todopoderoso:  “Dame  agudeza  para 
entender,  capacidad  para  interpretar  y 
gracia  y abundancia  para  hablar.  Dame 
acierto  al  empezar,  dirección  al  progresar, 
y perfección  al  acabar”.  Nunca  antes  sen- 
tí tanto  que  mis  ruegos  no  fueran  atendi- 
dos. 

Me  parece  que  estaría  en  orden,  y apro- 
piado el  momento,  hacer  en  esta  ocasión 
un  ligero  recuento  de  lo  que  mis  ojos  han 
visto  y mis  manos  han  palpado,  durante 
treinta  años  de  vida  profesional  ligada  ín- 
timamente a la  vida  y desarrollo  de  esta 
Asociación. 

Viene  a la  Asociación  cuando  ésta  bajo 
el  liderato  de  Eugenio  Fernández  García, 
respaldado  por  los  compañeros  Román  Be- 
nitez, Moncho  Sifre,  Federico  Trilla,  José 
M.  Santiago  y Jesús  Armáiz,  libraba  y ga- 
naba la  batallla  por  la  emancipación  moral 
y por  la  reivindicación  social  de  los  mé- 
dicos titulares,  librándoles  de  la  obligada 
esclavitud  en  que  vivían  dentro  de  los 
organismos  municipales. 

Poco  tiempo  después,  sin  méritos  para 
ello,  y solamente  por  la  benevolencia  de 
mis  compañeros  de  profesión,  ocupé  yo  el 
puesto  de  confianza  más  alto  a que  todo 


médico  puertorriqueño  debt  aspirar:  ed 
de  Presidente  de  la  Asociación.  Fui  electo 
Presidente  en  el  año  1928,  y reelecto  por 
unanimidad  en  el  año  1929,  y otra  vez 
en  el  1930. 

Tarea  difícil  y casi  imposible  fué  poder 
reemplazar,  ya  que  no  sustituir,  al  diná- 
mico ejecutivo,  brillante  orador,  hábil  pole- 
mista, prolífico  escritor  y eminente  tisió-“ 
logo,  Eugenio  Fernández  García,  quien  me 
había  precedido  en  la  presidencia  de  nues- 
tra agrupación,  y hubiera  yo  indudable- 
mente fracasado  en  mis  gestiones  de  Pre- 
sidente, a no  ser  por  los  sabios  consejos 
del  buen  amigo,  veterano  en  la  profesión 
y en  las  lides  políticas.  Doctor  José  Gómez 
Brioso,  y por  la  ayuda  eficaz,  leal  y de- 
sinteresada de  mis  compañeros  de  direc- 
tiva: Manuel  Pavía  Fernández,  Manuel 
Pujadas  Díaz,  Agustín  Laugier,  Rafael 
López  Nussa  y Osvaldo  Goyco. 

Fué  mi  primera  obligación  sostener  y 
afincar  dentro  de  la  conciencia  de  nues- 
tros compañeros  el  espíritu  de  clase,  de 
cohesión  y de  compañerismo  iniciado  e 
impulsado  por  mi  ilustre  predecesor. 

Me  cupo  en  suerte  el  honor  de  presidir 
la  Asamblea  Anual  durante  la  celebración 
de  las  bodas  de  plata  de  nuestra  Asocia- 
ción, en  diciembre  de  1928.  Dios  permita 
que  tenga  fuerzas,  que  interés  y entusias- 
mo no  me  faltarán,  para  asistir  a las  bo- 
das de  oro,  que  habrán  de  celebrarse  en 
diciembre  del  año  1953. 

Para  la  época  de  sus  bodas  de  plata  la 
Asociación  era  pobre,  contaba  con  una  ma- 
trícula de  poco  más  de  200  socios,  y esca- 
samente podía  pagar  el  alquiler  de  una  ha- 
bitación en  la  planta  baja  del  edificio  que 
en  la  calle  de  la  Luna  ocupa  la  esquina  o- 
puesta  al  Teatro  Rialto,  donde  tenía  sus 
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oficinas.  En  ese  salón,  equipado  con  una 
tosca  mesa,  dos  hileras  de  seis  sillones  una 
frente  a la  otra,  y algunas  sillas,  celebrá- 
bamos nuestras  reuniones  mensuales.  Las 
anuales  se  llevaban  a efecto  en  algún  salón 
de  escuela  pública,  cedido  galantemente 
por  el  Director  Escolar  de  la  ciudad  Capi- 
tal. Más  tarde  nos  cambiamos  a un  segun- 
do piso  en  la  calle  de  la  Fortaleza,  a donde 
llegábamos  a través  de  un  zaguán,  que 
de  noche  no  siempre  estaba  tan  limpio 
como  nosotros  hubiésemos  deseado.  Se 
pensaba  hacía  tiempo  en  la  necesidad  de 
dotar  a la  creciente  Asociación  de  un  edi- 
ficio propio,  y nos  propusimos  llevar  a fe- 
liz término  la  construcción  de  una  casa: 
la  casa  del  médico. 

Primero  fué  el  problema  de  adquirir  el 
solar.  Con  amigos  influyentes  en  la  legis- 
latura insular,  con  el  Dr.  Pedro  N.  Ortiz 
como  Comisionado  de  Sanidad,  y con  un 
Gobernador  como  Horace  M.  Towner,  no 
fué  difícil  conseguir  que  el  Pueblo  de  Puer- 
to Rico  nos  cediera  por  $1.00  el  solar  en  el 
cual  se  levanta  hoy  el  modesto  edificio 
que  posee  la  Asociación  en  la  Avenida 
Fernández  Juncos  de  Santurce, 

Pocos  meses  más  tarde  las  manos  tem- 
blorosas y veneradas  del  gran  patricio,  Dr. 
Santiago  Veve  Calzada,  colocaba  la  pri- 
mera piedra. 

Cruzamos  la  isla  muchas  veces  de  norte 
a sur,  de  este  a oeste,  acompañados  y alen- 
tados siempre  por  mis  compañeros  de  di- 
rectiva, por  Don  Pepe  Belaval,  Jorge  del 
Toro,  Quiñones  Jiménez,  Jaime  Serra,  José 
Chaves  y Rafael  Rodríguez  Molina,  que 
empezaba  entonces  su  vida  profesional, 
solicitando,  pidiendo  y suplicando  una  a- 
yuda  económica  para  la  construcción  de 
nuestra  casa.  Podemos  decir  con  orgullo 
que  ni  un  sólo  médico  en  todo  Puerto  Rico 
negó  su  ayuda,  aunque  muchos  no  pudie- 
ron contribuir.  Las  contribuciones,  que 
nosotros  llamábamos  “acciones”  para  im- 


primirles una  mayor  importancia,  eran  de 
$100.00,  pero  algunos  socios  sólo  pudie- 
ron aportar  $10.00,  $20.00  o $25.00.  La 
contribución  más  alta,  de  $500.00,  fué  la 
del  Dr.  Santiago  Veve  Calzada,  siguiéndo- 
le Mario  Juliá  con  $400.00,  y Manolo  Díaz 
García  y Agustín  Laugier,  con  $300.00 
cada  uno. 

Para  poder  terminar  la  construcción  del 
edificio  tuvimos  que  solicitar,  y obtuvimos 
de  la  Junta  de  Síndicos  del  Hospital  Betan- 
ces,  un  préstamo  de  $4,000.00  garantizado 
por  ocho  pagarés  de  $500.00,  suscritos  por 
un  grupo  de  nosotros,  y con  la  garantía 
adicional  de  una  primera  hipoteca  sobre  el 
edificio  que  en  la  Avenida  De  Diego  de 
Santurce  ocupa  el  Hospital  Mimiya. 

En  diciembre  del  año  1929  se  celebraba 
la  primera  reunión  anual  de  nuestra  Aso- 
ciación en  su  propio  hogar.  En  esa  ocasión 
dijimos  nosotros:  “Este  edificio,  aunque 
modesto,  representa  un  gran  esfuerzo,  si 
se  tiene  en  cuenta  la  pobreza  relativa  en 
que  se  desenvuelve  nuestra  clase  afectada 
por  la  dificilisima  situación  económica  por 
la  cual  atravesamos.  La  situación  hacía 
casi  imposible  obras  de  esta  naturaleza, 
y su  misma  dificultad  acrecienta  el  valor 
del  esfuerzo;  ello  puede  servir  de  ejemplo 
a nuestros  conciudadanos,  de  lo  que  somos 
capaces  los  puertorriqueños  cuando  unidos 
por  vínculos  indestructibles  de  confrater- 
nidad, ponemos  nuestra  voluntad  y nuestro 
entusiasmo  al  servicio  de  una  causa  noble 
y desinteresada.” 

Al  elegirse  una  nueva  directiva  en  di- 
ciembre del  año  1930,  solo  debíamos  $1, 
500.00,  que  mi  sucesor,  el  hábil  cirujano 
Manolo  Díaz  García,  y el  Secretario,  más 
tarde  presidente,  Oscar  Costa  Mandry, 
pudieron  saldar  con  relativa  facilidad. 

A Manolo  Díaz  García  sucede  en  la  pre- 
sidencia Rafael  Bernabé.  La  política  par- 
tidista trata  de  sentar  sus  redes  dentro  de 
la  Asociación.  Una  guerra  sorda,  una  gue- 
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ira  de  nervios  que  empieza  durante  la  in- 
cumbencia de  Bemabe,  sigue  durante  la 
de  Morales  Otero,  y explota  dividiendo  la 
Asociación  en  dos  bandos,  durante  la  pre- 
sidencia de  Esteban  García  Cabrera.  La 
intervención  de  buenos  amigos  en  ambos 
lados,  y la  generosidad  y el  sacrificio  per- 
sonal de  Manuel  Pavía  Fernández  salva  la 
situación.  Se  necesitaba  entonces  un  hom- 
bre que  todos  quisieran,  y que  todos  admi- 
raran para  dirigir  los  destinos  de  la  Aso- 
ciación después  de  la  conciliación,  y ese 
hombre  fué  Higinio  Font  Jiménez.  Y todo 
terminó  como  terminan  las  diferencias  en- 
tre hermanos.  Con  más  afecto,  más  estre- 
cha amistad,  más  puro  compañerismo,  más 
fuertes  vínculos  de  fraternidad,  más  uni- 
dos, y más  fuertes  que  nunca,  volvimos 
todos  a la  casa  solariega. 

La  personalidad  influyente  de  Pepito 
Ferrer  primero,  y el  celo  y entusiamo  de 
Costa  Mandry  después,  consiguieron  que 
la  Asociación  Médica  siguiera  sin  inte- 
rrupción y sin  grandes  contratiempos,  en 
escala  ascendente,  su  cadena  de  triunfos. 

Esto  nos  trae  hasta  le  época  de  la  se- 
gunda guerra  mundial.  Más  de  la  quinta 
parte  de  nuestros  socios  van  a engrosar 
las  filas  del  ejército  de  las  democracias. 
Necesitábamos  un  hombre  maduro,  hábil, 
convincente,  sereno,  y escogimos  para 
guiar  los  destinos  de  la  Asociación,  el  sa- 
gaz internista  y luchador  infatigable,  Ma- 
nuel de  la  Pila  Iglesias.  Como  legado  pre- 
ciado de  su  paso  por  la  presidencia,  nos  de- 
jó, entre  otras  cosas,  el  Seguro  Médico  Co- 
lectivo, que  ha  sido  un  éxito  en  todo  sen- 
tido, y que  ha  sido  y es  una  prueba  con- 
vincente de  los  beneficios  que  se  pueden 
derivar  de  la  empresa  privada,  cuando 
ésta  se  administra  con  celo,  con  honradez 
y con  eficiencia. 

A Don  Manuel  de  la  Pila  le  sigue  Carlos 
Muñoz  MacCormick.  No  podría  hablar  de 
la  obra  de  Muñoz,  sin  pensar  que  me  estoy 


refiriendo,  no  a un  amigo,  sino  a un  fami- 
liar, a un  hermano  menor,  o a un  hijo. 
Muñoz  no  solamente  mejoró,  amplió  y mo- 
dernizó el  edificio  que  yo  ayudara  a cons- 
truir, sino  que  durante  su  incumbencia 
en  la  presidencia  se  le  dió  más  importancia 
que  nunca  antes  a las  asambleas  anuales, 
tanto  así  que  nos  dimos  a soñar  que  éstas 
debieran  llegar  a ser  Congresos  Interame- 
ricanos  de  Medicina,  donde  ambas  razas, 
la  latina  y la  sajona,  se  confundieran  en 
un  sólo  ideal  de  paz,  de  amor  a la  ciencia, 
y de  amor  a la  humanidad. 

Termina  la  guerra,  regresa  sangre  nue- 
va, inquieta,  renovadora,  a ayudar  a em- 
pujar el  carro  de  nuestros  anhelos  y as- 
piraciones. Es  la  juventud  que  viene  a re- 
emplazarnos. La  nueva  generación  de  mé- 
dicos que  ya  está  aquí  con  nosotros,  más 
despierta  y mejor  preparada.  Yo  tengo 
como  me  decía  hace  algunos  años  Ramón 
Ruíz  Arnau,  “absoluta  fé  en  la  presente 
juventud  médica  de  Puerto  Rico,  digna 
continuadora  de  las  nobles  tradiciones  de 
la  clase”. 

Todavía  está  muy  fresca  en  la  memoria 
para  poder  comentar  desapasionadamente 
los  períodos  presidenciales  de  Luis  Ma- 
nuel Morales  y de  Manuel  Guzmán  Rodrí- 
guez. Me  limito  a decir,  plagiando  al  poe- 
ta, que  ambos  supieron  sacar  adelante  a 
la  Asociación  y defender  el  prestigio  de 
la  clase,  “sin  dejar  en  las  zarzas  del  cami- 
no ni  un  girón  de  su  blanca  vestidura”. 

Y con  esto  llegamos  al  momento  presen- 
te. Dirige  los  destinos  de  la  Asociación  el 
distinguido  profesional  y competente  ciru- 
jano, Manuel  A.  Astor.  En  los  últimos  20 
años  la  Asociación  ha  duplicado  su  matrí- 
cula. Cuenta  hoy  con  530  socios,  y goza  de 
sólida  solvencia  moral,  y de  cierto  grado  de 
solvencia  económica.  Es  una  fuerza  crea- 
dora que  se  ha  hecho  sentir  y se  ha  hecho 
respetar. 

Sigue  la  Asociación  su  lucha  por  la  solu- 
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ción  de  problemas  viejos,  y cuando  ya  va- 
mos saliendo  de  algunos  de  ellos,  salen  a 
nuestro  paso  complicados  y a veces  revolu- 
cionarios problemas  nuevos.  Entre  los  vie- 
jos problemas  están:  la  escasez  de  médi- 
cos, la  ignorancia  y pobreza  del  pueblo,  el 
curanderismo,  la  competencia  desleal,  las 
violaciones  al  Código  de  Etica,  la  benefi- 
cencia pública,  la  medicina  forense.  Entre 
los  nuevos  están:  la  importación  de  médi- 
cos extranjeros,  la  creación  de  la  Escuela 
de  Medicina,  y la  socialización  de  la  medi- 
cina. 

Me  voy  a limitar  a comentar  muy  a la 
ligera  algunos  de  estos  problemas,  los 
otros  son  tan  bien  conocidos  por  todos  Uds. 
que  no  necesitan  comentarios. 

El  problema  de  medicina  forense  está 
próximo  a ser  resuelto  satisfactoriamente, 
para  bien  de  nuestra  clase,  y para  honor 
de  la  justicia. 

La  beneficencia  municipal  ha  mejorado 
notablemente  desde  que  el  14  de  diciembre 
del  año  1928  yo  dijera:  “Y  quiera  Dios 
que  se  den  perfecta  cuenta  la  próxima  le- 
gislatura y el  Gobernador,  de  que  el  más 
elemental  deber  de  la  conciencia  se  re- 
bela contra  nuestro  actual  sistema  de  Be- 
neficencia Municipal,  que  con  muy  raras 
excepciones,  es  un  engaño  al  enfermo,  y 
que  no  es  científica  ni  puede  aspirar  a 
ser  siquiera  humanitaria.”  Como  dijimos, 
el  problema  ya  no  es  tan  desalentador,  el 
cuadro  ya  no  es  tan  trágicamente  triste. 
El  servicio  médico  que  se  le  dá  al  pobre 
hoy  en  muchos  de  los  grandes  hospitales 
municipales,  es  tan  bueno,  sino  mejor,  que 
el  que  reciben  las  clases  acomodadas  en 
clínicas  y hospitales  privados. 

Y es  que,  con  un  poco  más  de  buena 
voluntad,  de  mayor  interés,  y con  un  poco 
más  de  sacrificio  personal  de  parte  del  mé- 
dico y de  las  autoridades  municipales,  y 
con  mayor  cooperación  de  parte  del  pue- 
blo, toda  la  clase  pobre  de  Puerto  Rico, 


rural  o urbana,  podría  tener  un  servicio 
médico  adecuado.  Todo  lo  malo  no  estriba 
en  la  escasez  del  dinero.  No  le  echemos  to- 
da la  culpa  a un  presupuesto  raquítico. 
Fajardo  tuvo  hace  años  quizá  uno  de  los 
mejores,  si  no  el  mejor  servicio  de  Benefi- 
cencia en  la  Isla,  y su  presupuesto  era  muy 
limitado,  pero  había  allí  un  hombre,  un 
hombre  humanitario,  que  se  propuso  hacer 
una  labor  digna  de  la  noble  profesión  a que 
pertenece,  y se  dedicó  en  cuerpo  y alma 
a mejorar  la  calidad  de  los  servicios  médi- 
cos municipales.  Ese  hombre  fué  el  Dr. 
Enrique  Matta.  El  caso  de  Enrique  Matta 
no  fué  ni  es  el  único  en  su  clase  en  Puerto 
Rico. 

No  tenemos  nada  que  añadir  a lo  que 
nuestra  Asociación  ha  manifestado  y a lo 
que  nosotros  mismos  hemos  dicho  en  rela- 
ción con  la  importación  de  médicos  extran- 
jeros y en  relación  con  el  establecimiento 
de  la  nueya  Escuela  de  Medicina. 

A los  médicos  bien  preparados,  vengan 
de  donde  vengan,  sin  importarnos  naciona- 
lidad, credo  o raza,  les  hemos  brindado 
nuestra  hospitalidad,  y les  hemos  exten- 
dido nuestra  mano  fraternal. 

En  cuanto  a la  Escuela  de  Medicina,  ya 
hemos  dicho  pública  y priyadamente  todo 
lo  que  teníamos  que  decir.  Necesitamos  y 
deseamos  una  escuela  de  medicina  que  ha- 
ga honor  a nuestra  cultura  médica,  y que 
sea  timbre  de  gloria  para  el  pueblo  de 
Puerto  Rico. 

Durante  los  últimos  años  se  ha  hablado 
mucho  y se  ha  escrito  más  en  torno  a la 
llamada  “medicina  socializada”.  En  los 
E.  U.  parece  existir,  dentro  del  Gobierno 
actual,  una  corriente  favorable  a su  esta- 
blecimiento. Por  otro  lado,  hay  muchos 
que  se  oponen  a un  cambio  radical  en  la 
estructura  y funcionamiento  de  los  ser- 
vicios médicos  norteamericanos.  No  es 
sólo  la  Asociación  Médica  la  que  se  opone 
a que  se  reglamente  la  medicina,  y a que 
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se  socialicen  sus  servicios.  Se  oponen  tam- 
bién la  Legión  Americana,  la  Asociación 
Americana  de  Abogados,  la  Federación 
Agrícola,  la  Federación  General  de  Clubes 
de  Mujeres,varias  legislaturas  estatales. 
Cámaras  de  Comercio,  Clubes  de  Leones  y 
de  Rotarlos,  etc.,  etc.  Se  trata  de  implan- 
tar en  el  Nuevo  Mundo  ideas  y procedi- 
mientos puestos  en  práctica,  fíjense  bien, 
con  la  ayuda  del  dinero  del  contribuyente 
americano  en  algunas  de  las  caducas  na- 
cionalidades europeas.  Se  trata  de  modifi- 
car los  métodos  de  vida  americanos,  se  tra- 
ta de  detener  el  progreso  de  la  ciencia 
quitándole  el  incentivo  de  la  iniciativa  pri- 
vada y de  la  competencia  noble,  en  un  país 
que  con  su  actual  sistema  de  vida,  ocupa 
hoy  el  primer  puesto  en  la  medicina  mun- 
dial. 

Quiero  decirle  a mi  pueblo  que  es  bueno, 
pero  que  es  impresionable,  y dado  a imitar 
y a exagerar,  que  no  vaya  a creer  que  la 
medicina  socializada  va  a ser  una  panacea 
para  todos  sus  males.  En  Puerto  Rico,  sin 
nosotros  haberlo  hecho,  quizás  sin  darnos 
cuenta  de  ello,  tenemos  desde  tiempos  de 
la  colonización  española,  una  forma  de  me- 
dicina socializada.  La  Beneficencia  Pública 
y sobre  todo  el  servicio  de  médicos  titula- 
res no  es  otra  cosa  que  medicina  del  Esta- 
do. Pero  ésta  que  nosotros  tenemos  es  una 
forma  modificada,  atenuada  y avirulenta 
de  la  medicina  socializada,  que  podríamos 
importar  dentro  de  algún  tiempo.  Con 
ésta  que  tenemos  actualmente  hemos  pro- 
gresado, el  pueblo  recibe  más  y mejor  ca- 
lidad de  servicios  médicos,  los  índices  de 
mortalidad  han  descendido,  la  vida  prome- 
dio ha  aumentado  y nuestra  medicina,  la 
medicina  de  Puerto  Rico,  es,  según  la  opi- 
nión de  un  distinguido  profesor  de  la  Uni- 
versidad de  Harvard  que  ha  visitado  la 
Isla  en  distintas  ocasiones,  ^'segunda  a nin- 
guna en  el  mundo”. 

Para  que  la  medicina  sea  un  éxito,  para 


facilitar  el  diagnóstico  y hacer  posible  y 
eficaz  el  tratamiento,  el  enfermo  no  puede 
ser  sencillamente  el  caso  número  tanto  que 
se  archiva  en  orden  alfabético  en  un  arma- 
rio, sino  que  tiene  que  ser  el  amigo  del 
médico  a quien  puede  contarle  sus  penas, 
sus  temores,  sus  problemas,  sus  sueños 
y sus  preocupaciones,  con  la  misma  con- 
fianza con  que  confiesa  sus  pecados  al  sa- 
cerdote. 

No  es  medicina  socializada  lo  que  nece- 
sitamos. Lo  que  necesitamos  es  que  siga 
el  progreso  asombroso  que  en  Medicina  y 
en  Salud  Pública  se  ha  experimentado  du- 
rante las  últimas  dos  décadas.  Que  sigan 
los  estudios,  las  investigaciones  y los  des- 
cubrimientos al  mismo  ritmo  que  en  la  ac- 
tualidad. Lo  que  necesitamos  son  más  y 
mejores  investigadores,  con  facilidades  a- 
’ecuadas  para  trabajar.  Lo  que  necesita- 
mos es  que  se  dupliquen  o tripliquen  los 
conocimientos  adquiridos  durante  la  pasa- 
da generación.  Lo  que  necesitamos  es  que 
sigan  los  progresos  en  terapéutica  y en 
medicina  preventiva,  que  habrán  de  hacer 
de  los  hospitales  en  el  futuro  algo  innece- 
sario y obsoleto. 

Desde  tiempo  inmemorial  ha  existido 
la  tradición  de  que  el  médico  debe  tra- 
bajar excesivamente,  día  y noche,  debe 
sacrificarlo  todo,  debe  ser  un  mártir  del 
deber  y de  la  obligación.  Mientras  haya  un 
enfermo,  se  supone  que  el  médico  no  deba 
dormir,  mientras  haya  un  dolor,  se  espera 
que  el  médico  no  deba  descansar.  Pudiera 
ser  esto  una  tradición  noble,  pero  muchas 
veces  resulta  ser,  como  dice  el  Dr.  Paul  D. 
White,  demasiado  noble,  y muy  injusta. 
Muchas  vidas  de  médicos  se  han  tronchado 
prematuramente  por  haber  cumplido  fiel- 
mente con  esa  tradición  de  sacrificio  per- 
sonal. Por  otro  lado,  no  creemos  que  sea 
justo  que  el  trabajo  médico  se  limite  a las 
ocho  horas  diarias.  La  medicina  no  es  un 
oficio,  y nosotros  no  somos  un  gremio  o 
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una  unión;  pero  somos  seres  humanos,  no 
somos  máquinas.  Sería  bueno  que  la  comu- 
nidad tratara  de  proteger  y prolongar  la 
vida  de  su  médico,  de  igual  manera  que 
protege  la  de  otros  ciudadanos,  no  exigién- 
dole lo  humanamente  imposible. 

* ,*  * * 

Fué  para  mi  una  agradable  sorpresa, 
cuando  en  la  tarde  del  3 de  mayo  del  co- 


rriente año,  recibiera  yo  un  cable  de  unos 
amigos  que  desde  Atlantic  City  me  felici- 
taban por  haber  sido  electo  miembro  de  la 
“Association  of  American  Physicians”. 
Pocos  días  después  y por  correo  ordinario 
recibía  la  notificación  oficial.  Ese  honor, 
señoras  y señores,  pertenece  también  a la 
clase  médica  de  mi  país,  y yo  lo  ofrezco  con 
todo  mi  corazón  a la  Asociación  Médica  de 
Puerto  Rico. 


CURSO  POSTGRADUADO 
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QUINTO  CURSO  POSTGRADUADO 

Octubre  17-20,  1949 

A cargo  de 


DOCTOR  HUGH  J.  MORGAN 


Profesor  de  Medicina,  Escuela  de  Medicina  de  la 
Universidad  de  Vanderbilt. 

Jefe  del  Departamento  de  Medicina,  Vanderbilt 
University  Hospital. 

Presidente.  American  Board  of  Internal  Medicine 
HD,S-J,9. 

Presidente,  American  College  of  Physicians,  1947- 
19J,S. 

Vicepresidente,  Association  of  American  Physi- 
cians, 1949-50. 

Consultor  del  Cirujano  General  del  Ejército  ame- 
ricano, 1940. 

Consultor  del  Departamento  de  Medicina  y Ciru- 
gía de  la  Administración  de  Vetea-anos,  1940. 

El  Comité  Científico  de  la  Asociación 
Médica  se  complace  en  anunciar  la  celebra- 
ción de  un  nuevo  curso  postgraduaclo,  del 
17  al  20  de  octubre  próximo,  y el  cual  es- 
tará a cargo  del  Doctor  Hugh  J.  Morgan, 
internista  de  reconocida  reputación  inter- 


nacional. El  programa  de  conferencias  de 

dicho  curso  es  como  sigue: 

Lunes,  octubre  17,  8:30  p.m.  — The  Epi- 
demiology, Pathogenesis  and  Patho- 
logy of  Syphilis. 

Martes,  octubre  18,  8:30  p.  m.  — The 

Diagnosis,  Prognosis  and  Treatment 
of  Syphilis. 

Miércoles,  octubre  19,  11:00  a.  m.  — Pa- 
thogenesis, and  Treatment  of  Peptic 
Ulcer. 

Miércoles,  octubre  19,  8:30  p.  m.  — Care 
of  the  Patient  with  Terminal  Cancer. 

Jueves,  octubre  20,  8:30  p.  m.  — The 
Management  of  Hypertension. 
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CONFERENCIA  REGIONAL  DEL  AMERICAN  COLLEGE 

OF  PHYSICIANS 

Octubre  16,  1949 


El  Gobernador  del  ‘American  College 
of  Physicians’  para  Puerto  Rico,  Doc- 
tor Rafael  Rodríguez-Molina,  se  com- 
place en  invitar  a los' miembros  de  la  clase 
médica  puertorriqueña  para  la  Conferen- 
cia Regional  del  Colegio  Americano  de  Mé- 
dicos que  se  celebrará  en  el  domicilio  de 
la  Asociación  Médica  de  Puerto  Rico,  el 
domingo,  16  de  octubre  de  1949,  a las  dos 
de  la  tarde,  y para  1$  cual  se  ha  confeccio- 
nado el  siguiente  programa: 

í 

2:0Ó  Bleeding  Tendency  Due  to  Circula- 
ting ArtticoaguJants,  with  Report 
of  a case,  Dres.  Eduardo  R.  Pons, 
Jr.  y Mercedes  Vicente  de  Torre- 
grosa. 

2:30  Pathogenesis  of  Schistosomiasis 
with  Special  Reference  to  Schisto- 
somal Cirrhosis,  Dr.  Enrique  Kop- 
pisch. 

3:00  The  Present  Status  of  the  Intra- 
dermal  Reaction  in  the  Diagnosis 


of  Schistosomiasis  and  Filariasis, 
Dr.  José  Oliver  González. 

3:30  Myocarditis,  Dr.  Hugh  J.  Morgan. 

4:00  Incidence  of  Hypertension  in  Puer- 
to Rico,  Dr.  Ramón  M.  Suárez. 

4:30  Electrocardiographic  Changes  in 
Phosphorus  Poisoning,  Dr.  Rurico 
S.  Diaz-Rivera. 

5:00  Treatment  of  Amebiasis  with  A.  D. 
4712,  Dres.  F.  Hernández-Morales 
y Enrique  Pérez-Santiago. 

5:30  Meningitis  in  Infants  and  Children 
in  Puerto  Rico,  Dr.  Antonio  Ortiz- 
Ortiz. 

6:00(  Hypercholesteremia  and  its  Rela- 
tion to  Coronary  Artery  Disease, 
Dr.  Roberto  Francisco  Azize. 

Por  la  noche  se  celebrará  una  comida 

formal  en  el  Hotel  Condado. 


Is  This  Good  Food 
For  Babies? 

Easily  digested  ...  its  protein  is  heat  sof- 
tened to  practically  the  ready  digestibility  of 
human  milk. 

Surely  safe  . . . sterilized  in  its  sealed  con- 
tainer ...  as  if  there  were  no  germs  of  dis- 
ease in  the  world. 

Uniform  and  complete  in  the  food  values  of 
whole  milk  as  a result  of  standardization  and 
homogenization . 

Adequate  ...  by  fortification  with  pure 
crystalline  vitamin  D ...  to  protect  against 
rickets  and  for  optimal  growth. 

Costs  less,  generally,  than  any  other  form  of 
milk. 

These  are  the  outstanding  qualities  of 
Pet  Milk — proved  by  the  experience  of 
thousands  of  physicians  to  be  a truly 

Good  Food  For  Babies 


PET  MILK  COMPANY 

1472-G  Arcade  Building 
St.  Louis  1,  Missouri 
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nuevo  tratamiento  de 


la  diarrea  en  los 
recién  nacidos 

Diarrea  infantil,  diarrea  verde, 
diarreas  infecciosas  y ciertas 
diarreas  no  específicas  responden 
a la  terapia  con  Trilactic. 

Muchos  hospitales  y clínicas  de  los  Estados  Unidos  y de  los  países  hispanoamericanos 
informan  de  la  acción  rápida  y efectiva  de  TRILACTIC  al  cortar  las  desvitalizantes 
y críticas  diarreas  en  infantes  y niños. 

TRILACTIC  es  de  sumo  valor  para  combatir  los  brotes  epidémicos  de  diarrea 
infantil  en  las  salas-cunas.  Recientemente  ocurrió  en  cierto  hospital  que  los  diez 
recién  nacidos  en  una  sala-cuna  fueron  atacados  de  diarrea  intensa.  La  terapia 
indicada  fué  solamente  de  TRILACTIC — TRILACTIC  adicionado  a la  fórmula 
preparada  para  24  horas — y las  evacuaciones  volvieron  a ser  normales  en  todos  los 
casos  de  uno  a tres  días  después  de  iniciar  el  tratamiento  y ni  un  solo  recién  nacido 
perdió  la  vida. 

TRILACTIC 

una  forma  poli-molecular  cristalina  de  ácido  láctico  con  calcio  y 
fósforo,  alfa  y beta  lactosa. 

inhibe  los  organismos  Invasores 
y restablece  la  flora  aciduríca  normal. 

TRILACTIC  es  una  fórmula  bioquímica,  especialmente  perfeccionada,  para  corregir 
los  estados  diarreicos.  Con  rapidez,  con  seguridad  y con  eficacia,  TRILACTIC 
(1)  inhibe  y destruye  las  bacterias  colónicas  invasoras,  y (2)  restablece  la  flora 
acidúrica  favorable,  tan  esencial  para  las  evacuaciones  normales. 

En  frascos  de  120,  220  y 500  gramos. 

Literatura  detallada  puede  obtenerse  de  los  distribuidores  de 
TRILACTIC  en  cada  país. 

LABORATORIES 

IfiC. 

21  HUDSON  STREET,  NUEVA  YORK  13,  E.  U.  A. 
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A los  Señores  Médicos 
de  San  Juan  y Santurce 

Nos  permitimos  recordarles  que  en  caso  de  urgencia  los  se- 
ñores médicos  que  necesiten  del  servicio  de  nuestras  farmacias 
en  San  Juan  o en  Santurce,  durante  las  altas  horas  de  la  noche, 
pueden  llamar  personalmente  a los  encargados  de  dichas  farma- 
cias, al  teléfono,  como  sigue: 

Para  servicios  en  San  Juan:  2-6544 

Para  servicios  en  Santurce:  2-7002  2-6831 

Los  señores  médicos  pueden  tener  la  seguridad  de  que  serán 
inmediatamente  atendidos  en  dichos  casos  de  necesidad. 

No  se  atenderán,  sin  embargo,  llamadas  hechas  por  personas 
particulares  que  no  puedan  usar  el  debido  discernimiento  sobre 
la  urgencia  o necesidad  de  las  llamadas. 

FARMACIA  BLANCO,  INC. 

(San  Juan  - Santurca) 

V y 


. . . toda  una  noche  de  auefio 

para  el  paciente  que  autre  de . . . 

ASMA  BRONQUIAL  - FIEBRE  DE  HENO  - URTICARIA 

Los  síntomas  nocturnos  de  muchos  trastornos  alérgicos  se  controlan  con  éxito  con: 

LUASMIN 

CAPSULAS  y TABLETAS  CON  RECUBRIMIENTO  ENTERICO 

(para  acción  rápida)  (para  acción  retardada) 

Una  cápsula  de  LUASMIN,  administrada  cuando  se  requiera,  y suplementada  con  una 
tableta  con  recubrimiento  entérico,  hará  posible  que  casi  cualquier  paciente  pueda  go- 
zar de  los  beneficios  de  toda  una  noche  de  sueño,  reduciendo  asi  a su  mínimo  la  ten- 
dencia a que  recurran  los  síntomas  el  día  siguiente. 

Cada  cápsula  o cada  tableta  con  recubrimiento  entérico  contiene: 

Acetato  sódico  de  teofllina  (3  granos)  192  mg. 

Sulfato  de  efedrina  (ii  grano)  32  mg. 

Fenobarbital  sódico  (%  grano)  32  mg. 

También  hay  cápsulas  y tabletas  de  media  fórmula  para  niños  o para  adultos  euros 
síntomas  sean  leves. 

Sírvase  solicitar  literatura  descriptiva  y muestras  profesionales. 


BREWER  & CO.,  Worcester,  Mass.,  EE.UU. 

Químicos  Farmacéuticos  desde  1852 
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THE  NEW  YORK  POLYCLINIC 


ESCUELA  DE  MEDICINA  T HOSPITAL 
(Organizada  en  1881) 

La  Primera  Institución  Médica  de  América  para  Postgraduados 


PARA  EL. 

Cirujano  General 

Cano  combinado  qne  comprende:  clrasria  ge- 
lóxica,  irlnecologia  y urolÓKica.  Asistencia  a con- 
neral,  c.  traumática,  c abdominal,  gastro-entero- 
ferencias,  presencia  a operaciones,  examen  pre- 
operatorio y post-operatorio  de  enfermos  asi  como 
nn  curso  ulterior  en  las  salas.  Patología,  radio- 
logía, fisioterapia.  Demostraciones  en  el  cadárer 
sobre  anatomia  quirúrgica,  cirugía  torácica,  anes- 
tesia regional.  Cirugía  operatoria  y ginecológica 
en  el  cadáver. 


Ojos,  Oídos,  Nariz  y Garganta 

Curso  combinado  completo  de  un  año  acadé- 
mico (9  meses).  C onsiste  de  asistencia  a clínicas, 
prensencia  en  operaciones,  conferencias,  demostra- 
ciones de  casos  y demostraciones  en  el  cadáver ; 
operaciones  de  ojos,  oídos,  nariz  y garganta  en 
el  cadáver;  disecciones  del  cuello  y la  cabeza 
(cadáver)  ¡ demostraciones  clínicas  y en  el  cadá- 
ver sobre  broncoscopía  cirugía  de  la  laringe  y 
cirugía  facial;  refracciones;  roentgenología;  pa- 
tología, bacteriología;  y embriología;  fisiología; 
neuro-anatomía;  anestesia;  fisioterapia;  alergia; 
examen  pre-operatorio  y post-operatorio  de  pa- 
cientes en  las  salas  y clínicas.  También  cursos 
cortos  de  repaso  (3  meses). 


Obstetricia  y Ginecología 

IJn  curso  completo.  En  Obstetricia:  conferen- 
cia; clínica  prenatal;  presencia  a partos  norma- 
les y.  operatorios;  operatoria  obstétrica  (mani- 
quí). 

En  Ginecología:  conferencias;  exploración  clí- 
nica; presencia  de  operaciones;  examen  pre-ope- 
ratorio de  pacientes;  clínica  post-operatorla  de 
las  pacientes  en  las  salas. 

Patología  obtétrica  y ginecológica;  anestesia 
regional  (en  cadáver).  Asistencia  conferencias  en 
Obstetricia  y Ginecología. 


Proctología  y 
Gastroenterología 

Curso  combinado  que  comprende  asistencia  a 
clínicas  y conferencias;  instrucción  en  exámenes, 
diganóstico  y tratamiento;  presencia  en  opera* 
eiones;  visita  a las  salas  de  enfermos;  demostra* 
ción  de  casos;  patología;  radiología;  anatomia 
proctología  operatoria  en  el  cadáver. 


PARA  INFORMES  DIRIGIRSE  A 

MEDICAL  EXECUTIVE  OFFICER:  345  West  50th  St.,  New  York  City 
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CLINICA  QUIRURGICA 

t 

Clínica  Dr.  Susoni 

DR.  PILA 

Arecibo,  P.  R. 

Pónce/P.  R. 

INSTITUCION  FUNDADA 

INSTITUCION  FUNDADA 

EN  EL  AÑO  1916 

EN  EL  AÑO  1927 

Dr.  Manuel  de  la  Pila 

Director 

Dr.  Antonio  H.  Susoni 

Director 

V > 
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CLINICA  ORIENTE 

HOSPITAL 

Dr.  Maldonado 

Humacao,  P.  R. 

Hato  Rey,  P.  R. 

MEDICINA  Y CIRUGIA 

GENERAL 

Fundada  en  1933 

Institución  fundada  en  el  1943 

DR.  CESAR  DOMINGUEZ 

Director 

Dr.  Eduardo  D.  Maldonado 

Director 

V > 



HOSPITAL 

PAVIA 

Santurce,  P.  R. 

V 

CLINICA 

Dr.  M.  Juliá,  inc. 

Fundada  en  el  año  1925 

ENFERMEDADES  NERVIOSAS 

Y MENTALES 

INSTITUCION  FUNDADA 

EN  EL  1926 

Hato  Rey,  Puerto  Rico 

Dr.  Manuel  Pavía  Fernández 

Dr.  Mario  Julia 

Director 

Director 

V > 

V > 
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CLINICA 

FONT  MARTELO 

Humacao,  P.  R. 

Instituto  Oftálmico 

DE  PUERTO  RICO 

San  Juan,  P.  R. 

INSTITUCION  FUNDADA  EN 

EL  AÑO  1936 

FUNDADO  EN  EL  AÑO  1937 

Dr.  R.  Mejía  Ruiz 

Director 

Dres.  Luis  J.  y Ricardo  Fernández 

l 

V 
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Clínica  Betances 

Clínica  Dr.  Perea 

Mayagüez,  P.  R. 

Mayagüez,  P.  R. 

INSTITUCION  FUNDADA 

EN  EL  AÑO  1934 

INSTITUCION  FUNDADA 

EN  EL  AÑO  1908 

Dr.  José  F.  González 

Director 

Dres.  Nelson,  Luís  y 

Augusto  Perea 

V - 



¿Tonsilitis? 


¿Faringitis?  ¿Laringitis? 


Emplasto  Medicinal 

(MODO  DE  USARSE) 


Apliqúese  una  capa  de  3 
milímetros  de  espesor  de 
NUMOTIZINE  sobre  la  parte 
afectada.  Repítase  la  apli- 
cación cada  ocho  horas. 

En  las  afecciones  de  las  Vías 
Respiratorias,  así  como  en 
las  bronquiales,  la  acción 
analgésica  y descongestiva, 
que  on  forma  continua  le 
proporciona  NUMOTIZINE, 
resulta  de  gran  alivio  para 
el  enfermo. 


INDICACIONES: 

Tonsilitis  Hinchazones  glandulares 

Faringitis  Laringitis 

Bronquitis  Dolores  artríticos 

NUMOTIZINE  se  suministra  en  envases  origínales.  Tarros  de  cristal  de 

57,  114,  228,  425  y 850  gramos. 


NUMOTIZINE,  INC. 

900  North  Franklin  Street  Chicago  10,  Illinois,  E.  U.  A. 


Distribuidores:  FRANCISCO  N.  CASTAGNET 
Santurce,  Puerto  Rico 


Debido  a su  sabor  agradable,  su  apariencia 
atractiva,  su  olor  placentero  y su  pequeño 
volumen,  los  lactantes  y niños  aceptan  gustosos 
el  'Homicebrin’  (Vitaminas  A,  Bi,  B2,  C y D 
llomogenizadas,  Lilly).  Una  cucharadita  de  esta 
preparación  suministra  las  necesidades  óptimas 
diarias  de  las  vitaminas  esenciales  A,  Bi,  B2,  C 
y D.  El  'Homicebrin’  es  homogenizado  a fin  de 
producir  glóbulos  grasos  diminutos  que 
permanecen  en  suspensión  permanente.  El 
'Homicebrin’  es  en  extremo  agradable  al  paladar 
y completamente  miscible  con  las  fórmulas 
lácteas,  leche,  agua  y jugos  de  fruta.  En  la 
preparación  del  'Homicebrin’  se  emplea  un 
proceso  especial  que  garantiza  la  estabilidad 
de  las  cinco  vitaminas  que  contiene  el  producto 
para  la  profilaxis  y el  tratamiento 
de  la  deficiencia  plurivitaminica, 

a 
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ALACTA-SEMIDESCREMADA 

Especialmente  preparada  para  la  alimentación  in- 
fantil. Util  en  la  época  calurosa  y climas  cálidos 
y en  todos  los  casos  en  que  se  desee  una  leche 
hipograsosa. 

Disponible  en  latas  de  4 gm.  y 2.27  kg. 


XA 


XA 


P.  0.  Box  3081 


San  .Tuan,  P.  li. 


Adecuada  a los 
requerimientos 
de  cada  niño 


Dryco  es  un  alimento  ideal— no  sólo 
para  niños  normales  y saludables, 
sino  para  aquellos  que  no  progresan  en 
su  desarrollo. 

Dryco  es  rica  en  proteína— baja  en 
grasa,  en  proporción  de  2.7  a 1.0.  Esta 
fórmula  básica  asegura  amplias  pro- 
teínas para  un  desarrollo  vigoroso  y 
saludable. 

Dryco  es  moderada  en  carbohidrato, 
el  que  puede  aumentarse  según  las  ne- 
cesidades del  niño.  Sin  agregarle  azúcar, 
suple  una  alimentación  modificada  en 
sus  contenidos  de  grasa  y carbohidrato, 
que  es  ideal  para  niños  que  requieren 
alimentación  especial. 

En  Dryco  los  glóbulos  de  grasa  han 


sido  reducidos  y son  fáciles  de  digerir. 
Dryco  contiene  las  Vitaminas  A,  B],  Ba 
y D necesarias  para  el  niño  norma!,  de 
acuerdo  con  las  especifica  iones  estable- 
cidas por  autoridades  en  nutrición  in- 
fantil. 


Para  informes  profesionales  y tablas  de  alimeni- 
tación  diríjase  a: 


THE  BOROEN  COMPANY, 
350  Madison  Avenue, 
New  York  1 7,  N.  Y.,  U.  S.  A. 


Distribuidores  para  Puerto  Rico 
FELIX  A.  RODRIGUEZ 
Sagrado  Corazón  002 
Santurce,  Puerto  Rico 
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1 tsch  Cafcicop  Contoifh 

DICALCIUM  PHOSPHATE 

!90mfl.-||1 

CALCIUM  GLUCONATE. . .. 

.190  mg 

VITAMIN  0 (Irr.  Yegn)  .375  USP  Unili;- 

105  ANGELES  • CALIFORNIA 

encourage 

Palieiil-Doclor  Cooperation 
I When  Calcium  Tlierapy  is  Prescribed 

Mental  anxiety,  when  induced  by  aversion 
to  prescribed  therapy,  adds  to  the  patient’s 
physical  distress.  Objection  to  calcium 
may  be  overcome  by  substituting  dosage ' 
in  more  agreeable  form.  CALCICAPS... 
an  easy-to-swallow,  capsule-shaped 
tablet . . . provide  suitable  supplement  for 
young  or  old,  where  diagnosis  reveals  a 
deficiency  in  calcium  and  phosphorus. 

Calciwafers  are  a pleasant  tasting 

wafer  containing  double  the  potency  of 
CALCICAPS. 

Calcicaps  with  Iron  are  especially 

suitable  in  pregnancy,  when  the  need  for 
calcium,  phosphorus  and  iron  increases. 

Calcicaps,  Calciwafers  and 

Calcicaps  with  Iron  contain  an  ade- 

I quate  amount  of  VITAMIN  D essential 
for  calcium  absorption. 

CALCIWAFERS  Pach  wafer  contains: 

Dicalcium  Phosphate  580  mg. 

Calcium  Gluconate  380  mg. 

Vitamin  D 750  USP  Units 

Boxes  of  50  and  250 
CAUICAPS  Each  Calcicap  contains: 

Dicalcium  Phosphate  290  mg. 

Calcium  Gluconate  190  mg. 

Vitamin  D 375  USP  Units 

Bottles  of  100  and  500 

CALCICAPS  with  IRON  Each  Calcicap  with 
Iron  contains: 

Dicalcium  Phosphate  290  mg. 

Calcium  Gluconate  190  mg. 

Ferrous  Gluconate  64  mg. 

Vitamin  D 375  USP  Units 

Bottles  of  100  and  500 


Los  Angeles,  California 


JOAQUIN  BELENDEZ  SOLA,  INC. 
P.  0.  Box  1188,  San  Juan,  P.  R. 


...para  analgesia  urogenital  eficaz 


La  administración  oral  de  PYRIDIUM 
produce  un  determinado  efecto  analgé- 
sico en  la  mucosa  urogenital.  Esta  acción 
contribuye  al  alivio  rápido  y eficaz  que 
tanto  satisface  al  paciente  que  sufre  de 
desagradables  síntomas  urinarios. 

Como  actúa  directamente  sobre  la 
mucosa  del  conducto  urogenital,  este 


notable  efecto  del  PYRIDIUM  es  ex- 
clusivamente local.  No  ejerce  acción 
sistémica  narcótica  o sedativa. 

Se  pueden  administrar  dosis  terapéu- 
ticas de  PYRIDIUM  con  toda  confianza 
durante  el  tratamiento  de  la  cistitis» 
pielonefritis,  prostatitis  y uretritis. 


Impresos  disponibles  a solicitud 


líf  Avenue  of  the  A'm>yita>^|Néw-'V^'fí;y< 


PVRIDIIM  es  la  marca  registrada  de  la  Pyridium  Cor- 
poration para  su  marea  de  Clorhidrato  de  Fenilaza- 
diaminopiridiiia. 

MERCK  & CO.,  INC,  únicos  distribuidores  en  E.  U.  .1, 


OISTRIBUIOORES  DE  EXPORTACION 


i 


Distribuidores:  CESAR  CASTILLO,  INC.,  Tetuán  155,  San  Juan,  P.  K. 


La  Lámpara  de  Hendidura  de  Poser 


I^ISEÑADA  por  B & L,  la  Lámpara  de 
Hendidura  de  Poser  para  el  diagnós- 
tico diferencial  en  la  patología  del  ojo, 
presenta  muchas  ventajas  en  biomicros- 
copia.  La  iluminación  brillante  del  tipo 
Koeppe  lleva  una  hendidura  ajustable. 
Un  microscopio  gran  angular  y binocular 
de  16x  permite  abarcar  toda  la  córnea. 
Oculares  con  puntos  ópticos  largos  fa- 
cilitan el  examen  rápido  del  campo  an- 
cho. Ambos  brazos  rotan  alrededor  del 


ojo  del  paciente  como  centro.  Es,  pues, 
una  lámpara  indispensable  para  el  of- 
talmólogo. 

H.  V.  CROSCH  CO. 

Calle  Comercio  402 
San  .Juan,  Puerto  Rico 

BÁUSCH  & LOMB 

Fundada  en  1853 

Optical  Co.  - Rochester,  N.  Y.,  E.  U.  A 
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¡Ahora,  En  un  Alimento— Toda  la 
Nutrición  que  Los  Niños  Necesitan! 


Un  Alimento  Con  Toda  la  Nutrición  Ne- 
cesaria . , . Bíolac  es  leche  modificada,  ajus- 
tada científicamente  para  proporcionar  en  un 
solo  alimento  infantil,  las  ventajas  nutriciona- 
les  y digestivas  de  la  leche  humana.  Bíolac  pro- 
porciona los  componentes  alimenticios  esen- 
ciales, equilibrados  correctamente  para  un 
desarrollo  saludable  y normal. 

1.  Bíolac  contiene  proteínas  concentra- 
das. Bíolac  asegura  el  aumento  proteínico 
requerido  durante  la  infancia,  porque  com- 
pensa las  deficiencias  biológicas  de  la  leche 
de  vaca. 

2.  Bíolac  contiene  grasa  en  cantidades 
adecuadas.  El  contenido  de  grasa  en 
Bíolac  ha  sido  ajustado  de  modo  que  con- 
venga al  niño.  Los  glóbulos  de  grasa  son 
homogeneizados  para  satisfacer  los  requi- 
sitos nutricionales  sin  exceder  la  capacidad 
digestiva  del  sistema  digestivo  del  niño. 

3.  Bíolac  contiene  lactosa  adicional.  Para 
aumentar  el  contenido  de  carbohidrato,  se 
le  agrega  lactosa  adicional  (azúcar  natural 
de  la  leche  de  pecho).  La  lactosa  ayuda  al 
niño  a desarrollar  un  sistema  digestivo  nor- 
mal, c influye  favorablemente  a la  utiliza- 
ción correcta  del  calcio. 


4.  Bíolac  es  enriquecido  en  vitamina  y 
hierro.  Las  Vitaminas  A,  Bi,  D y hierro 
se  han  agregado  en  cantidades  iguales  o que 
superan  los  requisitos  establecidos.  Bíolac 
contiene  V'itamina  Bs,  calcio  y fósforo  en 
cantidades  suficientes  para  satisfacer  las 
necesidades  del  niño.  La  Vitamina  C debe 
ser  introducida  según  el  desarrollo  del  niño. 

5.  Bíolac  es  fácil  de  recetar.  Porque  Bíolac 
contiene  hierro,  vitaminas  y carbohidratos 
adicionales,  porque  está  ajustado  para  satis- 
facer los  requisitos  digestivos  y nutriciona- 
les del  niño.  .Egresándole  Vitamina  C a su 
debido  tiempo,  Bíolac  proporciona  todos 
los  elementos  esenciales  para  asegurar  una 
dieta  equilibrada  que  supla  los  requisitos 
establecidos. 

6.  Bíolac  es  fácil  de  preparar.  ¡Mezcle 
Bíolac  con  agua  acabada  de  hervir — eso  es 
todo!  L'na  fórmula  completa  para  todo  el 
día  se  prepara  rápida  y fácilmente,  sin  me- 
didas complicadas. 

THE  BORDEN  COMPANY 

350  Madison  Avenue,  New  York  City 

Bioloc  es  excelente  leche  de  vaco,  modificada.  Méz- 
clela con  agua  pura  y obtendrá  una  olimentacioa 
infantil  equilibrada. 


Distribuidores  para  Puerto  Rico 
FELIX  A.  RODRIGUEZ 
Sagrado  Corazón  602  — Santurce,  P.  R. 
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to  relieve  nausee  and  vomiting 
of  pregnancy  and  in  adoles- 
cent acne 


pyrIbexin 


(Pyridoxine  HCI  Thiamine  ChlorideJ 
Each  1 cc  contains ; 

Vitamin  Bl  50  mg 

V'itamin  B6 50  mi; 


VIALS  OF  10 


IROBLEX 


for  use  in  hypochromic  and 
tritional  anemias 


(Iron  - Liver  - B Complex) 
Each  cc  contains: 

Tiiiamine  HCl  (Bl) 


, ) 1ÜÜ. 

Riboflavin  (B2)  0. 

Pyridoxine  HCl  (B6)  1 

NICOTINAMIDE  50 

IRON  CACODYEATE  . 10 

LIVER  (10  U.S.P.  UNITS 

PER  CC) 0.. 

Phenol  (As  preservative)  0.5% 

VIALS  OF  10  cc 


NION  CORPORATION  los  angeles  38,  california 

JOAQUIN  BELENDEZ  SOLA,  INC. 

P O BOX  1 I 88,  SAN  JUAN,  PUERTO  RICO 


I mproved 
Formula 


Dextri-Maltose 


WITH  EVAPORATED  MILK 


Boil  water. 


Dexfti-Maltosfe 
while  viíáter  is  hot. 


evaporated 
milk  and  stir. 


OR 

WITH  WHOLE  MILK 


Heat  until  almost 
boiling  and  stir 
in  |)extri-Maltose. 


Mix 

.whole  milk: 
and  water. 


Boil  gently 
for  three 
minytes/ , 


. . . FOR  38  YEARS  COW’S  MÍLK- DEXTRI-MALTOSE  FORMULAS 
HAVE  BEEN  EMPLOYED  BY  PHYSICIANS  TO  MEET  THE  VARY- 
ING NUTRITIONAL  REQUIREMENTS  OF  SICK  AND  WELL  IN- 
FANTS. MEAD  JOHNSON  & CO.,  EVANSVILLE  21,  IND.,  U.S.A. 


P.  O.  BOX  3081  — SAN  .TUAN,  P.  R. 


truly  therapeutic  dosag:es  of  qU 
the  individual  vitamins  known  to 
be  essenlial  in  human  nutrition. 


THERAPEUTIC  FORMULA 

Sqjjibb 

the  standard  of  comparison  Bottles  of  lOO  copiu/ei 


An  amino  add  product 
your  patients  will  like 
to  take 


puiiAPC^P" 


VIPEPTOLAC — A delicious  chocolate-ilavorcd  protein  food  supple- 
ment. \ ipeptolac  combines  amino  acids,  essential  vitamins,  iron 
and  folic  acid — and  it  tastes  good.  Mixed  with  milk  or  other  liquids, 
Vipeptolac  makes  a delicious  drink. 


EACH  100  GRAMS  OF  VIPEPTOLAC  PROVIDES; 

Protein,  polypeptides  and  amino  acids  (alanine,  arginine,  aspartic  acid,  cystine, 
glutamic  acid,  glycine,  histidine,  hydroxy  proline,  isoleucine,  leucine,  lysine,  methionine, 
phenylalanine,  prollne,  serine,  threonine,  tryptophane,  tyrosine  and  valine)  50  Gm. 


Total  nitrogen 7 % 

Amino  acid  and  polypeptide  nitrogen  . . . 3.6% 

Carbohydrate 37  Gm. 

Fat 2 Gm- 

Ash  9 Gm. 

Calcium 1.2% 

Phosphorus  1 % 

Sodium  . . . . _ 0.35% 

Moisture  2 Gm. 

Vitamin  A 8000  U.S.P.  units 

Vitamin  D 800  U.S.P.  units 

Thiamine  Hydrochloride 6 mg. 

Riboflavin 12  mg. 

Niacinamide 60  mg. 

Ascorbic  Acid  60  mg. 

Folic  Acid 2 mg. 

Iron  (as  ferrous  sulfate)  25  mg. 


WYETH 


VIPEPTOLAC' 

Protein  ^!ydro!ysate  Compound 

INCORPORATED  PHILADELPHIA  3,  PA. 


Distribuidores:  FRANCISCO  N.  CASTAGNET  San  Juan,  P.  R, 


Beets  • Carrots  • Green  Beans  • Peas  • Spinach  • Squash  • Vegetable  Soup  • Mixed 
Vegetables  • Garden  Vegetables  • Liver  Soup  • Vegetables  with  Bacon  • Vegetables 
with  Beet  and  Barley  • Vegetables  with  Lamb  • Apples  and  Apricots  • Apples  and 
Prunes  • Apple  Sauce  • Apricot-Farina  • Peaches  • Peaches-Pears-Apricots  • Pears 
and  Pineapple  • Prunes  (with  Pineapple  Juice  and  Lemon  Juice)  • Custard  Pudding 

Libby,  MiNeill  & Libby  • Chicago  9,  Illinois 


r'JFANTS  exhibit  food  likes  and  dislikes  early  in  life,  and 
they  quickly  learn  to  associate  the  appearance  of  a food 
with  its  taste.  For  this  reason,  every  effort  is  made  to  retain 
the  original  tastes  of  the  foods  from  which  Libby’s  are  made; 
uniformity  of  attractive  taste  characterizes  Libby’s  Baby 
Foods.  As  a result  of  Libby’s  exclusive  process  of  homogeniza- 
tion, cellulose  cell  capsules  are  ruptured,  enhancing  the 
availability  of  nutrients  and  making  for  satin-smoothness  of 
texture.  Libby’s  Baby  Foods  have  been  fed  as  early  as  the 
sixth  week  of  life,  providing  the  infant  with  many  essential 
nutrients  which  would  otherwise  be  denied  him. 


liberación  gradual 


a Cristalina 


En  Aceite  de  Mam' con  2%  (p/v)  de  Monoestearato  de  Aluminio 


acción  eficaz  y prolongada 


Con  el  advenimiento  de  la  Penicilina  G Procaína  Crista- 
lina en  Aceite  de  Maní  con  2%  de  Monoestearato  de 
Aluminio  ya  no  se  necesita,  en  muchos  casos,  las  inyec- 
ciones frecuentes  en  la  penicilinoterapia.  Este  nuevo 
producto  de  Merck  & Co.,  Inc.  permite  una  liberación 
gradual  de  la  penicilina,  obteniéndose  así  una  acción 
eficaz  y prolongada.  En  consecuencia  va  ganando  rápi- 
damente amplia  aceptación  como  un  medio  más  eficaz 
y conveniente  de  administrar  penicilina. 

Después  de  una  sola  inyección  intramuscular  de  1 c.c. 
(300.000  unidades),  se  mantienen  niveles  sanguíneos 
verificables  de  penicilina  durante  48  horas  en  aproxima- 


damente 90%  de  los  pacientes  en  cama.  En  la  mayoría 
de  éstos  se  mantienen  hasta  96  horas.  Sólo  en  los  casos 
más  graves  se  necesita  inyecciones  frecuentes. 

La  próxima  vez  que  emplee  penicilina,  tenga  en  cuenta 
las  ventajas  que  le  ofrece  este  tipo  superior  de  penicilina 
de  Merck  & Co.,  Inc.: 

• Liberación  gradual  — acción  eficaz  y prolongada 
— inyecciones  frecuentes  generalmente  innecesarias 

• Prácticamente  no  irritante 

* Bien  tolerada 

* No  requiere  refrigeración 


La  Penicilina  G Procaína  Cristalina  en 
Aceite  de  Maní  con  2%  de  Monoestea- 
rato de  Aluminio  se  puede  conservar  con 
seguridad  a la  temperatura  ambiente  por 
períodos  hasta  de  18  meses  sin  pérdida 
apreciable  de  potencia.  Merck  & Co., 
Inc.  la  suministra  en  convenientes  fras- 
quitos  esterilizados  de  diez  dosis  de  1 c.c. 
C300.000  unidades). 


Pida  los  últimos  impresos  descriptivos 


Distribuidores:  CES.4K  CASTILLO,  INC. 


Tetuán  155,  San  Juan,  P.  R. 


Microscopio  Spencer 
Modelo  13  MLH 


MICROSCOPIOS  PARA  LABORATORIO  MEDICO  Y MAYOR 


LOS  Microscopios  Médicos  y los  para  Labora- 
torio Avanzado  han  sido  desarrollados  pa- 
ra proveer  la  adaptabilidad,  alcance  de  aumentos 
y facilidad  que  se  necesitan  en  los  laboratorios 
para  la  medicina,  la  salud  pública,  los  usos  indus- 
triales, y las  universidades.  Estos  son  los  micros- 
copios Spencer  que  los  estudiantes  de  medicina 
suelen  elegir  para  su  entrenamiento  de  colegio  y 
experiencia  subsiguiente.  Con  equipos  ópticos  in- 
dividualizados, llenan  los  requisitos  de  todos  los 
colegios  de  medicina. 

Años  de  experiencia  han  determinado  las  com- 
binaciones ópticas  que  brindan  el  mejor  alcance 
posible  de  aumento  y resolución  para  los  diferen- 
tes tipos  de  observación  y estudio. 

Para-  el  laboratorio  médico,  la  combinación  que 
se  suele  elegir  consta  de  tres  objetivos. 

16  mm.  (“seco  bajo’’)  lOX 
4 mm.  (“seco  alto”)  44X  y 
1.8  mm.  inmersión  de  aceite  95X. 


Un  condensador  de  la  misma  abertura  numérica 
(N.  A.)  como  el  objetivo  de  inmersión  de  aceite 
(N.  A.  1.25)  se  necesita.  Dos  oculares,  6X  y lOX 
completan  los  requisitos. 

El  objetivo  de  16  mm.  es  divisible;  cuando  el 
elemento  anterior  se  quita,  el  objetivo  se  hace 
un  sistema  de  32  mm.  con  un  campo  mayor  de 
vista  y un  aumento  inicial  de  4X. 

El  objetivo  de  4 mm.  tiene  una  N.A.  de  0.66  la 
que  provee  una  distancia  larga  de  trabajo,  para 
el  contaje  de  la  sangre  o para  el  examen  de  te- 
jidos. 

El  objetivo  de  inmersión  de  aceite  de  1.8  mm. 
se  usa  para  la  bacteriología,  la  citología  y otros 
trabajos  que  requieren  una  fuerza  alta. 

Los  aumentos  alcanzados  por  las  varias  com- 
binaciones de  ocular  y objetivo  van  desde  24X 
hasta  950X. 

Estos  microscopios  los  tenemos  en  existencia 
para  entrega  inmediata. 


PUERTO  RICO  OPTICAL  COMPANY 

San  Juan,  P.  R. 

Agentes  Exclusivos  de 


AMERICAN  OPTICAL  COMPANY 

Southbridge,  Mass. 


Señor  Doctor,  ¿•Dónde  ya  ha  visto 
usted  estas  76  palabras? 

"INGREDSENTES;  Combinación  de  leche  entera,  secada  al  vacío, 
modiñcada  con  enzimas  de  la  malta,  dextrosa,  azúcar,  ex- 
tracto de  cebada  malteada  y harina  de  trigo  entero,  cacao  y 
sal.  El  contenido  natural  de  vitaminas  y minerales  ha  sido 
reforzado  por  la  adición  de  Vitamina  A (extracto  de  aceite 
de  hígado  de  pescado),  Vitaminas  Bj  (Clorhidrato  de  Tia- 
mina),  Eo(G)  (Riboflavina),  (Ergosterol  irradiado),  y 
P-P  (Niacinamida),  Fosfato  de  Calcio.  Pirofosíato  de 
Hierro,  sabor  artiñcial  (vainillina)  y Vainilla.” 


P.B 


Estas  76  palabras  aparecen  en  la  etiqueta  de  ingredientes  en  cada  lata  de 
Hemo  Borden’s  — y que  aseguran  a usted  la  buena  calidad  nutritiva  de  esta 
f bebida  alimenticia,  fortificada  con  vitaminas  y minerales. 


^’OTA;  La  Tabla  que  sigue  inuesífa  lát  «n  cícrí»  y íácU  e¡  certtanide  yifíifnírtíüí» 

y de  nriinerntes  de  Hemo  ompcirc  da  son  isss  RBíesiácces  mirísrísos 
diarias  dei  aduSto,  de  estos  eíemeníoi  eseiícioiei. 


"T 


HEMO  COMPARADO  CON  LAS  NECESICADCS 
MINIMAS  DIARIAS  DEL  ADULTO 


Requerimientos 
Mínimos  Diarios 
de  los  Adultos* 


Vitamina  A 
Vitamina  Bj 
Vitamina  B2(G) 
Vitamina  D 
Niacinamida 
Hierro 
Calcio 
Fósforo 


1 V3  onzas  ó 38 
gramos  de  Hemo  en 
polvo  (2  porciones) 


4000  Unid.  Int. 
333  Unid.  Int. 

2 miligramos 

400  Unid.  Int. 

* * 

1 0 miligramos 
750  miligramos 
750  miligramos 


4000 

333 

2 

400 

1 0 mgms. 
14.7 
376 
288 


2 porciones  de  Hemo 
en  2 varos  de  a 8 or'^as 
(240  c.c.)  de  lecne 

4900 

400 

3 

410 

1 0.3  mgms. 
15.7 
950 
750 


*Según  han  sido  establecidos  por  el  Administrador  Federal  de  Seguri- 
dad bajo  la  autoridad  de  la  Ley  Federal  de  Alimentos  y Drogas  de 
los  Estados  Unidos. 

**Los  requerimientos  minimos  diarios  del  adulto  aun  no  definitiva- 
mente  establecidos. 


1 


Hemo 


ELABORADO  POR  LOS  FABRICANTES  DE  KLIM 


Envasado  en 
latas  de  1 libra 
ó 453  gramos 
(24  porciones) 


Distribuidores  para  Puerto  Rico 

PLAZA  PROVISION  COMPANY.  Fortaleza  104,  San  Juan,  P.  R. 


Cremacal  provides  cooling,  analgesic 
relief  from  pain,  burning  and  pruritus. 
Its  greaseless,  water-miscible  base 
dries  promptly  to  form  a protective 
coating  over  the  irritated  area. 

Formula: 

Calamine 10% 

Glycerine 5% 

Benzocaine \% 

Phenol 0.5% 

Menthol 0.25% 

Special  water-rniscible  base q.s. 


Flesh-tinted  with  inert  color- 
ing. Supplied  in  1-oz.  and 
2-oz.  tubes. 


NUMOTIZiNE,  Inc. 

900  N.  Franklin  St.,  Chicago  10,  III. 


Distribuidores:  FRANCISCO  N.  CASTACNET 


Sant  urce,  Puerto  Rico 


JISOjttTs 
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1 1 

IKgé  1 1 1 
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Tyrothricin,  potent  antibacterial  extract  of 
Dubos’  bacillus,  and  widely  considered  the 
topical  antibiotic  of  choice,  is  the  principal 
ingredient  of  TyrOZETS  Lozenges,  Sharp  & 
Dohme's  remarkable  new  preparation  for 
prophylaxis  and  treatment  of  gram-positive 
throat  and  mouth  infections,  and  for  post- 
surgical  care  of  the  pharynx. 

Tyrothricin  is  penetrating,  nontoxic  when 
applied  locally,  and  highly  effective  against 
such  gram-positive  organisms  as  Coryne- 
b^cterium  diphtheriae,  pneumococci,  strep- 
'^vocci  and  staphylococci  frequently  re- 
sponsible for  infections  of  throat  and 
■nouth. 

Each  TyrozeTS  lozenge  contains 
tyrothricin,  1 mg.,  and  5 mg.  of  socth- 
ng,  analgesic  benzocaine. 


TyrOZETS  Antibiotic-Anesthetic  Throat  Loz- 
enges rapidly  relieve  the  pain  and  discom- 
fort of  infected  or  irritated  throats,  promptly 
destroying  gram- positive  pathogens. 
These  new,  nontoxic,  pleasantly  flavored 
Sharp  & Dohme  lozenges  are  indicated 
for  treatment  of  gram-positive  throat  and 
mouth  infections,sore  throats, and  especially 
following  tonsillectomies  and  pharyngeal 
surgery.  They  are  also  effective  for 
prophylactic  throat  protection  when  colds 
are  prevalent. 

TyroZETS  Antibiotic-Anesthetic  Throat 
Lozenges  are  packed  in  moisture-proof, 
plastic-stoppered  tubes  of  )2. 

TYROZETS 


i dominio  de  las  anemias  macrocíticas  e hipocrómicás 


Mí.PC^  CON 


Las  brillantes  investigaciones  que  'conflu- 
jeron  al  aislamiento  y la  síntesis  del  ácido 
í'ólico  por  el  cuerpo  científico  Lederle-Cyana- 
tnid,  han  hecho  posible  la  elaboración  de 
im  grupo  de  productos  destinados  al  trata- 
nuento  de  todas  las  formas  comunes  de 
anemia.  Estos  productos  son: 

FOlVRON  Lec/erZe  (Cápsulas  de  Acido 
Fólico  y Hierro) — para  el  tratamiento  de  las 
anemias  «lacrocíticas  e bipocrómícas,  pero 
especialmente  para  las  Inpolurricas, 

Cmla  cápsula  contiene  1,7  rag.  de  Aculo 
Fólico  y 0,  194 gm.  de  sulfato  ferroso  anhidro. 

FOtVITE  Lederk  (Tabletas  y Solución  Pa* 
rehteral  de  Acido  Fólico)e-^pará  el  trata- 
miento de  la  anemia  maerocítica. 

Tabletas  a 5 mg.  y 20  mg.  de  FOLVITE. 
Salación  a 15  mg.  de  FOFVÍTE  por  ce. 

FOLVITE  (Acido  Fólico)  con  EXTRACTO 
HEPATICO  Lederle  para  el  tratamiento  de 
casos  rebeldes  de  anemia  maerocítica  espe- 
cialmente la  forma  perniciosa,  "o. 

: -■  w' 

Concentraciones:  15  U.  por  ce.  de  Extracto 
Hepático  y 5 mg.  de  Aci- 
do Fólico  FOLVITE. 


1 U.  por  cc.  de  Extracto 
Hepático  Crudo  y 1 mg.  de 
Acido  Fólico  FOLVITE. 

2 U.  por  cc,  de  Extracto 
Hepático  Crudo  y 2 mg.  de 
Acido  Fólico  FOLVIIT:. 


*Mnrca  Comcrcidl 


DERLE  LABORATORIES  DIVISION 

American  Cyanamid  Company  ^ • 30  Rockefeller  Plaza  • New  York  20,  N.  Y. 


INC. 


is  proud  to  introduce 


a chemical  modification  of  the  epinephrine  molecule 
which  for  the  first  time  provides  the 
ASTHMATIC 

with  relief  from  attacks  in  1 to  3 minutes 


by  sublmgiinl  tablets 
as  well  as  by  inhalation 


Both  clinically  and  experimentally  isuprel,  a more  potent 
hronchodilator,  has  proven  a marked  advance  in  the  therapy 
of  asthmatic  attacks,  affording  more  rapid,  more  conveniently 
administered  relief  with  minimization  of  undesired  side  efiect.f. 

For  inhalation:  Isuprel  hydrochloride  solution  1:200  ivith  hand-bulh 
nebulizer  4 to  6 breaths,  repeated  if  necessary  every  ten  minutes  up  to  15  to 
16  breaths.  Use  no  oftener  than  every  four  hours,  unless  attack  is  severe. 

For  sublingual  use:  Usual  dosage  is  1 sublingual  tablet,  sometimes  IH  to 
2 tablets,  based  on  the  individual’s  response  to  sympathomimetic  amines. 
Use  no  oftener  than  every  3 or  4 hours,  or  more  than  three  times  daily. 

Isuprel  Hydrochloride  Solution  1:200  is  supplied  in  vials  cf  10  cr.  end  CO  cr. 

Isuprel  Hydrochloride  Sublingual  Tablets  in  bottles  of  50  tablets. 


Professional  Building,  Ave.  de  Diego  308 
Santurce,  Puerto  Rico 
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CANCER  OF  THE  COLON  AND  RECTUM  WITH 
SPECIAL  REFERENCE  TO: 

1.  EARLIER  RECOGNITION  OP  ALIMENTARY  TRACT  MALIGNANCY. 

2.  SECONDARY  DELAYED  RE-ENTRY  OF  THE  ABDOMEN  IN  PATIENTS  EX- 
HIBITING  LYMPH  NODE  INVOLVEMENT. 

3.  SUBTOTAL  PRIMARY  EXCISION  OF  THE  COLON. 

4.  OPERATION  IN  OBSTRUCTION.* * 

OWEN  H.  WANGENSTEEN,  M.D. 


FREQUENCY  OF  OCCURRENCE  AND 
INCIDENCE  OP  CURE 

In  1944  for  the  first  time,  cancer  of 
the  colon  and  rectum  (considered  as  one 
organ)  exceeded  cancer  of  the  stomach 
as  the  most  frequent  cause  of  death  from 
cancer,  as  reported  in  the  Vital  Statistics 
of  the  Bureau  of  the  Census.  When  it  is 
recollected  that,  cancer  of  the  stomach 
is  the  second  most  frequent  cause  of  death 
from  cancer,  it  is  readily  apparent  that 
cancer  of  the  alimentary  tract  is  demand- 
ing of  special  attention.  Whereas  most  of 
our  information  concerning  the  frequency 
of  various  cancers  stems  from  the  Vital 
Statistics,  constituting  reports  upon  pa- 
tients dying  of  cancer,  we  are  beginning 


From  the  Department  of  Surgery,  University  of 
Minnesota,  Minneapolis,  Minnesota. 

• The  work  upon  which  this  paper  was  based  re- 
ceived support  from  the  following  funds  for 
Surgical  Research  in  Cancer:  the  Leo  and  Pran- 
ces Pritzker,  the  Mr.  and  Mrs.  R.  C.  Lilly  and 
the  Tillie  A.  Nelson  Funds. 

Presented  at  San  Juan  before  the  Medical  As- 
sociation of  Puerto  Rico. 


to  get  more  exact  information  concerning 
the  relative  incidence  of  various  cancers. 
Cancer  registries  will  prove  helpful  on 
this  score.  From  information  compiled  by 
Connecticut  and  New  York  State  cancer 
registries,  it  is  becoming  apparent  that 
tables  of  death  from  cancer  (vital  statis- 
tics) and  incidence  are  not  strictly  com- 
parable. The  incidence  of  breast  cancer 
far  exceeds  that  of  any  other  single  organ 
cancer  in  both  sexes.  Moreover,  cancer  of 
the  uterus  appears  to  be  about  as  fre- 
quent as  cancer  of  the  stomach  in  both 
sexes.  Cancer  of  the  colon  and  rectum  to- 
gether in  both  sexes  occurs  more  frequent- 
ly than  cancer  of  the  uterus.  The  combined 
incidence  of  cancer  of  the  stomach  and 
colon  and  rectum  in  both  sexes  is  some- 
what greater  than  that  of  the  breast  and 
uterus  for  the  female  sex  alone. 

In  other  words,  treatment  is  making 
an  impress  upon  the  cancer  problem ; 
otherwise  the  tables  of  incidence  and  mor- 
tality would  be  strictly  comparable. 

The  most  frequent  cancers  in  the  male 
by  organ  are:  1.  colon  and  rectum;  2. 
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stomach;  3.  prostate,  and  4.  lung.  In  the 
female  these  are:  1.  breast;  2.  uterus; 
3.  colon  and  rectum,  and  4.  stomach. 
When  more  states  follow  the  examples 
of  Connecticut  and  New  York  State  in  re- 
cording the  incidence  of  cancer,  we  shall 
be  able  to  know,  better  than  we  know 
now,  the  impacts  of  cancer  education, 
pleas  for  earlier  diagnosis  and  radical 
treatment  upon  the  cancer  menace. 

Cancer  is  curable.  Every  study  indi- 
cates as  much.  The  problem  is  to  identify 
cancer  while  the  lesion  is  still  local.  Well 
documented  statistics  suggested  approxi- 
mately 80  per  cent  5-year  cures  may  be 
expected  in  breast  cancer  if  the  axillary 
lymph  nodes  are  not  involved.  Direct 
venous  invasion  and  metastases  to  the 
intercostal  lymph  nodes,  without  simulta- 
neous axillary  involvement,  probably  ac- 
count in  such  instances  for  failure  of  cure 
in  the  remaining  20  per  cent.  Similarly  in 
cancer  of  the  cervix,  the  frequent  uterine 
cancer,  in  stage  I cases  without  lymph 
node  involvement  or  lateral  spread,  5-year 
cures  are  observed  in  approximately  50 
per  cent  of  treated  cases.  And  so  too  even 
with  gastric  cancer.  In  this  clinic,  in  pa- 
tients undergoing  gastric  resection  for 
cancer,  of  those  patients  in  which  no  can- 
cer is  found  in  the  removed  lymph  nodes, 
50  per  cent  are  well  five  years  later.  Yet, 
we  hear  many  say,  cancer  of  the  stomach 
is  a hopeless  cancer.  The  thing  which  is 
discouraging  is  that,  alimentary  tract  can- 
cer is  silent  so  long  that,  when  it  is  identi- 
fied, it  is  already  a late  cancer.  Cancer  of 
the  colon  and  rectum  is  one  of  the  most 
curable  of  cancers  when  removed  before 
the  lymph  nodes  exhibit  involvement,  ap- 
proximately 75  per  cent  of  such  patients 
remain  well  5 years  later. 


DIAGNOSIS  OF  RECTAL  AND  COLIC  CANCER 

There  would  seldom,  if  every,  appear 
to  be  little  justification  for  failing  to  diag- 
nose cancer  of  the  rectum  early.  The  whole 
organ  is  within  reach  of  the  examining 
finger.  Yet  how  many  patients  with  bleed- 
ing from  the  rectum  allow  themselves  to 
be  persuaded  by  hope  that,  it  is  only 
hemorrhoids!  And  how  many  physicians, 
without  adequate  examination  of  their 
patients  commit  the  same  error.  Obvious- 
ly not  for  the  same  reason.  Experience 
teaches  us  to  think  the  worst  in  contem- 
plating the  diagnostic  possibilities.  Pa- 
tients would  do  well  to  shun  the  Polly- 
anish  physician  who,  'without  adequate 
examination,  reassures  the  patient  with 
rectal  bleeding  that;  there  is  nothing 
wrong ; everyone  past  40  years  of  age 
has  hemorrhoids.  The  safe  physician  in 
this  instance  is  the  realist,  who  believes 
the  worst  and  sets  about  immediately  with 
method  and  thoroughness  to  disprove  it 
or  to  determine,  if  possible,  what  did 
cause  the  bleeding. 

Rectal  examination  must  come  to  be  a 
regular  part  of  every  examination.  And 
in  the  married  female,  a rectovaginal  exa- 
mination should  be  done  as  well.  More- 
over, this  maneuver  in  the  female  per- 
mits the  examiner,  with  his  patient  in  the 
lateral  Sims’  position  with  her  knees 
acutely  flexed  up  against  the  abdomen, 
to  reach  the  summit  of  the  rectum  — the 
rectosigmoid  area,  13  to  14  cms.  from  the 
anus. 

Examination  of  a patient  with  rectal 
bleeding  is  incomplete  without  endoscopic 
examination.  Colic  lesions  are  not  so  read- 
ily diagnosed  as  rectal  lesions.  Sigmoidos- 
copic  examination  in  slender  patients  with 
long  mesenteric  attachments  may  detect 
lesions  in  the  upper  portion  of  the  sigmoid 
loop.  In  obese  patients,  the  shortness  of 
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the  mesosigmoid  not  infrequently  limits 
the  insertion  of  the  sigmoidoscope  to  20 
cm.  We  have  need  of  an  instrument  which 
permits  endoscopic  examination  to  the 
splenic  flexure,  Hedin  (1939)  reported 
some  observations  with  such  an  instru- 
ment but  neither  he  nor  others  have  ela- 
borated upon  the  method,  permitting  its 
regular  practice.  Moreover,  sigmoidoscopic 
examination  should  only  be  undertaken  by 
those  practiced  in  its  use.  Preliminary 
cleansing  of  the  colon  by  evacuant  ene- 
mas and  cathartics  is  essential  for  good 
visualization,  as  it  is  also  for  roentgen 
examination. 

For  colic  lesions  generally,  the  barium 
enema  is  the  best  diagnostic  agent.  Fur- 
thermore, for  the  detection  of  early  lesions 
in  the  colon,  regular  employment  of  the 
so-called  air  contrast  study  is  mandatory. 
That  is,  the  patient  is  asked  to  expel  the 
barium  after  fluoroscopic  examination  and 
picture-taking,  following  which  the  roent- 
genologist inflates  the  colon  with  air.  It 
is  surprising  how  this  technique  may  re- 
veal a small  polyp  only  a few  millimeters 
in  diameter. 

POLYP-BEARING  MUCOSA 

There  is  such  a thing  as  a polyp-bear- 
ing rectal  or  colic  mucosa.  Familial  multi- 
ple polyposis  with  general  studding  of  the 
entire  mucosal  surface  with  polyps  fortu- 
nately is  rare.  Patients  with  this  condi- 
tion eventually  develop  multiple  cancers, 
usually  after  puberty.  A number  of  such 
patients  have  been  seen  in  this  clinic  in 
their  early  twenties  with  multiple  cancers 
and  occasionally  with  simultaneous  hepa- 
tic metastases.  There  is  little  justification 
to  await  this  state  of  affairs  before  extir- 
pating the  entire  colon  and  the  rectal  mu- 
cosa in  patients  with  multiple  polyposis. 

A larger  number  of  patients  may  have 


a cancer  in  one  area  of  the  colon  and  a 
polyp  in  another  area,  or  in  the  rectum. 
Moreover,  50  to  70  per  cent  of  colic  can- 
cers probably  develop  from  polyps.  In 
other  words,  the  polyp  in  the  colon  or  rec- 
tum should  be  regarded  as  the  likely  pre- 
cursor of  cancer.  My  associate.  Dr.  David 
State,  who  has  been  supervising  the  opera- 
tion of  our  Cancer  Detection  Center,  to 
which  patients  may  come  who  have  no 
symptoms  but  wish  to  submit  to  a com- 
plete examination  to  exclude  the  presence 
of  cancer,  tells  me  that  10  per  cent  of 
patients  over  45  years,  admitted  there  for 
examination  are  found  on  proctoscopic 
examination  to  have  rectal  polyps.  More- 
over, frank  cancer  is  found  in  1.2  per  cent 
of  patients  examined,  and  most  frequently 
somewhere  in  the  alimentary  tract.  Ex- 
perience suggests  that  the  ordinary  colic 
polyp  becomes  a cancer  in  approximately 
two  years.  Sometimes  the  interval  is  lon- 
ger, sometimes  shorter. 

LENGTH  OF  THE  SILENT  INTERVAL 
IN  CANCER 

In  this  clinic,  we  have  had  the  oppor- 
tunity to  acquire  some  information  on  this 
point  and  particularly  in  gastric  cancers. 
When  the  surgeon  removes  a gastric  can- 
cer and  finds  no  enlarged  lymph  nodes 
and  has  occasion  to  feel  that  he  has  done 
a complete  operation,  only  to  be  told  sub- 
sequently by  the  pathologist  that,  micro- 
scopic cancer  was  found  in  the  line  of  re- 
section — such  cases  afford  the  surgeon 
the  opportunity  to  determine  the  length 
of  the  silent  interval.  Our  experience  sug- 
gests that,  in  a period  varying  from  15  to 
20  months,  symptoms  will  reassert  them- 
selves. This  circumstance,  the  leaving  of 
microscopic  cancer  in  the  line  of  resection 
is  most  likely  to  occur  in  diffuse  mucosal 
gastric  lesions  of  the  Borrman  IV  variety. 
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Obviously,  total  gastrectomy  should  be 
more  frequently  carried  out  in  such  cases. 
And  should  the  surgeon  fall  into  the  pit- 
fall  of  leaving  cancer  in  the  proximal  line 
of  resection  in  a patient  having  superficial 
spreading  gastric  cancer,  the  patient 
should  within  a reasonable  period  of  time, 
but  not  exceeding  two  or  three  months, 
be  submitted  to  excision  of  the  residual 
gastric  pouch. 

This  circumstance  is  less  likely  to  oc- 
cur in  the  colon  because  superficial  spread- 
ing lesions  are  rare.  The  particular  paral- 
lel hazard  that  may  compromise  the  issue 
in  colic  cancers  is  the  leaving  of  an  unsus- 
pected polyp  or  a small  frank  cancer  not 
demonstrated  in  the  air  contrast  barium 
study.  When  extensive  resections  are  done 
for  colic  cancer,  the  frequency  with  which 
additional,  unsuspected  polyps  are  found 
rewards  the  surgeon  for  the  additional 
effort. 

COMPLETE  EXCISION  OF  THE  LEFT  COLON 
FOR  CANCER 

The  frequency  with  which  I have  had 
to  reoperate  upon  patients  for  an  addition- 
al overlooked  colic  cancer,  within  a period 
from  a few  months  to  a year  following  a 
colic  resection,  has  suggested  the  necessity 
for  more  radical  operations.  Now  for  a 
period  of  more  than  four  years  occasional- 
ly, and  more  consistently  in  the  past  two 
years,  for  a primary  cancer  in  the  colon 
beyond  the  hepatic  flexure  and  20  cms.  or 
more  from  the  anus,  I have  frequently 
excised  the  entire  colon,  anastomosing  the 
ileum  end-to-end  to  the  iliac  colon  just  at, 
or  slightly  above  the  sacral  promontory. 

For  lesions  between  these  points,  (the 
hepatic  flexure  and  the  lower  limits  of  the 
sigmoid  colon)  the  colon  may  be  excised 
and  primary  anastomosis  of  the  ileum  to 
the  iliac  colon  can  be  carried  out  readily. 


Moreover,  only  in  lesions  of  the  cecum  or 
ascending  colon  is  it  necessary  to  excise 
a segment  of  the  ileum  (which  together 
with  the  right  colon  constitutes  the  ulti- 
mate water-wringer  for  the  intestinal 
content),  persistent  diarrhea  is  not  to  be 
anticipated  following  excision  of  the  colon 
a few  cms.  above  the  sacral  promontory. 
When  the  terminal  ileum  is  anastomosed 
to  the  terminal  pelvic  colon  at  15  to  20 
cms.  from  the  anus,  without  sacrifice  of 
ileum,  diarrhea  if  it  occurs  is  not  severe 
and  usually  subsides  within  a short  time. 
When  diarrhea  is  observed,  the  oral  admi- 
nistration of  1 or  2 teaspoonfuls  of  barium 
sulphate,  three  times  a day  after  each 
meal  usually  proves  helpful.  In  operations 
in  which  the  right  colon  is  excised  to- 
gether with  concomitant  sacrifice  of  60 
to  75  cms.  of  the  terminal  ileum  to  eradi- 
cate the  lymph  node  bearing  area  in  a 
cecal  cancer — in  such  patients  persistent 
diarrhea  is  not  unusual.  Physiologically, 
such  a procedure  should  be  an  ideal  pro- 
cedure for  obstinate  constipation!  And  in 
a patient  suspicioned  of  having  a cancer 
in  the  transverse  colon,  whose  chief  occu- 
pation in  life  was  to  get  his  bowels  to 
move,  this  procedure  was  carried  out,  no 
cancer  being  found  at  operation.  The  loss 
of  the  water-wringer  did  away  with  the 
constipation  and  made  him  a happy  man; 
the  daily  laborious  effort  to  get  the  bowels 
to  move  became  unnecessary.  For  patients 
whose  lives  are  made  miserable  by  severe 
constipation,  such  an  operation  can  bring 
real  relief.  Lane,  the  English  surgeon,  it 
is  to  be  remembered,  removed  segments 
of  the  colon  and  particularly  of  the  left 
colon  for  constipation.  However,  excision 
of  a generous  length  of  the  terminal  ileum 
and  the  right  colon  is  a far  more  physio- 
logic surgical  procedure  for  the  manage- 
ment of  obstinate  constipation.  In  Hirsch- 
spring’s  Disease  (congenital  megacolon). 
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the  left  colon  is  diseased  and  is  to  be  re- 
moved if  operation  is  to  be  undertaken. 

Whereas  anastomosis  of  the  ileum  to 
the  rectum  has  been  carried  out  in  this 
clinic  in  several  patients  with  ulcerative 
colitis,  the  greater  likelihood  of  colectomy 
is  not  the  operation  of  choice  in  patients 
with  a cancer  below  the  level  of  the  sacral 
promontory.  This  extensive  type  of  co- 
lectomy has  been  done  now  in  several  pa- 
tients with  primary  cancer  of  the  left 
colon.  The  finding  of  unsuspected  polyps 
has  fully  justified  this  additional  effort. 
Moreover,  such  patients  only  need  an  an- 
nual proctoscopic  examination  to  keep  the 
potential  polyp  bearing  area  of  the  rec- 
tum and  iliac  colon  under  scrutiny.  If 
subsequently,  rectal  polyps  occur  they 
may  be  fulgurated.  In  several  patients 
with  diverticulitis  of  the  pelvic  colon,  I 
have  carried  out  a somewhat  less  radical 
procedure,  anastomosing  the  proximal 
third  of  the  transverse  colon  to  the  rec- 
tum, just  beyond  the  diverticulum  bearing 
area  of  the  iliac  colon. 

SECONDARY  RE-ENTRY  OF  THE  ABDOMEN 

IN  PATIENTSI  HAVING  LYMPH  NODE 
INVOLVEMENT 

That  lymph  node  involvement  in- 
fluences the  prognosis  unfavorably  is  well 
known.  Allusion  already  has  been  made  to 
this  circumstance.  I have  been  proposing 
to  my  colleagues  that  we  should  re-enter 
the  abdomen  of  patients  with  gross  lymph 
node  involvement  (Dukes’  Group  C)  3 to 
4 months  after  the  initial  operation,  to  do 
a “wiping-up”  operation.  In  other  words, 
just  as  re-operation  is  in  order  in  patients 
in  whom  gastric  cancer  is  left  in  the  proxi- 
mal line  of  resection,  in  the  same  man- 
ner, it  would  appear  that,  surgeons  should 
re-operate  in  instances  of  lymph  node  in- 
volvement, To  be  sure,  we  do  cure  a num- 


ber of  patients  with  lymph  node  involve- 
ment without  re-operation.  But  every  study 
of  such  groups  indicates  how  often  we  fail. 
My  colleagues  and  I are  proposing  to  re- 
operate on  some  such  patients.  And  I be- 
lieve that,  we  will  increase  the  cure  rate 
thereby  in  Dukes’  Group  C cases.  And  the 
best  place  to  begin  evaluating  this  thesis 
is  in  colic  cancer  for  residual  cancer  in 
mesenteric  lymph  nodes  may  be  removed 
more  readily  than  in  patients  who  have 
some  months  previously  undergone  opera- 
tion for  either  gastric  or  rectal  cancer.* 
If  on  re-exploration,  isolated  hepatic  me- 
tastases  are  found,  they  should  be  ex- 
cised. As  a matter  of  fact,  when  isolated 
hepatic  metastases  are  encountered  at  the 
initial  operation,  I have  long  made  it  a 
practice  to  excise  them.  The  ultimate  out- 
look in  such  patients  is  by  no  means  as 
good  as  when  a segment  of  liver  is  re- 
moved because  of  hepatic  extension,  usual- 
ly from  a gastric  cancer.  A few  months 
ago,  I excised  half  of  the  right  lobe  and 
all  of  the  left  lobe  of  the  liver  for  a pri- 
mary hepatoma.  Because  the  tumor  over- 
lay the  hepatic  artery  and  portal  vein,  the 
blood  loss  was  large,  but  the  patient  did 
very  well.  A recent  examination  shows  him 
to  be  in  good  health.  Ordinarily,  in  hepa- 
tic excision,  the  problem  of  hemostasis  is 
unconsequential ; the  primary  problems  is 
to  make  provision  for  a potential  biliary 
fistula  which  may  follow.  One  patient  in 
our  clinic  remains  well  10  years  after  ex- 
cision of  the  left  lobe  of  the  liver  done 
because  of  direct  extension  from  an  ad- 
jacent gastric  cancer,  simultaneously  ex- 
cised. 


♦ Preliminary  skirmishes  with  this  proposal 
on  a few  (4)  patients  suggests  definitely  that 
such  secondary  entry  is  worthwhile.  Three  of  the 
4 patients  re-explored  exhibited  cancer  in  lymph 
nodes  near  the  area  of  the  initial  operation — can- 
cer which  was  removed  at  the  time  of  reentry, 
thereby  enhancing  the  chances  of  a lasting  cure. 
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OBSTRUCTION 

Whereas  bleeding  is  the  most  frequent 
first  sign  of  cancer  of  the  colon  and  rec- 
tum, obstruction,  especially  in  left  sided 
lesions,  is  the  most  frequent  complication. 
Not  uncommonly,  the  obstruction  may  be 
the  circumstance  which  establishes  the 
presence  of  the  cancer.  Usually,  however, 
when  the  patient  is  interrogated  carefully, 
an  antecedent  period  of  frequent  gas-pains 
is  uncovered  which  circumstance  of  course 
should  have  alerted  the  patient  before 
acute  obstruction  supervened.  Elsewhere, 
I have  described  how  such  lesions  should 
be  dealt  with.  For  the  patient  with  con- 
siderable distention  of  the  greater  portion 
of  the  colon,  a transverse  colostomy  is  in 
order.  For  the  infrequent  right  sided 
lesion  presenting  acute  obstruction,  a pri- 
mary resection  is  in  order,  for  in  typical 
obstructions,  the  distention  will  be  limited 
to  the  colon.  And  in  acute  obstructions  of 
the  ascending  colon  or  hepatic  flexure, 
the  small  intestine  as  well  as  the  colon 
distal  to  the  obstruction  will  not  be  di- 
lated, thus  permitting  excision  of  the  le- 
sion and  the  performance  of  a primary 
anastomosis  in  undistended  intestinal  seg- 
ments. The  clinical  syndrome  of  obstruc- 
tion of  the  colon  also  has  been  described 
elsewhere:  (distention  of  the  colon  fre- 
quently without  vomiting,  and  if  there  is 
vomiting  it  is  gastric  or  bilious  and  not 
feculent  as  in  small  bowel  obstruction; 
moreover,  there  is  usually  no  gastric  re- 
tention) . 

'Occasionally  a cancer  of  the  cecum 
obstructs  the  ileocecal  valve  and  brings 
about  the  picture  of  obstruction  of  the 
terminal  ileum.  Inasmuch  as  simple  obs- 
truction of  the  small  intestine  in  our  cli- 
nic is  usually  treated  by  an  indwelling 
duodenal  tube  of  the  Miller-Abbott  va- 
riety, the  occasional  patient  having  this 


type  of  obstruction  is  decompressed  usual- 
ly by  an  indwelling  long  intestinal  tube 
and  then  subjected  to  primary  resection. 
Several  such  operations  have  been  done 
in  this  clinic  during  the  past  eight  years. 
If  there  should  prove  to  be  residual  disten- 
tion of  the  lower  reaches  of  the  ileum, 
they  may  be  evacuated  readily  by  asep- 
tic decompression  suction  enterotomy  des- 
cribed by  me  a number  of  years  ago.  An 
improved  model  of  this  instrument  has 
recently  been  made  for  me  by  Mr.  Oliver 
Moe  which  will  facilitate  operative  de- 
compression of  distended  bowel  and  in- 
crease the  range  of  usefulness  of  this 
instrument. 

In  this  clinic,  a few  patients  with  sub- 
acute obstruction  of  the  left  colon  have 
been  submitted  to  primary  operative  in- 
tervention, excising  the  entire  colon  above 
the  lesion,  anastomosing  the  undistended 
ileum  to  the  colon  distal  to  the  obstruc- 
tion, which  segment  likewise  remains  un- 
distended. This  procedure  is  essentially 
an  outgrowth  of  the  subtotal  colectomies 
which  I have  been  performing  as  the 
operation  of  choice  in  cancers  of  the  left 
colon  well  above  the  sacral  promontory.  In 
all  typical  acute  simple  obstructions 
of  the  left  colon  in  which  great  dis- 
tions  of  the  left  colon  in  which  great  dis- 
tention is  present,  obviously  the  operation 
of  choice  is  still  a preliminary  transverse 
colostomy.  However,  for  lesions  well  above 
the  sacral  promontory,  it  is  obvious  that 
aseptic  decompressive  suction  colotomy 
would  permit  performance  of  a primary 
resection. 

In  volvulus  of  the  sigmoid,  following 
decompression  of  the  distended  gut  by 
endoscopic  intubation  as  described  by 
Bruusgaard,  a primary  anastomosis  has 
been  carried  out  a short  time  subsequently 
in  this  clinic  in  two  patients.  My  associate, 
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Dr.  Ivan  Baronofsky,  has  more  recently 
submitted  such  a patient  to  immediate 
primary  resection  directly  after  the  re- 
lief of  distention  of  the  torsioned  segment 
by  rectal  intubation. 

THE  TECHNIQUE  OF  COLIC  RESECTION 
FOR  CANCER 

All  surgeons  in  this  clinic  employ  the 
closed  anastomosis  in  all  resections  in  the 
alimentary  tract  save  for  the  esophagus; 
when  the  esophagus  is  one  of  the  parti- 
cipating components  an  open  anastomosis 
with  careful  mucosal  apposition  is  neces- 
sary to  avoid  stricture  formation,  the 
reason  being  that,  the  esophageal  mucosa 
retracts  and  may  not  be  incorporated  in 
the  suture.  Save  in  complicated  colon 
cases,  I do  not  employ  intestinal  antibio- 
tics, relying  on  the  safety  of  a well-per- 
formed closed  anastomosis  to  protect  the 
patient.  Moreover,  the  best  record  with 
resection  in  this  clinic  concerns  the  2 year 
interval  from  1941  to  1943,  when  61  suc- 
cessive primary  colic  resections  were  done 
with  only  one  death,  a mortality  of  1.6 
per  cent.  An  indwelling  duodenal  tube  is 
inserted  into  the  stomach  and  is  left  in 
place  for  72  to  96  hours,  continuous  gas- 
tric suction  being  applied  during  this  in- 
terval. The  anastomosis  is  made  with  a 
single  row  of  interrupted  fine  silk  (oooo) 
sutures  placed  approximately  4 millimeters 
apart.  Shortly  after  the  skirmishes  were 
commenced  in  this  clinic  with  low-lying 
rectal  cancers  (1942)  in  which  a primary 
anastomosis  was  done,  it  was  soon  learn- 
ed that  the  surgeon  had  to  content  himself 
with  a single  row  of  sutures  — a circum- 
stance which  persuaded  me  to  employ  this 
method  of  suture  in  all  alimentary  tract 
anastomoses,  a practice  which  is  now  em- 
ployed, I believe,  by  all  surgeons  in  this 
clinic.  In  patients  in  whom  the  anasto- 
mosis is  made  near  the  sacral  promontory, 


a number  22  rectal  catheter  is  threaded 
through  the  anastomosis  from  below  on 
completion  of  the  operation. 

SO-CALLED  “OBSCURE”  ANEMIAS  FOL- 
LOWING LATERAL  ANASTOMOSES 

There  is  one  additional  point  I would 
like  to  make  with  reference  to  the  technic 
of  anastomosis : I refer  to  the  importance 
of  making  an  end  to  end  union.  Nowadays, 
I believe  all  abdominal  surgeons  practiced 
in  the  technics  of  intestinal  suture  have 
abandoned  lateral  anastomoses  or  even 
end  to  side  anastomoses.  Why  they  were 
more  popular  in  their  time  is  easy  to 
understand.  There  is  more  available  peri- 
toneum on  the  gut  surface  for  suture  in 
the  lateral  anastomosis  as  contrasted  with 
the  end  to  end  suture.  The  only  problem 
in  the  latter  is  the  mesenteric  angle.  And 
if  the  surgeon  will  make  an  oblique  section 
of  the  gut,  cutting  the  bowel  at  an  angle 
less  than  45^,  leaving  the  mesenteric  edge 
longer  than  the  antimesenteric  border ; and 
if  he  will  remove  all  fatty  tissue  from  the 
peritoneal  surface  of  the  gut  wall  back 
for  a distance  of  5 to  7.5  millimeters  for 
the  placement  of  a single  row  of  inter- 
rupted sutures  of  fine  silk — if  the  surgeon 
will  do  this,  a very  satisfactory  safe  anas- 
tomosis can  be  made  consistently  by  the 
end  to  end  method  in  the  colon  as  well  as 
in  the  small  intestine. 

The  objection  to  the  side  to  side  as 
well  as  the  end  to  side  suture  is  that  dilata- 
tion of  the  blind  end  may  occur.  I have 
observed  this  occurrence  twice  in  the  small 
intestine  following  lateral  anastomosis 
with  hemorrhage.  In  both  instances  the 
lateral  anastomosis  had  been  made  more 
than  15  years  previously.  In  both  ins- 
tances, a shallow  mucosal  ulcer  was  found 
in  the  ballooned  out  end  of  the  proximal 
segment  which  had  been  turned  in  at  the 
first  operation.  No  lesion  could  be  felt  at 
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the  time  of  operation.  In  other  words, 
the  hydrostatic  effect  of  the  intestinal 
current  was  responsible  for  the  mucosal 
erosion  and  the  anemia.  In  the  literature, 
one  gathers  the  impression  that  there  is 
something  mysterious  about  such  ane- 
mias; that  they  are  essentially  toxic  in 
nature.  My  experience  in  these  2 patients 
suggests  definitely  that  such  anemias  are 
hemorrhagic  in  character.  Belief  that 
such  anemias  are  of  obscure  origin  I be- 
lieve dates  back  to  the  era  before  the  ef- 
ficacy of  liver  was  appreciated  in  the 
treatment  of  pernicious  anemia.  The 
etiology  of  pernicious  anemia  then  was 
sought  by  some  investigators  in  the  in- 
testine, spurred  on  by  the  observation  of 
anemia  in  patients  who  had  previously 
undergone  short  skirting  procedures  in  the 
intestine. 

The  other  patient  who  developed  a com- 
plication somewhat  remotely  had  submit- 
ted to  an  end  to  side  suture  of  the  iliac 
colon  to  the  cecum,  the  ascending  colon 
being  inverted  a few  centimeters  above 
the  entry  of  the  terminal  ileum.  This 
patient  developed  pain  in  the  upper  right 
quadrant  with  intermittent  fever ; the  dif- 
ficulty was  diagnosed  as  cholecystitis  by 
his  physician  and  the  gallbladder  was  ex- 
cised— without  relief;  another  physician 
diagnosed  the  situation  as  undulant  fever. 
The  physician  who  had  originally  sent  the 
patient  to  me  for  excision  of  the  colon  for 
multiple  areas  of  diverticulitis  then  ac- 
quainted me  with  the  circumstances.  The 
possibility  of  an  erosive  ulcer  in  the 
ascending  colon  was  suggested.  Rectal 
administration  of  barium  demonstrated  a 
huge  sausage-like  dilatation  of  the  as- 
cending colon.  The  initial  anastomosis  was 
excised  together  with  the  ballooned-out 
ascending  colon,  intestinal  continuity  being 
effected  by  an  oblique  end  to  end  suture. 
There  was  an  erosive  ulcer  in  the  distal 


segment.  The  pain  and  hectic  (picket- 
fence)  fever  were  both  cured  by  the  pro- 
cedure. 

THE  OPERATION  FOR  RECTAL  CANCER 

With  reference  to  low-lying  rectal  can- 
cers, as  described  previously,  we  have  now 
abandoned  the  anastomotic  operation  in  all 
rectal  cancers  lying  lower  than  8 cms. 
from  the  anus.  Increased  experience  has 
taught  us  to  prefer  abdominoperineal  ex- 
cision of  the  rectum  and  pelvic  colon  be- 
cause of  the  greater  likelihood  of  local  re- 
currence in  low-lying  rectal  cancers  with 
the  more  conservative  operation.  In  other 
words,  even  for  an  apparent  Duke’s  Group 
A lesion,  there  may  nevertheless  be  un- 
demonstrated microscopic  metastases  in 
the  lymph  nodes.  Moreover,  it  is  not  safe 
to  treat  any  cancer,  save  basal  cell  can- 
cers of  the  skin,  without  making  adequate 
provision  to  remove  the  entire  lymph  node 
drainage  area  of  that  segment. 

All  these  operations  are  carried  out 
without  the  performance  of  complemental 
colostomy.  The  need  for  an  antecedent 
colostomy  in  acute  obstruction  with  great 
distention  has  been  described  above.  There 
have  been  occasions  in  anastomoses  car- 
ried out  within  a few  centimeters  from 
the  anus  to  perform  a supplemental  colos- 
tomy when  a sinus  preceded  by  fever  has 
developed  in  the  suture  line.  Inasmuch  as 
these  low  anastomoses  always  are  extra- 
peritonealized,  this  occurrence  holds  out 
no  threat  to  life ; the  unfortunate  thing  is 
increased  length  of  hospitalization.  A loop 
colostomy  may  be  made  which  diverts 
completely  and  may  be  closed  again  as 
simply  as  any  loop  colostomy.  Granted  no 
complications  supervene,  the  patient  with 
a primary  anastomosis  of  the  colon  or  rec- 
tum may  be  dismissed  from  the  hospital 
ordinarily  within  a week  after  operation. 
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It  is  not  unusual  to  have  a patient  leave 
on  the  fifth  day  after  operation  to  stay 
in  a rest  home  or  hotel  for  a few  additional 
days  before  being  dismissed  to  the  care 
of  his  local  physician. 

For  lesions  at  13  cms.  or  more  from 
the  rectum  the  experience  of  this  clinic 
suggests  that,  a primary  resection  with 
anastomosis  can  be  done  with  just  as  good 
a chance  of  cure  as  if  abdominoperineal 
excision  with  performance  of  colostomy 
were  done.  Moreover,  the  patient  has  com- 
plete sphincteric  control  of  the  rectum; 
and  if  the  patient  is  a male  he  will  not 
be  impotent  as  he  will  be  after  the  abdo- 
minoperineal excision.  It  remains  to  be 
shown  how  much  less  efficient  from  the 
standpoint  of  likelihood  of  cure,  the  anas- 
tomotic operation  is  than  abuommoperineal 
excision  for  lesions  Detween  » and  13  cms. 
from  the  anus.  It  would  appear  that  it  is 
possible  to  excise  the  lympnatic  drainage 
area  quite  satisiactorily  lor  lesions  at  tnis 
level.  Ooviously,  the  anastomotic  pro- 
ceaure  is  not  as  radical  an  operation 
for  cancer  as  is  abdominoperineal  excision, 
in  which  liberal  portions  of  the  levators 
and  the  fascia  over  it  are  excised. 
For  early  lesions  at  8 to  13  cms.  from 
the  anus,  I have  the  impression  that 
approximately  as  good  results  can  be  ob- 
tained with  the  anastomic  procedure  as 
with  the  more  radical  operation.  For  large 
Dukes’  Group  C lesions,  abdominoperineal 
excision  probably  is  the  wiser  operation, 
for  it  is  known  that  such  lesions  are  dif- 
ficult to  cure  by  any  procedure.  Re-entry 
into  the  abdomen  as  proposed  above,  may 
enhance  the  likelihood  of  cure  in  Dukes’ 
Group  C lesions  submitted  to  abdomino- 
perineal excision. 


THE  DEVELOPMENT  OF  SCREENING  TESTS 
TO  BE  CARRIED  OUT  IN  PHYSICIAN’S  OF- 
FICES TO  FACILITATE  EARLIER  DIAGNOSIS 
OF  ALIMENTARY  TRACT  CANCER 

Inasmuch  as  cancer  is  silent  for  a long 
interval  before  symptoms  assert  them- 
selves, it  is  obvious  that  cancer  has  to  be 
sought  out  in  age  groups  in  which  it  is 
frequent.  Approximately  90  per  cent  of 
all  malignancies  occur  in  persons  over  45 
years  of  age.  Cancer  is  frequent;  approxi- 
mately one  out  of  eight  deaths  is  owing 
to  cancer.  Until  biologic  tests  become 
available  which  will  indicate  which  per- 
sons may  have  cancer,  we  shall  have  to  go 
through  the  laborious  organ  screening 
techniques  unless  we  shall  be  content  to 
await  the  development  of  symptoms.  In 
this  enlightened  age  there  are  those  who 
suggest  following  this  apathetic  policy. 

With  reference  to  the  stomach,  it  can 
be  said  that  achlorhydria  is  a fairly 
satisfactory  screening  agent.  Amongst 
patients  proved  to  have  gastric  cancer  in 
this  hospital,  90  per  cent  are  either 
achlorhydric  to  histamine  or  are  hypo- 
chlorhydric,  that  is,  have  less  than  30^ 
free  Hcl  following  3 successive  0.5  mg. 
doses  of  histamine  given  at  30  minute 
intervals.  This  a simple  test  which 
can  be  carried  out  in  almost  any  physi- 
cian’s office.  In  other  words,  achlorhydria 
or  hypochlorhydria  in  a patient  45  years 
or  over  suggests  the  necessity  of  an  x-ray 
examination  of  the  stomach. 

The  frequency  of  rectal  polyps  is  so 
great  that  every  patient  of  45  years  or 
more  should  be  proctoscoped.  We  have 
been  employing  occult  blood  in  the  stool 
as  a screening  test  to  indicate  which  pa- 
tients should  have  a barium  enema.  If 
after  a meat-free  diet  of  3 days,  during 
which  time  the  patient  rinses  his  mouth 
out  but  does  not  brush  his  teeth,  the 
Guiac  test  is  positive  for  blood  in  the 
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stool,  the  patient  is  submitted  to  an  air- 
contrast  barium  study  of  the  colon.  This 
also  is  a test  which  can  be  carried  out  in 
the  physician’s  office  to  determine  whe- 
ther further  studies  are  in  order.  Several 
colic  polyps  as  well  as  cancers  have  been 
detected  after  following  out  this  routine 
in  our  clinic.  There  obviously  is  great 
need  of  better  coordinated  cooperative  ef- 
forts on  the  part  of  physicians  and 
specialists  in  the  management  of  the  im- 
portant problem  of  earlier  recognition  of 
cancer. 


PATIENTS!  SHOULD  BE  TOLD  THEY 
HAVE  CANCER 

Much  emphasis  is  being  lent  to  wider 
dissemination  of  our  knowledge  concern- 
ing cancer  to  lay  groups,  particularly  by 
the  American  Cancer  Society.  In  many 
areas,  (Maine,  New  York,  Ohio  and  Idaho), 
cancer  education  is  being  taught  in  the 
elementary  schools  at  or  below  the  High 
School  level.  We  urge  attendance  of  per- 
sons above  45  years  of  age  to  Cancer  De- 
tection Centers.  And  until  we  have  spe- 
cific biologic  tests  for  cancer,  the  laborious 
effort  of  the  Cancer  Detection  Center  ap- 
pears to  be  the  most  promising  manner 
by  which  silent  cancers  may  be  found  be- 
fore symptoms  occur.  It  is  apparent  from 
what  I have  said  above  that,  this  activity, 
in  our  experience  at  any  rate,  is  justifying 
itself.  With  the  helpful  cooperation  of  the 
Medical  School,  the  Council  of  the  Minne- 
sota State  Medical  Society  and  the  Min- 
nesota Division  of  the  American  Cancer 
Society,  our  Cancer  Detection  Center  is 
operating  as  an  experimental  pilot  test 
plant  to  determine  whether  this  type  of 
effort  is  worthwhile.  Employment  of  the 
screening  tests  outlined  above  for  alimen- 
tary tract  cancer  affords  some  indication 


of  what  patients  should  be  submitted  to 
special  x-ray  examinations. 

If  cancer  is  found  in  patients  going 
through  such  a Clinic,  are  they  to  be  told? 
The  answer  is  self-evident : of  course,  they 
must  be  told.  It  seems  strange  indeed 
there  should  be  any  question  about  it.  Yet, 
a number  of  physicians  fail  to  tell  their 
patients  they  have  cancer.  How  can  we 
justify  to  ourselves  all  this  talk  of  more  lay 
education  concerning  cancer  and  then  fail 
to  inform  patients  they  have  cancer  when 
we  find  it?  Obviously  that  position  is  ab- 
surd. Moreover,  most  of  our  patients 
somehow  or  another  learn  they  have  can- 
cer. The  very  evasiveness  of  the  physician 
makes  them  mistrust  him  and  affords 
them  occasion  to  believe  the  worst.  If 
a patient  has  any  other  disease  we  tell 
him;  why  try  to  keep  this  information 
from  the  patient  when  he  has  cancer? 
Some  patients  merely  cooperate  in  the 
conspiracy  and  are  careful  not  to  let  the 
physician  know  that,  they  know  they  have 
cancer.  Many  times,  it  is  the  patient’s 
family  that  insists  that  the  patient  should 
not  be  told. 

I follow  the  practice  regularly  of  tel- 
ling the  patient.  It  is,  I am  sure,  the  wisest 
policy  and  makes  for  better  understand- 
ing.  If  the  cancer  is  early  and  the  opera- 
tion cures  him  permanently  a militant 
spokesman  for  earlier  diagnosis  and 
treatment  of  cancer  is  won  over;  if  the 
lesion  is  late,  the  patient  is  grateful  to  be 
told.  All  of  us  eventually  have  to  consider 
taking  a peek  into  eternity.  The  relatives 
of  a patient  with  late  cancer  oftentimes 
are  not  willing  to  go  through  the  patient’s 
Gethsemane  with  him  and  hence  urge  not 
telling  him  such  that,  life  may  go  on  as 
usual  for  a bit  longer. 

Yes,  the  problem  of  cancer  is  bewilder- 
ing but  this  strange  and  inconsistent  man- 
ner of  dealing  with  an  important  asi)ect 
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of  the  problem  by  the  physician  suggests 
definitely  a fearful  and  anxious  concern 
which  in  turn  engenders  more  fear  in  the 
patient’s  mind  than  if  he  were  told  the 
thruth.  Misrepresentation  may  be  con- 
strued legally  to  constitute  fraud.  Evasive 
insincerity  is  less  blameless  in  a physician 
and  when  does  a man  yearn  more  for  .sin- 
cerity than  when  he  is  ill?  And  in  wliom 
will  a man  scorn  faithlessness  more  than 
in  his  physician? 

SUMMARY 

Cancer  is  frequent.  One  in  8 deaths 
is  owing  to  cancer.  When  greater  empha- 
sis is  lent  early  diagnosis,  cures  from  can- 
cer will  multiply.  Cancer  is  curable  wlien 
the  lesion  is  local.  Lymph  node  metastases 
diminish  considerably  the  chance  of  c^are 
in  any  cancer. 

Alimentary  tract  cancers  are  responsi- 
ble for  approximately  50  per  cent  of  all 
deaths  from  cancer,  and  primarily  becau- 
se these  cancers  are  silent.  When  they 
begin  to  cause  symptoms,  the  cancer  al- 
ready has  been  there  probably  15  to  20 
months. 

The  only  manner  in  which  cancer  can 
be  detected  in  its  early  stages  consistently 
is  to  submit  persons  in  the  cancer  age  (45 
years  and  over)  to  careful,  periodic  exa- 
minations. Until  specific  biologic  tests 
become  available,  periodic  attendance  of 
persons  in  the  cancer  age  upon  Cancer 
Detection  Centers  is  the  only  means  by 
which  the  objective  of  earlier  detection  of 
cancer  can  be  achieved.  The  development 
of  screening  tests  which  can  be  performed 
in  the  physician’s  office  will  help  to 
determine  which  patients  should  have 
special  x-ray  or  other  examinations.  A 
better  coordinated  cooperative  program 
between  physicians  and  specialists  is  in 
the  public  interest  in  cancer  detection, 


Cancer  of  the  colon  and  rectum  since 
1944  is  the  leading  cause  of  death 
amongst  cancer  sufferers.  If  during  the 
next  few  years  as  much  emphasis  is  lent 
the  early  diagnosis  of  cancer  of  the 
rectum  and  colon  as  surgeons  have  devoted 
to  its  therapy,  a terrific  impact  upon  the 
problem  will  result.  This  should  be  one  of 
the  most  curable  of  cancers. 

Inasmuch  as  the  cure  rate  is  so  much 
poorer  in  patients  exhibiting  lymph  node 
metastases  at  the  time  of  operation,  it  is 
suggested  that,  re-entry  of  the  abdomen 
after  a period  of  3 to  4 months  to  do  a 
“wiping-up”  operation  may  result  in  addi- 
tional salvage  of  life  in  the  Dukes’  Group 
C cases. 

Inasmuch  as  polyps  are  frequently  tlie 
antecedents  of  cancer  in  both  the  rectum 
and  the  colon,  and  because  such  polyps  are 
frequently  multiple,  or  because  additional 
polyps  may  make  their  appearance  shortly 
after  operation  was  undertaken,  it  would 
appear  justifiable  to  assume  a more  radical 
attitude  with  reference  to  the  extent  of  the 
operation.  In  this  clinic,  for  cancers 
situated  between  the  hepatic  flexure  and 
the  lower  segment  of  the  sigmoid,  a vir- 
tual complete  colectomy  has  been  carried 
out  as  the  operation  of  choice,  anasto- 
mosing the  terminal  ileum  to  the  ileac 
colon  at  or  just  above  the  sacral  promon- 
tory approximately  20  cms.  above  the 
anus.  Cancers  of  the  cecum  are  not 
amenable  to  this  type  of  management 
because  of  the  necessity  of  excising  a 
goodly  segment  of  the  ileum  to  remove 
the  lymphatic  drainage  area  of  the  cecum. 
A fairly  complete  colectomy  may  be  done 
without  inducing  persistent  diarrhea,  if 
it  is  not  necessary  to  excise  any  ileum  and 
if  5-7  cms,  of  colon  remains  above  the 
rectum. 

Hemorrhage  is  usually  the  first  sign 
of  rectal  and  colic  cancers.  Obstruction 
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is  the  most  dangerous  complication  of 
colic  cancers.  For  typical  acute  obstruc- 
toins  with  great  distention,  transverse  co- 
lostomy is  the  operation  of  choice.  For 
lesser  distentions  and  subacute  obstruc- 
tions well  above  the  sacral  promontory, 
complete  primary  colectomy  anastomosing 
the  ileum  to  the  ileac  colon  may  be  done. 

It  is  a mistake  not  to  tell  patients  they 
have  cancer. 

RESUMEN 

El  cáncer  es  una  enfermedad  frecuen- 
te. Una  de  cada  ocho  muertes  se  debe  al 
cáncer.  Cuando  se  le  dé  mayor  énfasis  a 
un  diagnóstico  precoz  las  curaciones  ha- 
brán de  multiplicarse.  El  cáncer  es  cura- 
ble cuando  la  lesión  es  todavía  local.  Las 
metástasis  a los  nódulcs  linfáticos  dismi- 
nuye considerablemente  la  oportunidad  de 
curación. 

Los  cánceres  del  trayecto  alimenticio 
son  responsables  de  aproximadamente  el 
50%  de  todas  las  muertes  por  cáncer, 
principalmente  porque  estos  cánceres  son 
silenciosos.  Cuando  ellos  empiezan  a mos- 
trar síntomas  el  cáncer  probablemente  ha 
estado  ahí  por  15  o 20  meses.  La  única 
forma  en  que  el  cáncer  puede  descubrirse 
en  sus  períodos  precoces  consiste  en  some- 
ter todas  las  personas  de  más  de  45  años 
de  edad  a exámenes  periódicos  cuidadosos. 
Hasta  tanto  tengamos  a nuestra  disposi- 
ción pruebas  biológicas  específicas,  la 
asistencia  periódica  de  las  personas  en  la 
edad  del  cáncer  a los  centros  de  diagnós- 
tico es  la  única  manera  por  la  cual  el  diag- 
nóstico temprano  del  cáncer  puede  llevar- 
se a efecto.  El  desarrollo  de  exámenes  de 
depuración  (screening  tests)  que  puedan 
ser  llevados  a efecto  en  la  oficina  del  mé- 
cc  ayudará  a determinar  cuáles  pacientes 
deben  ser  sometidos  a exámenes  speciales 
o exámenes  por  rayos  X.  Un  mejor  y más 
coordinado  programa  cooperativo  entre  el 


médico  y el  especialista  ayudará  a levan- 
tar el  interés  en  el  diagnóstico  del  cáncer. 

Desde  el  año  1944  el  cáncer  del  colon 
y el  recto  es  la  principal  causa  de  muerte 
entre  las  personas  que  padecen  de  cáncer. 
Si  durante  los  próximos  años  se  le  diera 
tanto  énfasis  al  diagnóstico  temprano  del 
cáncer  del  recto  y del  colon  como  los  ciru- 
janos han  puesto  en  su  tratamiento,  indu- 
dablemente ello  resultaría  en  un  gran  pro- 
greso hacía  la  solución  del  problema.  Este 
debería  ser  el  más  curable  de  todos  los 
cánceres. 

Toda  vez  que  los  resultados  quirúrgi- 
cos son  más  pobres  en  aquellos  pacientes 
que  tienen  ya  metástasis  en  los  nódulos 
linfáticos,  se  sugiere  que  se  vuelva  a prac- 
ticar una  laparotomía  3 ó 4 meses  después 
de  la  operación  original,  para  llevar  a efec- 
to una  limpieza  general  de  los  ganglios 
afectados.  Esto  aumentaría  el  número  de 
vidas  salvadas  en  el  grupo  conocido  como 
‘Dukes’  Group  C’. 

Siendo  los  pólipos  con  frecuencia  pre- 
cursores del  cáncer  tanto  en  el  recto  como 
en  el  colon,  y debido  a que  estos  son  fre- 
cuentemente múltiples,  y además  porque 
podrían  aparecer  pólipos  adicionales  poco 
después  de  la  intervención  quirúrgica,  pa- 
recería justificado  el  asumir  una  actitud 
más  radical  en  relación  con  la  operación. 
En  esta  clínica  llevamos  a efecto,  preferi- 
blemente, una  colectomía  total  anastomo- 
sando  el  ilio  terminal  al  colon  ilíaco  al  ni- 
vel o cerca  del  promontorio  sacral,  aproxi- 
madamente 20  cm.  por  encima  del  ano, 
para  cánceres  situados  entre  la  flexura  he- 
pática y el  segmento  más  bajo  del  sig- 
moide.  Los  cánceres  del  ciego  no  respon- 
den a este  tipo  de  tratamiento  debido  a la 
necesidad  de  remover  un  gran  segmento 
del  íleon  para  llevarse  en  él  todo  el  área 
de  drenaje  linfático  del  ciego.  Una  colec- 
tomía casi  completa  puede  ser  practicada 
siempre  que  no  sea  necesario  remover  nin- 


CANCER  OF  THE  COLON  AND  RECTUM  — WANGENSTEEN 


259 


guna  parte  del  íleon  y siempre  que  no  me- 
nos de  5 a 7 cm.  del  colon  quede  intocado 
sobre  el  recto. 

La  hemorragia  es  usualmente  el  pri- 
mer signo  de  cánceres  del  recto  y del  co- 
lon. La  obstrucción  es  la  complicación  más 
peligrosa  de  cánceres  colónicos.  Una  co- 
lostomía  transversa  es  la  operación  de 
elección  cuando  existen  obstrucciones  agu- 
das típicas  acompañadas  por  gran  disten- 
sión. En  casos  de  obstrucciones  subagudas 
con  menos  distensión  por  encima  del  pro- 
montorio del  sacro  se  puede  practicar  una 
colectomía  primaria  total  anastomosando 
el  íleon  al  colon  ilíaco. 

Es  un  error  no  decirle  al  enfermo  que 
padece  de  cáncer. 
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COMBINATION  PNEUMOTHORAX-PNEUMOPERITONEUM 

JOSE  LyiS. PORRATA  ARMSTRONG,  M.D.* 

j ( i.  ' .j.. 


The  conception  that  in  the  treatment 
of  pulmonary  tuberculosis,  the  beneficial 
effect  of ' mechanical  measures,  such  as 
artificiar  pneumothorax,  phrenic  nerve 
paralysis,  -and- 'pneumoperitoneum  is  at- 
tributable mainly  to  this  immobilization 
effect  must  be  revised.  It  is  well  known 
that  there  exists,  under  normal  physiolo- 
gical conditions,  a negative  manometric 
pressure  in  both  the  intrapleural  and  sub- 
diaphragmatic  spaces.  It  is  postulated 
furthermore,  that  this.,negative„  pressure 
exerts  a stretching  effect  on  the  lung 
parenchyma  w'hich  is  continually  main- 
tained in  a tensile  state.  This  is  conse- 
quently poorly  conducive  to,  fhe  healing 
of  tuberculous  lesions  and  in  particular 
tuberculous  cavities^  If  this  is  so,  it  is 
only  through  a less  negative  intrapleural 
and  subdiaphragmatic  pressures  that  pul- 
monary relaxation  can  be  obtained^ ; and 
pulmonary  relaxation  is  known  to  be  suf- 
ficient to  improve  the  resistance,  defense, 
and  repair  capacity  of  the  lung  and  thus, 
it  is  capable  of  bringing  about  a condition 
which  is  favorable  to  the  healing  process 
of  tuberculous  lesions.  Adequate  apico- 
basal  relaxation  of  the  lung  may  lead  to 
the  healing  of  cavities  in  any  part  of  this 
organ,  inclusive  the  apex,  either  by  me- 
chanical occlusion  or  by  producing  a peri- 
focal atelectasis  that,  in  turn,  has  the  po- 
tentiality of  inducing  healing. 

Two  well  known  methods  conducive  to 
pulmonary  relaxation  are  in  vogue  in  the 
treatment  of  tuberculous  cavities,  namely, 
artificial  pneumothorax  and  pneumo- 
peritoneum. Both  have  been  used  along 

♦ From  the  Medical  Service,  Clínica  Eugenio  Fer- 
nández-García,  Hato  Rey,  P.  R. 


with  lOKcellent  results  depending  on  ade- 
quate indications^  Uowever,  combination 
pneumothorax-pneumoperitoneum  in^  the 
treatment  of  pulmonary  tuberculosis  has 
been  sadly  omitted  in  the  medical  literatu- 
re.   . . . - . j j ' ' 

It  is  with  this  in  jñiind  jthat  this  work 
has  been  carried  on.  ^ 

j j 

INDICATIONS  , 

Since  the  therapy  of  pulmonary  tuber- 
culosis is  directed  mainly  to  the  treatment 
of  tuberculous  cavities,  it  is  well  to  assay 
cavities  on  the  basis  of  Pinner’s^  clas- 
sification. We  cannot  use  known  methods 
of  cavitary  treatment  without  assurance 
that  here  will  be  a known  possibility  of 
success.  Therefore,- it  is  welP  to  briefly 
discuss  this  classification. 

Pinner  classified  as  type  I a cavity 
that  is  simply  a loss  of  tissue  in  a caseated 
area  and  appears  in  the  roentgenogram 
as  moth-eaten  areas  of  decreased  density 
surrounded  by  dense  infiltration.  He 
stated  that  there  is  some  evidence  that 
this  type  of  lesion  may  heal  under  relaxa- 
tion therapy  partly  by  absorption  but 
chiefly  by  fibrotic  organization.  The  type 
II  cavity  appears  in  the  roentgenogram 
as  round  or  oval  structures  with  a dis- 
tinct, thin  ring-like  wall,  which  are  fre- 
quently isolated  and  not  surrounded  by 
other  tuberculous  lesions.  Because  the 
cavity  wall  consists  of  thin  connective  tis- 
sue which  is  covered  on  its  inner  surface 
by  a layer  of  necrotic  tissue  and  is  sur- 
rounded on  its  outer  surface  by  emphyse- 
matous normal  lung,  this  type  readily 
yields  to  pulmonary  relaxation  therapy. 
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The  type  HI  is  characterized  by  heavy 
fibrotic  wall  which  is  usually  stiff  and 
hard,  and  consequently  is  not  liable  to 
close  under  the  effect  of  relaxation  or 
collapsotherapeutic  measures. 

We  may  now  postulate  the  following 
indications  for  the  combined  pneumotho- 
rax-pneumoperitoneum therapy  of  pulmo- 
nary tuberculosis. 

(1)  Tuberculous  cavities  maintained 
under  apico-basal  tension,  i.  e,  adherent 
8pex  and  diaphragmatic  pull  following 
artificial  pneumothorax.  (Group  I). 

(2)  Tuberculous  cavities  which  fol- 
lowing artificial  pneumothorax,  localize  in 
or  near  the  mediastinal  borders  and  which 
remain  patent.  (Group  II). 

(3)  The  possibility  of  altering  the  pa- 
tency of  a draining  bronchus  through  the 
abandonment  of  an  existing  pneumotho- 
rax concomitant  with  the  establishment  of 
an  artificial  pneumoperitoneum.  Vómicas 
tend  to  close  following  closure  of  an 
opened  draining  bronchus.  (Group  III). 

(4)  Apical  cavity  with  similar  con- 
tralateral basal  lesion. 

(5)  Heavy  hemoptysis  uncontrolled 
by  an  existing  pneumothorax.” 

(6)  Combined  pneumothorax  - pneu 
moperitoneum  therapy  is  used  in  patients 
Vv^ith  pulmonary  tubeiculosis  complicated 
by  specific  intestinal  involvement. 

PRESENTATION  OF  CASES 

Out  of  seventeen  cases  which  comprise 
this  group  five  will  now  be  presented  to 
illucidate  pertinent  problems. 

CASE  I J.  C. 

1.  Initial  left  pneumothorax  for  upper 

lobe  cavitary  disease. 

2.  Result  — 50'/(  pneumothorax  with  an 

adherent  apex. 


3.  Course  — elevated  gaffky  count  with 
frequent  hemoptysis. 

4.  Pneumoperitoneum  established.  Pneu- 
mothorax maintained. 

5.  Hemoptysis  stopped.  Sputa  and  gas- 
tric contents  consistently  negative. 


CASE  I — j.  c. 


CASE  II  T.  DE.  J. 

1.  Initial  right  pneumothorax  for  upper 
lobe  cavitary  disease. 

2.  Result  — 409f  pneumothorax  with  ad- 
herent apex. 

3.  Course  — elevated  gaffky  count  as- 
sociated with  much  cough  and  expec- 
toration. 

4.  Pneumoperitoneum  established.  Pneu- 
mothorax maintained. 
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5.  Cough  and  expectoration  gradually 
disappeared. 

Sputa,  gastric  and  bronchial  washings 
negative  for  acid  fast  bacilli. 


and  finally  disappeared.  Cavitary  clo- 
sure with  negative  laboratory  results. 


CASE  II 


CASE  l\ 


W.  M.  F. 


CASE  III  J.  R. 

1.  Initial  right  pneumothorax  for  upper 
lobe  cavitary  disease. 

2.  Result  - 45'/,  pneumothorax  with  a 
patent  paramediastinal  cavity. 

3.  Course  - elevated  temperature,  mode- 
rate cough  and  expectoration,  high 
gaffky  count. 

4.  Pneumoperitoneum  established.  - Pneu- 
mothorax maintained. 

5.  Sym.ptomatology  gradually  improved 


1.  Initial  left  pneumothorax  for  upp,.r  lobe 
cavitary  disease. 

2.  Result  - 50'/  pneumothorax  with  a pa- 
tent para-mediastinal  cavity.  Pleural 
effusion  complicates  pneumothorax. 

3.  Course  - persistent  positive  sputa. 

4.  Pneumoperitoneum  established.  Pneu- 
mothorax maintained. 

5.  Cavity  closes  by  roentgen  view.  Sputa 
remains  positive,  at  a lower  gaffky 
count,  because  of  a contralateral  cavity 
resulting  from  bronchial  spread  of  a 
previously  opened  lesion. 
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CASE  IV  — W.  M.  F.  ( 


CASE  V — I.  C. 

RESULTS 


CASE  V I.  C. 

1.  Initial  right  pneumothorax  for  upper 

; lobe  cavitary  lesion. 

2.  Results  - 40'/  pneumothorax.  Cavitary 
lesion  unchanged. 

I 

3.  Course  - persistent  positive  sputa. 

4.  Concomitant  establishment  and  aban- 
donment of  an  artificial  pneumoperi- 

toneum and  pneumothorax,  respect- 
ively. 

5.  Cavity  closes  through  an  atelectatic 
I process.  Sputa,  gastric  and  bronchial 

washings  consistently  negative. 


Out  of  seventeen  selected  cases  com- 
prising our  three  main  groups,  nine  have 
converted  their  sputum.  Five  continued 
positive,  although  with  a lower  gaffky 
count.  We  catalogued  these  as  improved. 
One,  pertaining  to  group  III,  shows  evi- 
dence of  upper  lobe  atelectasis,  but  still 
maintains  a high  gaffky  count.  Bronchos- 
copic  view  demonstrated  tuberculous  gra- 
nulations of  the  main  bronchus  draining 
diseased  area.  Another  patient  presented  a 
check  - valve  cavity  following  which  both 
procedures  were  abandoned  in  favor  of 
surgery,  possibly  pneumonectomy.  Bron- 
choscopy showed  a stenosed  bronchus.  And 
finally  our  last  case  abandoned  treatment 
voluntarily  while  still  positive. 
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Tabulation  on 

the  basis  of 

our  three  main 

groups  is  as 

follows : 

Adherent 

Apex 

Para-Medias- 
tinal Cavity 

Pneumothorax 

Abandoned 

Pneumoperito- 
neum Establish- 
ed Concomitantly 

Gaffky  Count 

Before  Treat. 

Gaffky  Count 

After  Treatment 

1. 

J.  C. 

X 

VI 

NEGATIVE 

2. 

T.  J. 

X 

1 VII 

NEGATIVE 

3. 

J.  R. 

X 

III 

NEGATIVE 

4. 

W.  F. 

IV 

II 

5. 

I.  C. 

X 

IV 

NEGATIVE 

6. 

P.  G. 

X 

VIII 

NEGATIVE 

7. 

G.  F. 

1 

X 

IV 

VII 

8. 

S.  R. 

1 

1 

1 

X 

V 

II 

9. 

I.  0. 

1 

X 

1 III 

NEGATIVE 

10. 

D.  R. 

1 

X 

i V 

NEGATIVE 

11. 

J.  R. 

X 

VI 

NEGATIVE 

12. 

M.  R. 

X 

1 III 

IV 

13. 

N.  0. 

X 

V 

I 

14. 

P.  A. 

X 

. 

III 

II 

15. 

R.  P. 

X 

V 

NEGATIVE 

16. 

A.  G. 

X 

VI 

II 

17. 

J.  0. 

X 

IV 

IV 

DISCUSSION 

It  has  been  argued  that  pulmonary  re- 
laxation and  not  immobilization  is  the  es- 
sential factor  in  the  beneficial  effects  pro- 
duced by  collapsotherapeutic  measures. 


Notwithstanding  which  of  the  two  is  cor- 
rect, the  result,  namely,  the  healing  of 
cavities  is  produced  by  either  mechanical 
occlusion  of  its  draining  bronchus  or/and 
by  a perifocal  atelectasis.  Occlusion  of  a 
draining  bronchus  produces  intracavitary 
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atelectasis,  absorption  of  its  necrotic  con- 
tents and  finally,  fibrotic  organization. 
Perifocal  or  pericavitary  atelectasis 
results  in  cavitary  wall  collapse  and 
is  necessarilly  followed  by  hypertrophy 
or  emphysema  of  the  surrounding  pa- 
renchyma. Hence,  when  one  uses  arti- 
ficial pneumothorax  or  pneumoperitoneum 
we  are  aiming  at  pulmonary  relaxation 
which  in  turn  will  induce  perifocal  atelec- 
tasis or  mechanical  occlusion  of  its  drain- 
ing bronchus.  Thus,  in  using  combination 
pneumothorax-pneumoperitoneum  we  aim 
at  augmenting  the  possibility  of  attaining 
those  effects  through  a “two  - way”  di- 
rectional relaxing  effort.  If  we  can  relax 
the  lung  parenchyma  from  two  instead  of 
one  direction  it  is  possible  that  we  may  at- 
tain a bronchial  kink  that  otherwise  would 
be  impossible  by  using  artificial  pneumo- 
thorax or  pneumoperitoneum  alone.  Com- 
bination of  these  two  relaxing  methods 
has  attained  in  these  cases  that  which 
one  sole  procedure  could  not  accomplished 
per  se. 

Specifically,  we  have  seen  that  tuber- 
culous cavities  maintained  under  apico- 
basal  tension  following  pneumothorax  will 
close  through  the  added  relaxing  effect 
produced  by  a superimposed  pneumoperi- 
toneum. (Cases  1 and  2)  We  have  again 
experienced  that  tuberculous  cavities, 
which  following  artificial  pneumothorax 
localize  in  or  near  the  mediastinal  borders 
and  which  remain  patent,  obliterate  fol- 
lowing an  initial  pneumoperitoneum. 
(Cases  3 and  4.)  And  finally  we  have  re- 
joiced visualizing  how,  through  the  aban- 
donment of  an  existing  pneumothorax 
with  the  concomitant  establishment  of  a 
pneumoperitoneum,  that  is,  through  the 
balance  of  existing  opposing  relaxing  ef- 


forts, tuberculous  cavities  have  disap- 
peared by  atelectasis  resulting  from  an 
occluded  draining  bronchus. 

It  is  fair  to  state,  therefore,  that  if 
artificial  pneumothorax  fails  to  obliterate 
a tuberculous  vomica,  therapeutic  pneu- 
moperitoneum should  be  established  as  a 
concomitant  adjunct  in  the  treatment  of 
such  lesions.  Properly  selected  cases,  ac- 
cording to  our  three  main  indications  of 
combined  treatment  should  have  a better 
than  even  opportunity  to  convert  their 
sputa,  our  final  therapeutic  aim. 

SUMMARY  AND  CONCLUSION 

1.  Adequate  apico-basal  relaxation  of  the 
lung  parenchyma  may  lead  to  the 
healing  of  cavities  in  any  part  of  this 
organ. 

2.  Combination  pneumothorax-pneumo- 
peritoneum in  the  therapy  of  tuber- 
culous cavities  has  been  sadly  omit- 
ted from  the  medical  literature. 

3.  Three  main  indications  in  this  com- 
bined therapy  are  presented ; and  case 
results  are  catalogued  and  evaluated 
on  the  bases  of  these  groups. 

4.  Nine  out  of  seventeen  cases  converted 
their  sputum.  Five  improved,  although 
remained  with  a positive  but  lower 
gaffky  count.  Three  remained  un- 
changed. 

5.  Properly  selected  cases  will  have  a 
better  than  even  opportunity  to  con- 
vert their  sputum. 
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COMMON  PAIN  SYNDROMES  OF  THE  UPPER  MUSCULATURE 

FREQUENCY  AND  RELATION  TO  OCCUPATION  AND  AGE  OF  PATIENT,  AND 
TO  AGE,  NATURE  AND  SITE  OF  VARIOUS  LESIONS 

SALVADOR  ARANA  SOTO,  M.S.,  M.D. 

Santurce,  P.  R. 


Six  hundred  patients  were  examined 
for  pain  in  the  following  six  sites:  both 
upper  trapezii,  tendons  of  the  long  head 
of  both  biceps,  the  region  about  the  sixth 
and  seventh  cervical  vertebrae  and  the 
first  and  second  dorsal  vertebrae,  the  low- 
er angles  of  both  trapezii,  the  region  im- 
mediately below  the  lower  angles  of  both 
scapulas  and  the  region  exactly  beside  the 
inner  edge  of  the  scapulas,  on  a line  with 
the  spine  of  that  bone  when  it  is  moved 
forward  and  laterally,  which  I shall  call, 
for  convenience,  Moseley’s  point.  The  lat- 
ter four  painful  regions  are  the  site  of  so 
many  syndromes,  a short  description  of 
which  may  be  found  in  Moseley’s  book.* 
Painful  trapezii  constitute  a common  syn- 
drome, about  the  cause  of  which  there  are 
so  far  only  vague  general  impressions. 
The  tendons  of  the  long  heads  of  the  bi- 
ceps were  included  in  this  study  because, 
besides  their  role  in  the  bicipital  syndrome 
and  frozen  shoulder,  it  was  thought  that 
they  might  be  painful  more  often  than  is 
generally  believed,  especially  in  patients 
with  traumatic  injuries  around  the  should- 
er and  of  the  upper  extremity. 

The  study  was  made  in  order  to  de- 
termine the  relative  frequency  of  each 
of  these  syndromes,  their  predominance 
on  the  right  or  the  left  side,  their  relation 
to  occupation,  to  the  age  of  the  patient, 
and  to  the  age  of  the  lesion,  and  the 
nature  and  location  of  the  lesions. 


* Moseley,  H.  F.  - Shoulder  Lesions,  Charles  C. 
Thomas,  1945, 


More  than  400  of  the  patients  studied 
were  laborers,  with  a wide  variety  of  trau- 
matic lesions.  I examined,  also,  all  the 
clerks  and  occupational  and  physical 
therapists  from  our  Department  of  Phy- 
sical Rehabilitation  and  about  75  private 
patients,  most  of  whom  had  ulcers  of  the 
leg,  and  were  of  the  housewife  class. 

The  examination  was  conducted  as  fol- 
lows: the  patient  with  bare  back  sat  on  a 
stool  with  the  upper  extremities  in  ana- 
tomic position;  the  operator,  behind  him, 
palpated  with  both  hands  simultaneously, 
applying  firm  pressure.  In  examination  of 
the  trapezii,  these  were  pinched  or  sque- 
ezed between  the  thumb  and  the  index 
finger.  In  order  to  examine  the  points 
under  the  inner  angles  of  the  scapulas, 
the  patient  was  made  to  cross  the  arms 
over  his  chest  or  to  bend  forward.  With 
some  experience  it  is  easy  to  distinguish 
real  pain  or  tenderness  from  ticklishness 
and  from  other  more  indefinite  sensations. 
Generally,  pain  or  tenderness  is  felt  as 
such,  but  it  is  necessary  in  many  cases 
not  to  admit  the  first  answer  and  to  ask 
the  patient  to  explain  clearly  whether  or 
not  there  is  pain  or  tenderness  on  pres- 
sure. 

The  patient’s  name,  age  and  occupation 
and  data  concerning  the  lesion,  including 
the  site,  nature  and  age  of  the  lesion,  were 
noted,  as  well  as  which  side  was  more 
painful  when  pain  was  bilateral.  All  the 
tables  included  herein  list  for  each  syn- 
drome, the  total  number  of  cases  in  which 
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each  side  was  painful  and  the  percentage 
of  cases  with  pain  (frequency) , which  was 
found  by  averaging  the  last  two  figures 
and  dividing  that  sum  by  the  number  of 
cases.  In  order  to  make  them  easier  to 
read,  only  tables  I and  II  list  the  number 
of  cases  in  which  pain  was  bilateral,  which 
side  was  more  painful,  and  the  number  of 
cases  in  which  only  one  side  was  affected. 

RELATIVE  FREQUENCY  OF  PAIN  AND 
PREDOMINANCE  ON  ONE  SIDE 

In  order  to  determine  the  relative  fre- 
quency and  predominance  on  one  side  or 


the  other  of  the  different  pain  syndromes, 
two  groups  of  patients  were  examined. 
The  first  group  is  called  the  “housewife 
class”,  because  the  patients  did  not  use 
any  muscular  group  especially — they  tend- 
ed to  live  a rather  sedentary  life  and  were 
relatively  well  fed.  It  included  private  pa- 
tients of  both  sexes  with  ulcers  of  the  leg 
or  lesions  that  are  supposed  not  to  have 
a bearing  on  painful  syndromes  of  the 
upper  part  of  the  body.  Occupational 
therapists  were  included  in  this  group,  be- 
cause in  their  work  no  especial  use  is 
made  of  a particular  muscular  group.  The 
other  group  included  100  industrial  cases 


TABLE 

I - HOUSEWIFE 

CLASS 

(81  Cases) 

Biceps 

Cervico- 

Do  rsal 

Re  g'jon 

Upper 

Trapezii 

Angle  of 

The 

Scapulas 

Lower 

Trapezii 

Moseley’s 

Point 

R L 

R L 

R 

L 

R L 

R 

L 

R L 

Both  sides 

27 

1 

68 

0 

5 

14 

Predominant  one  side 

9 1 

0 1 

26 

6 

0 0 

1 

1 

2 0 

One  side  only 

5 5 

0 0 

7 

0 

0 0 

1 

0 

12  2 

Total  for  each  side 

32  32 

1 2 

75 

68 

0 0 

6 

5 

26  16 

Percent  with  pain 

40% 

88% 

6.8% 

26% 

TABLE  II— 100  LABORERS  WITH  LESIONS  OF  LOWER  EXTREMITY 


Biceps 

Cervlco- 

Dorsal 

Region 

Upper 

Trapezii 

Angle  of 

The 

Scapulas 

Lower 

Trapezii 

Moseley’s 

Point 

R 

L 

R L 

R 

L 

R L 

R 

L 

R 

L 

Both  sides 

27 

0 

33 

1 

4 

7 

Predominant  one  side 

3 

2 

0 

14 

6 

0 0 

2 

2 

4 

1 

One  side  only 

8 

1 

0 

15 

3 

2 1 

2 

3 

13 

6 

Total  for  each  side 

20 

14 

0 

48 

36 

3 2 

6 

7 

20 

13 

Percent  with  pain 

17% 

42% 

2.5% 

6.5% 

16.5% 
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in  which  there  were  injuries  of  the  lower 
extremity  only.  These  two  groups  were 
taken  separately,  because,  due  to  the  dif- 
ferences in  occupation,  the  six  syndromes 
are  much  less  common  in  workers. 

Tables  I and  II  give  the  results  for 
these  two  groups. 

In  the  groups  in  which  both  sides  were 
painful  and  in  the  groups  in  which  one  or 
both  sides  were  painful.  Tables  I and  II 
establish  that  pain  was  experienced  in  the 
various  sites  in  the  following  order  of 
frequency  for  these  syndromes:  (1)  the 
upper  trapezii,  (2)  the  tendon  of  the  long 
head  of  the  biceps,  (3)  Moseley’s  point,  and 
(4)  the  lower  angle  of  the  trapezii.  The 
small  number  of  cases  in  which  there  was 
pain  in  the  cervicodorsal  region  or  below 
the  lower  angle  of  the  scapulas,  does  not 
justify  any  conclusion  as  to  which  of  the 
two  syndromes  is  more  frequent.  In  both 
tables  painful  upper  trapezii  are  shown  to 
have  been  at  least  twice  as  frequent  as 
painful  tendons  of  the  biceps  and  three 
times  as  common  as  pain  at  Moseley’s 
point.  All  six  syndromes  were  less  fre- 
quent in  laborers,  as  shown  in  Table  II. 

The  three  commonest  syndromes  were 
strongly  predominant  on  the  right  side, 
as  shown  by  totalling  and  comparing  the 
figures  for  pain  on  the  right  side  and  on 
the  left  side  in  the  cases  in  which  pain 
was  bilateral  but  stronger  on  one  side  or 
those  in  which  only  one  side  was  painful. 
One  interesting  point  is  that  in  both 
groups,  pain  at  Moseley’s  point  was  less 
frequently  bilateral  than  unilateral,  which 
would  suggest  a more  special  or  local  cause 
of  the  pain  rather  than  a postural  or  oc- 
cupational cause.  The  predominance  on 
the  right  side  in  the  three  least  frequent 
syndromes  was  slighter. 


RELATION  OF  PAIN  TO  AGE  OF  PATIENT 

In  order  to  determine  what  influence 
age  may  have  on  the  frequency  and  site 
of  these  six  painful  syndromes  of  the  mus- 
culature of  the  upper  part  of  the  body 
two  groups  of  patients  were  studied.  One 
included  about  400  laborers  with  a large 
variety  of  traumatic  lesions.  The  other 
group,  214  patients,  included  some  80  per- 
sons of  the  housewife  class,  16  physical 
therapists,  9 occupational  therapists,  36 
clerks  and  about  100  industrial  cases  in 
which  there  were  lesions  of  the  lower  ex- 
tremity. Tables  III  and  IV  show  the  re- 
sults. 

In  39  laborers,  none  of  whom  were 
over  19  years,  painful  trapezii  held  first 
place  in  frequency  as  in  every  other  group, 
followed  by  pain  at  Moseley’s  point.  Pain- 
ful biceps  tendons  were  third  in  frequency, 
and  pain  in  the  lower  trapezii  was  fourth. 
Such  was  also  the  case  for  age  groups  30 
to  40,  40  to  50,  and  50  to  60  of  the  laborers 
class.  Painful  biceps  tendons  were  second 
in  frequency  in  age  groups  20  to  30  and 
above  60.  Such  was  also  the  case  for  the 
subjects  for  whom  data  is  recorded  in 
Table  III,  except  that  pain  in  the  biceps 
was  also  second  in  the  50  to  60  age  group. 

RELATION  OF  PAIN  TO  CERTAIN 
OCCUPATIONS 

Table  V shows  the  results  obtained 
from  the  examination  of  a group  of  al- 
most 600  patients,  including  400  laborers, 
with  various  industrial  lesions,  most  of 
them  unskilled  laborers  in  the  sugar  cane 
fields,  80  of  the  housewife  class  previous- 
ly described,  38  clerks,  15  physical  thera- 
pists and  20  stevedores. 

In  all  five  groups,  except  in  the  steve- 
dores in  whom  pain  at  Moseley’s  point  was 
second  in  frequency,  the  sites  in  order  of 
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TABLE  III  - RELATION  TO  AGE  IN  214  NORMAL 

PEOPLE. 

Age 

No. 

Cervico- 

Angle  of 

Group 

OF 

Dorsal 

Upper 

THE 

Lower 

Moseley’s 

(yes.) 

Cases 

Biceps 

Region 

Trapezii 

Scapulas 

Trapezii 

Point 

R L 

R L 

R L 

R L 

R L 

R L 

23 

3 

49 

1 

9 

14 

20-29 

74 

28  24 

3 5 

58  50 

3 1 

11  9 

21  15 

35% 

5.4% 

73% 

2.7% 

13.5% 

24.3% 

5 

28 

2 

4 

30-39 

56 

8 6 

1 0 

31  30 

2 2 

11  7 

12.5% 

54.5% 

3.5% 

16% 

4 

18 

1 

3 

40-49 

37 

5 5 

0 1 

22  18 

0 1 

2 1 

5 6 

13.5% 

54% 

14.8% 

11 

19 

2 

6 

50-59 

28 

18  ,12 

1 0 

25  19 

0 1 

2 3 

11  7 

53.5% 

79% 

9% 

32% 

abo\^ 

3 

10 

2 

60 

19 

3 3 

12  10 

0 1 

5 2 

15.8% 

58% 

18.4% 

TABLE 

IV  - RELATION  TO 

AGE  IN 

397  INJURED 

WORKMEN 

Age 

No. 

Cervico- 

Angle  of 

Group 

OF 

Dorsal 

Upper 

THE 

Lower 

Moseley’s 

(yes.) 

Cases 

Biceps 

Region 

Trapezii 

Scapulas 

Trapezii 

Point 

R L 

R L 

R L 

R L 

R L 

R L 

up  to 

3 

10 

1 

4 

19 

29 

4 4 

13  13 

3 1 

5 6 

13.8% 

44.8% 

6.9% 

18.9% 

17 

38 

2 

4 

10 

20-29 

132 

32  27 

3 2 

63  46 

5 3 

8 7 

30  14 

23.3% 

41.2% 

3% 

5.7% 

16.6% 

8 

1 

31 

1 

3 

8 

30-39 

102 

16  15 

6 1 

43  38 

3 2 

7 5 

21  17 

15.2% 

40.2% 

2% 

6% 

18.6% 

6 

2 

22 

2 

5 

7 

40-49 

78 

20  15 

3 6 

40  26 

3 4 

7 7 

16  14 

22.4% 

42.3% 

8.9% 

19.2% 

5 

12 

1 

5 

50-59 

40 

18  11 

2 0 

23  15 

4 4 

14  13 

36.3% 

47.5% 

10% 

33.8% 

above 

3 

1 

6 

1 

2 

60 

16 

6 4 

1 1 

9 6 

1 1 

0 1 

7 4 

31.3% 

6% 

47% 

6% 

34.4% 
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TABLE  V - 

RELATION 

TO  OCCUPATION  IN  543  CASES 

No. 

Cervico- 

Angle  op 

Occu- 

OF 

Dorsal 

Upper 

THE 

Lower 

Moseley’s 

PATioN  Cases 

Biceps 

Region 

Trapezii 

Scapulas 

Trapezii 

Point 

R L 

R L 

R L 

R L 

R L 

R L 

House- 

27 

1 

68 

5 

14 

wife 

80 

32  32 

1 1 

75  68 

6 5 

26  16 

40% 

88% 

6.8% 

26% 

Phys. 

Therapy 

6 

1 

14 

1 

3 

Techni- 

16 

8 6 

1 2 

15  14 

2 1 

3 5 

cians 

44% 

9% 

90% 

9% 

25% 

10 

1 

28 

2 

6 

Clerks 

38 

12  10 

1 1 

31  28 

2 2 

10  6 

30% 

2.6% 

77% 

5% 

21% 

Work- 

40 

5 

108 

5 

13 

34 

men 

389 

91  70 

17  10 

172  132 

11  10 

19  11 

88  76 

20.6% 

3.4% 

78% 

4% 

21% 

1 

6 

1 

Steve- 

20 

2 1 

0 1 

9 6 

2 1 

3 1 

dores 

7.5% 

37.5% 

7.5% 

frequency  of  the  different  syndromes  were 
as  follows:  upper  trapezii,  biceps  tendons, 
Moseley’s  point,  lower  trapezii,  and  cer- 
vicodorsal  region.  In  all  five  groups  the 
syndromes  were  predominant  on  the  right 
side.  This  was  especially  true  of  persons 
in  the  housewife  and  white  collar  classes, 
in  whom  pain  was  frequently  bilateral  and 
stronger  on  the  right  side. 

For  the  four  commonest  syndromes, 
the  frenquency,  by  occupation  was  as  fol- 
lows: physical  therapists,  housewives, 
clerks,  laborers  and  stevedores,  except 
that  pain  in  the  lower  trapezii  in  steve- 
dores was  fourth  in  frequency. 

All  evidence  points  to  the  fact  that 
muscular  exercise  protects  from  these 
common  pain  syndromes.  They  were  less 
common  in  laborers  with  lesions  of  the 
lower  extremity  than  in  members  of  the 


housewife  class.  They  were  also  less  fre- 
quent in  a large  group  of  laborers  with 
various  traumatic  lesions  of  all  sorts, 
though  there  would  tend  to  be  greater 
frequency  of  the  syndromes  with  such 
conditions,  and  they  were  still  less  fre- 
quent in  the  stevedores  whose  work  neces- 
sitates much  bodily  exercise. 

In  physical  therapists  pain  was  not 
only  more  frequent  and  more  intense  but 
also  the  predominance  on  the  right  side 
was  more  decided.  This  may  be  due  to  the 
fact  that  in  massage,  therapists  use  the 
right  side  more  than  the  left  and  bend  for- 
ward, holding  the  shoulder  girdle  forward 
and  downward.  In  the  sitting  position  the 
body  mechanics  of  the  therapists  was 
poor. 

Pain  in  the  upper  trapezius  is  general- 
ly regarded  as  the  result  of  poor  postural 
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tone  or  in  direct  relation  to  fatigue  pos- 
ture. After  studying  this  syndrome  in 
more  than  800  patients,  I have  the  im- 
pression that  muscular  exercise  is  the  best 
preventive  for  and  lack  of  muscular  exer- 
cise the  first  cause  of  this  condition.  Exer- 
cise probably  improves  posture  and  postu- 
ral tone  and  diminishes  fatigue;  it  im- 
proves nutrition  and  circulation,  but  it 
may  also  act  in  a purely  mechanical  way 
by  stretching  the  muscles  and  by  loosen- 
ing them  from  adjoining  structures.  In 
the  cases  of  the  other  syndromes,  such  as 
pain  at  Moseley’s  point  and  pain  below 
the  angle  of  the  scapulas,  thickening  of 
the  muscles  by  exercise  may  prevent  fric- 
tion of  the  fascia  against  hard  structures. 

RELATION  OF  PAIN  TO  AGE  OF  LESION 

The  400  industrial  cases  with  a large 
variety  of  lesions  were  classified,  by 
months,  according  to  the  age  of  the  lesion, 
in  four  groups.  Table  VI-A  shows  our  re- 


sults. Except  biceps  pain  which  register- 
ed a decrease  during  the  second  month 
and  Moseley’s  point  which  decreased  in 
frequency  during  the  second  and  third 
months,  all  the  others  showed  an  increase 
with  time.  Pain  of  the  tendon  of  the  long 
head  of  biceps  was  third  in  frequency  dur- 
ing the  first  two  months  and  second  after 
that ; the  cervicodorsal  syndrome  was 
fifth  during  the  same  time  but  fell  again 
to  last  place  after  that.  The  predominance 
of  the  syndromes  on  the  right  side  is  about 
as  marked  in  every  group. 

In  Table  VI-B  the  300  cases  in  which 
the  age  of  the  lesions  was  not  above  two 
months  were  arranged  in  weekly  age 
group  to  show  if  there  was  any  weekly 
change  in  the  ratios.  The  biceps  syndrome 
increased  during  the  first  three  weeks, 
then  decreased  until  the  8th  week.  Upper 
trapezius  pain  decreased  after  the  first 
week,  then  remained  constant  until  the 
8th  week  when  it  increased  together  with 


TABLE  VI-A  - RELATION  TO  AGE  OF  LESION  (About  394  cases) 


Age 

No. 

Cervico- 

Angle  of 

IN 

OF 

Dorsal 

Upper 

THE 

Lower 

Moseley’s 

Mos. 

Cases 

Biceps 

Region 

Trapezii 

Scapulas 

Trapezii 

Point 

R L 

R L 

R L 

R L 

R L 

R L 

20 

1 

55 

1 

5 

19 

1 

180 

35  30 

7 2 

71  61 

3 3 

8 9 

36  33 

18% 

2.5% 

36.6% 

1.66% 

4.7% 

19% 

7 

2 

25 

2 

3 

6 

2 

118 

20  16 

3 4 

49  35 

3 3 

8 7 

24  22 

15.2% 

3% 

35.6% 

2.5% 

6.4% 

19.5% 

6 

1 

15 

1 

2 

3 

3 

50 

18  10 

1 1 

26  18 

2 2 

8 3 

10  7 

28% 

2% 

44% 

4% 

11% 

17% 

Over 

7 

11 

1 

3 

6 

3 

46 

16  12 

3 1 

24  14 

3 2 

4 4 

14  10 

30.4% 

4.3% 

41.3% 

5.4% 

8.6% 

26.1% 

f 
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all  the  others.  During  the  first  two  weeks,  men  come  nearer  and  nearer  to  the  house- 
the  biceps  syndromes  was  only  third  in  wife  or  white  collar  class  because  their 
frequency  instead  of  second.  During  the  sedentary  life  has  time,  in  two  months,  to 
second  and  seventh  week  the  predomi-  show  its  effects,  especially  as  to  upper 
nance  of  the  lesions  to  one  side  or  the  trapezius  pain  which  seems  rather  inde- 
other  was  slight.  pendent  of  traumatic  lesions  of  the  distal 

The  fact  that  all  syndromes  increase  part  of  the  extremity  and  very  much  de- 
in frequency  during  the  eighth  week  may  pendent  on  time,  that  is,  on  sedentary 
be  due  to  the  fact  that,  with  rest,  work-  habits  and  lack  of  muscular  exercise. 

TABLE  VI-B.  - RELATION  TO  AGE  OF  LESION  (Arranged  by  weeks) 

(About  394  cases) 

Age 

No. 

Cervico- 

Angle  of 

IN 

OF 

Dorsal 

Upper 

THE 

Lower 

Moseley’s 

Weeks 

Cases 

Biceps 

Region 

Trapezii 

Scapulas 

Trapezii 

Point 

R L 

R L 

R L 

R L 

R L 

R L 

8 

1 

26 

3 

9 

1 

75 

10  11 

3 1 

34  27 

1 0 

3 3 

14  13 

14% 

2.66% 

40.6% 

4% 

18% 

4 

13 

1 

2 

4 , 

2 

53 

10  7 

0 1 

18  18 

2 2 

4 4 

11  10  . 

16% 

34% 

3.8% 

7.5% 

20%  Í 

4 

10 

3 

3 

.30 

10  7 

3 0 

10  10 

0 2 

6 7 

28.3% 

5% 

33.33% 

3.33% 

21.6%  1 

4 

6 

4 

22 

5 5 

1 0 

9 6 

0 1 

1 0 

5 3 

22.7% 

34% 

18% 

1 

1 

6 

1 

3 

5 

38 

8 4 

1 1 

17  9 

1 1 

1 0 

9 6 

15.7% 

34.2% 

20% 

3 

8 

2 

3 

6 

37 

7 9 

13  12 

3 4 

7 9 

21.5% 

33.7% 

9.4% 

21.5% 

1 

1 

6 

7 

26 

2 3 

1 2 

9 9 

0 1 

1 1 

3 3 ! 

9.6% 

34.6% 

11.5%  1 

2 

5 

1 

1 

0 1 

8 

17 

3 2 

1 1 

10  5 

2 1 

3 2 

5 4 S 

20.6% 

44.1% 

14.7% 

26.4%  1 
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The  fact  that  upper  trapezius  figures 
are  high  the  first  week  and  then  remain 
about  constant  for  a long  time  would 
show  some  effect,  but  short  and  tempo- 
rary, of  traumatic  lesions  on  that  syn- 
drome. 

RELATION  TO  THE  SITE  AND  NATURE 
OP  THE  INJURY. 

Table  VII  shows  the  figures  obtained 
when  our  400  industrial  cases  were  ar- 
ranged according  to  the  site  of  the  lesion. 
Lumbar  cases  were  not  included  because 
their  number  was  too  small.  Head  lesions 
included  those  of  scalp,  face,  lips,  etc. 
Shoulder  'lesions  included  those  in  and 


around  that  region  such  as  fractures  of 
the  clavicle  and  upper  humerus  and  17 
cases  in  which,  with  demonstrable  lesions 
of  the  shoulder  itself  or  without  them, 
there  was  always  a marked  limitation  of 
shoulder  movement  occurring  very  often 
after  a simple  contusion. 

Generally,  for  all  syndromes,  the  fre- 
quency increases  as  the  lesion  approaches 
the  shoulder.  Usually,  thus,  the  sequency 
is  the  following:  least  frequent  are  those 
injuries  of  the  lower  extremity,  followed 
by  finger  injuries,  hand,  upper  extremity 
injuries  (from  hand  to  near  shoulder), 
lesions  in  and  around  the  shoulders  or 
head  injuries.  But  there  are  some  very  in- 
teresting differences.  For  the  biceps,  head 


TABLE  VII  - RELATION  TO  SITE  OF  INJURY  IN  319  CASES 


No. 

Cervico- 

Angle  of 

OF 

Dorsal 

Upper 

THE 

Lower 

Moseley’s 

Site 

Cases 

Biceps 

Region 

Trapezii 

Scapulas 

Trapezii 

Point 

R L 

R L 

R L 

R L 

R L 

R L 

Lower 

12 

33 

1 

4 

7 

Extre- 

100 

20  14 

48  36 

3 2 

6 7 

20  13 

mity 

17% 

42% 

2.5% 

6.5% 

16.5% 

8 

1 

20 

1 

3 

7 

Fingers 

82 

16  2 

4 4 

36  26 

1 1 

3 4 

13  14 

35  47 

19.7% 

5% 

35.3% 

4.3% 

16.4% 

6 

10 

3 

Hand 

59 

11  14 

1 1 

22  14 

1 2 

5 0 

5 9 

20  39 

21.8% 

30.5% 

4.2% 

19.5% 

Upper 

5 

2 

10 

1 

2 

4 

Extre- 

31 

17  15 

4 3 

22  16 

2 1 

5 2 

15  10 

mity 

51.6% 

11.33% 

61.3% 

8% 

40.3% 

In  and 

4 

1 

11 

2 

2 

3 

Around 

36 

10  7 

1 2 

14  13 

3 2 

2 4 

5 9 

Shoulder  18  34 

23.6% 

37.5% 

8.33% 

19.4% 

3 

8 

1 

1 

Head 

11 

5 4 

9 8 

1 1 

3 3 

41% 

77.3% 

9% 

27.3% 
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injuries  give  lower  figures  than  lesions  in 
or  around  the  shoulder,  and  finger  lesions 
give  a higher  figure  than  lower  extremity 
lesions.  For  Moseley’s  syndromes,  finger 
and  lower  extremity  lesions  give  the  same 
numbers,  the  lowest,  and  hand  and  upper 
extremity  lesions  give  also  the  same  fi- 
gures but  higher,  and  head  lesions  a much 
lower  figure  than  shoulder  injuries.  The 
upper  trapezius  syndrome  is  even  more  in- 
teresting: here  finger  lesions  give  a smal- 
ler figure  than  lower  extremity  lesions 
and  hand  lesions  even  lower  than  fingers; 
upper  extremity  injuries,  although  giving 
a higher  figure  than  fingers  and  hands, 
are  still  below  lower  extremity  figures, 
and  hand  figures  are  higher  than  shoulder 
figures. 

The  impression  is  that  the  tendon  of 
the  long  head  of  the  biceps  belongs  es- 
sentially to  the  shoulder  and  upper  ex- 
tremity so  that  it  is  most  affected  by  their 
lesions,  and  any  injury  of  the  upper  ex- 
tremity, even  if  as  far  as  the  finger,  will 
have  some  influence.  Moseley’s  syndrome 
seems  far  more  independent  of  upper  ex- 
tremity lesions  but  relatively  more  de- 
pendent on  shoulder  lesions  as  compared 
to  head  injuries.  Upper  trapezii  seem  even 
more  independent  of  upper  extremity 
lesions,  since  they  give  lower  figures  than 
lower  extremity  injuries,  and  more  depen- 
dent on  head  injuries.  In  other  words,  this 
syndrome  seems  to  be  more  under  the  in- 
fluence of  general  postural  or  systemic 
or  other  factors  and  seems  rather  to  be- 
long to  the  head  musculature. 

RELATION  TO  NATURE  OF  LESION 

We  wanted  to  have  some  idea  as  to 
the  influence  the  nature  of  the  injury 
might  have  on  the  frequency  of  common 
painful  syndromes  of  the  upper  muscula- 
ture. The  study  was  possible  only  for  such 


conditions  as  infected  hands  (a  small 
number  of  cases).  Code’s  and  similar 
fractures  and  those  cases  in  which  there 
was  section  of  the  tendons  of  the  fingers, 
hand  or  wrist.  In  the  last  case  we  must 
remember  that  a large  number  of  tendons 
are  not  sutured  or  are  sutured  in  an  in- 
complete or  defective  manner  or  leave 
quite  marked  stiffness  or  disability  due 
very  often  to  adherent  scars  and  fibrosis 
which  tie  together  the  various  anatomic- 
al layers. 

Table  VIII  shows  that  Code’s  and  simi- 
lar fractures  seem  to  have  little  influence 
on  biceps  tendon  and  Moseley’s  point,  since 
they  give  lower  figures  than  lower  extre- 
mity, hand  and  upper  extremity  injuries. 

But  even  more  interesting  are  the  up- 
per trapezius  figures  for  those  lesions  of 
fingers,  head  and  wrist  in  which  the  ten- 
dons were  sectioned.  Here  these  figures 
are  lower  not  only  than  those  for  lesions 
as  a whole  of  fingers  and  hand,  but  even 
lower  than  for  normal  people  or  lower  ex- 
tremity lesions  or  even  stevedores  who 
have  the  lowest  rate  of  upper  trapezius 
pain.  We  have  the  impression  that  severed 
tendons  have  an  inhibiting  influence  on 
the  upper  trapezius  syndrome. 

The  cervicodorsal  syndrome  has  been 
found  to  be  very  rare  in  our  cases.  The 
percentage  comes  up  to  above  11%  only 
in  workmen  with  lesions  in  and  around  the 
shoulder,  and  even  then  it  was  not  more 
frequent  than  pain  of  the  lower  trapezius. 
It  has  then,  a local,  traumatic  cause  in  i 
most  of  the  cases. 

COMMENT  AND  CONCLUSIONS 

The  study  of  the  data  collected  after ' 
the  examination  of  600  patients  for  six  > 
painful  points  of  the  upper  musculature, 
warrants  the  following  tentative  conclu- 
sions : 
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TABLE  VIII 

- RELATION  TO  NATURE 

OF 

LESION 

Nature 

No. 

Cervico- 

Angle 

OF 

OF 

OF 

Dorsal 

Upper 

THE 

Lower 

Moseley’s 

Lesion 

Cases 

Biceps 

Region 

Trapezii 

Scapulas 

Trapezii 

Point 

R L 

R 

L 

R L 

R 

L 

R L 

R L 

Severed 

15 

1 

3 

Tendons 

4 11 

4 1 

5 5 

1 1 

2 3 

(fingers) 

16.5% 

33.3% 

16.5% 

Severed 

4 

4 

2 

Tendons 

36 

8 10 

0 

1 

12  6 

0 

1 

3 0 

7 7 

(hands) 

10  26 

25% 

25% 

19.4% 

Severed 

5 

6 

1 

3 

Tendons 

64 

11  14 

1 

1 

18  10 

4 1 

10  12 

(Total) 

15  49 

19.5% 

21.8% 

4% 

17.2% 

Infected 

10 

3 

1 

Hands 

4 6 

1 1 

4 4 

2 1 

40% 

15% 

Colic’s  & 

5 

Similar 

19 

2 3 

11  5 

2 4 

Fractures 

• 9 10 

13.2% 

42% 

15.8% 

All  syndromes  are  less  frequent  in  per- 
sons who  do  hard  muscular  work.  Seden- 
tary life  seems  then  to  be  a very  import- 
ant determining  cause.  Even  in  workers 
with  varied  traumatic  lesions  they  are  less 
frequent  than  in  the  housewife  and  white 
collar  classes.  Their  frequency  decreases 
after  the  age  of  60  and  at  the  age  of  30 
to  39,  except  Moseley’s  point  which  in- 
creases constantly  with  age  in  laborers. 
Their  highest  frequency  comes  at  50  to 
59.  Generally  the  presence  of  traumatic 
lesions  increases  their  frequency,  with 
some  very  interesting  exceptions  to  be 
discussed  later.  The  site  of  the  injury  has 
different  effects  on  different  syndromes, 
but,  naturally,  frequency  increases  with 
lesions  in  and  around  the  shoulder,  i.e., 
with  the  close  proximity  of  the  lesion.  The 
influence  of  the  age  of  the  lesion  varies 
for  the  different  syndromes  as  will  be 


presently  discussed.  All  syndromes  are 
usually  predominant  on  the  right  side  but 
this  is  more  or  less  so  in  different  painful 
sites. 

Upper  trapezii  are  the  most  frequent 
sites  of  pain.  This  syndrome  is  also  most 
frequently  bilateral  and  most  frequently 
predominant  on  the  right  side.  It  seems  to 
be  under  the  influence  of  general  or  pos- 
tural factors.  As  is  the  case  with  the 
others,  it  is  less  frequent  in  persons  doing 
hard  muscular  work.  It  is  especially  fre- 
quent at  the  ages  of  20  to  29  in  all  clas- 
ses, and  at  50  to  59  in  sedentary  persons. 
The  increase  with  the  age  of  the  lesion 
seems  due  to  prolonged  rest  which  brings 
the  laborers  close  to  the  housewife  class. 
It  seems  dependent  on  upper  extremity 
lesions,  unless  they  are  very  close,  but 
only  in  the  sense  that  it  is  benefited  by 
them,  i.e.,  it  becomes  less  frequent  with 
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hand,  finger,  and  upper  extremity  lesions. 
This  is  especially  true  of  severed  tendons 
which  give  the  lowest  figures  for  upper 
trapezius  pain  of  any  of  the  groups 
studied.  Traumatic  injuries  of  the  upper 
extremity  seem  to  cause  an  increase  only 
during  the  first  week.  It  seems  to  belong 
to  the  head  musculature  rather  than  to 
the  shoulder  musculature. 

Pain  of  the  tendons  of  the  long  heads 
of  the  biceps  is  much  more  frequent  than 
is  generally  thought.  It  is  not  present  only 
in  frozen  shoulders  and  in  bicipital  syn- 
dromes. It  is  second  in  frequency  to  up- 
per trapezius  pain  in  the  housewife  class 
especially  in  age  groups  20  to  29,  50  to 
59,  and  in  laborers  in  age  groups  20  to  29, 
40  to  59,  but  not  so  markedly.  It  is  also 
second  during  the  first,  second,  fifth  and 
eighth  week  after  a traumatic  injury  and 
in  head  shoulder  and  upper  extremity  in- 
juries. Biceps  pain  reaches  its  peak  at  the 
ages  of  20  to  29  and  50  to  59  both  in  the 
laborers,  and  the  housewife  classes;  and 
during  the  third  week  after  a traumatic 
injury.  It  is  most  affected  by  injuries  of 
the  upper  extremity  and  then  by  head  in- 
juries. 

Moseley’s  point  is  also  much  more  fre- 
quent than  is  generally  thought.  It  holds 
second  or  third  place  in  frequency ; second 
in  age  groups  30  to  39  and  above  60  in 
normal  people  and  in  injured  workmen, 
where  it  is  also  second  below  19 ; in  steve- 
dores, during  the  first,  second,  fifth  and 
eighth  week  after  the  injury;  in  laborers 
with  infected  hands  or  Colle’s  or  similar 


fractures.  It  reaches  its  peak  at  the  ages 
of  50  to  59  as  well  as  bicipital  pain  and 
is  also  quite  high  at  20  to  29.  Its  frequency 
increases  slowly  but  steadily  with  age. 
None  of  the  other  syndromes  is  so  much 
under  the  influence  of  age  except  that 
biceps  pain  also  reaches  its  peak  at  50  to 
59.  Occupation  does  not  seem  to  have  such 
an  influence  on  it,  although  its  frequency 
is  less  in  the  laborer  class.  Eight  weeks 
after  a traumatic  injury,  it  is  as  frequent 
as  in  normal  people.  Head  and  especially 
shoulder  injuries  increase  their  frequency 
much  more  than  upper  extremity  injuries. 
It  is  much  less  frequently  bilateral. 

Pain  of  the  lower  angle  of  the  tra- 
pezius is  fourth  in  frequency.  As  to  age 
influence  its  frequency  is  higher  at  20  to 
29  in  normal  people  but  in  laborers  it  in- 
creases sligthly  with  age.  It  is  relatively 
frequent  in  physical  therapy  technicians 
and  stevedores,  the  sixth  and  eighth  week 
after  an  injury  and  in  lesions  of  the  head 
and  shoulders.  It  is  not  very  predominant 
on  the  right  side. 

Pain  below  the  angles  of  the  scapulae 
and  in  the  cervicodorsal  region  are  the 
least  frequent,  perhaps  not  enough  to 
draw  any  conclusions  from  the  figures  at 
hand.  The  latter  seems  to  have  always  a 
local  cause  for  it  is  generally  found  where 
there  are  nearby  traumatic  lesions.  It  is 
more  frequent  at  the  ages  of  20  to  29  in 
normal  people  and  at  30  to  39  and  40  to 
49  in  laborers  when  it  is  as  frequent  or 
even  more  than  pain  below  the  angle  of 
the  scapulae. 
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guna  parte  del  íleon  y siempre  que  no  me- 
nos de  5 a 7 cm.  del  colon  quede  intocado 
sobre  el  recto. 

La  hemorragia  es  usualmente  el  pri- 
mer signo  de  cánceres  del  recto  y del  co- 
lon. La  obstrucción  es  la  complicación  más 
peligrosa  de  cánceres  colónicos.  Una  co- 
lostomía  transversa  es  la  operación  de 
elección  cuando  existen  obstrucciones  agu- 
das típicas  acompañadas  por  gran  disten- 
sión. En  casos  de  obstrucciones  subagudas 
con  menos  distensión  por  encima  del  pro- 
montorio del  sacro  se  puede  practicar  una 
colectomía  primaria  total  anastomosando 
el  íleon  al  colon  ilíaco. 

Es  un  error  no  decirle  al  enfermo  que 
padece  de  cáncer. 
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COMBINATION  PNEUMOTHORAX-PNEUMOPERITONEUM 

JOSE  LUIS  PORRATA  ARMSTRONG,  M.D.* 


The  conception  that  in  the  treatment 
of  pulmonary  tuberculosis  the  beneficial 
effect  of  mechanical  measures,  such  as 
artificial  pneumothorax,  phrenic  nerve 
paralysis,  and  pneumoperitoneum  is  at- 
tributable mainly  to  this  immobilization 
effect  must  be  revised.  It  is  well  known 
that  there  exists,  under  normal  physiolo- 
gical conditions,  a negative  manometric 
pressure  in  both  the  intrapleural  and  sub- 
diaphragmatic  spaces.  It  is  postulated 
furthermore,  that  this  negative  pressure 
exerts  a stretching  effect  on  the  lung 
parenchyma  w'hich  is  continually  main- 
tained in  a tensile  state.  This  is  conse- 
quently poorly  conducive  to  the  healing 
of  tuberculous  lesions  and  in  particular 
tuberculous  cavities.  If  this  is  so,  it  is 
only  through  a less  negative  intrapleural 
and  subdiaphragmatic  pressures  that  pul- 
monary relaxation  can  be  obtained^;  and 
pulmonary  relaxation  is  known  to  be  suf- 
ficient to  improve  the  resistance,  defense, 
and  repair  capacity  of  the  lung  and  thus, 
it  is  capable  of  bringing  about  a condition 
which  is  favorable  to  the  healing  process 
of  tuberculous  lesions.  Adequate  apico- 
basal  relaxation  of  the  lung  may  lead  to 
the  healing  of  cavities  in  any  part  of  this 
organ,  inclusive  the  apex,  either  by  me- 
chanical occlusion  or  by  producing  a peri- 
focal atelectasis  that,  in  turn,  has  the  po- 
tentiality of  inducing  healing. 

Two  well  known  methods  conducive  to 
pulmonary  relaxation  are  in  vogue  in  the 
treatment  of  tuberculous  cavities,  namely, 
artificial  pneumothorax  and  pneumo- 
peritoneum. Both  have  been  used  along 

* From  the  Medical  Service,  Clínica  Eugenio  Fer- 
nández-Garcla,  Hato  Rey,  P.  R. 


with  excellent  results  depending  on  ade- 
quate indications.  However,  combination 
pneumothorax-pneumoperitoneum  in  the 
treatment  of  pulmonary  tuberculosis  has 
been  sadly  omitted  in  the  medical  literatu- 
re. 

It  is  with  this  in  mind  that  this  work 
has  been  carried  on. 

INDICATIONS 

Since  the  therapy  of  pulmonary  tuber- 
culosis is  directed  mainly  to  the  treatment 
of  tuberculous  cavities,  it  is  w^ell  to  assay 
cavities  on  the  basis  of  Pinner’s^  clas- 
sification. We  cannot  use  known  methods 
of  cavitary  treatment  without  assurance 
that  here  will  be  a known  possibility  of 
success.  Therefore,  it  is  well  to  briefly 
discuss  this  classification. 

Pinner  classified  as  type  I a cavity 
that  is  simply  a loss  of  tissue  in  a caseated 
area  and  appears  in  the  roentgenogram 
as  moth-eaten  areas  of  decreased  density 
surrounded  by  dense  infiltration.  He 
stated  that  there  is  some  evidence  that 
this  type  of  lesion  may  heal  under  relaxa- 
tion therapy  partly  by  absorption  but 
chiefly  by  fibrotic  organization.  The  type 
H cavity  appears  in  the  roentgenogram 
as  round  or  oval  structures  with  a dis- 
tinct, thin  ring-like  wall,  which  are  fre- 
quently isolated  and  not  surrounded  by 
other  tuberculous  lesions.  Because  the 
cavity  wall  consists  of  thin  connective  tis- 
sue which  is  covered  on  its  inner  surface 
by  a layer  of  necrotic  tissue  and  is  sur- 
rounded on  its  outer  surface  by  emphyse- 
matous normal  lung,  this  type  readily 
yields  to  pulmonary  relaxation  therapy. 
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The  type  III  is  characterized  by  heavy 
fibrotic  wall  which  is  usually  stiff  and 
hard,  and  consequently  is  not  liable  to 
close  under  the  effect  of  relaxation  or 
collapsotherapeutic  measures. 

We  may  now  postulate  the  following 
indications  for  the  combined  pneumotho- 
rax-pneumoperitoneum therapy  of  pulmo- 
nary tuberculosis. 

(1)  Tuberculous  cavities  maintained 
under  apico-basal  tension,  i.  e,  adherent 
apex  and  diaphragmatic  pull  following 
artificial  pneumothorax.  (Group  I). 

(2)  Tuberculous  cavities  which  fol- 
lowing artificial  pneumothorax,  localize  in 
or  near  the  mediastinal  borders  and  which 
remain  patent.  (Group  II). 

(3)  The  possibility  of  altering  the  pa- 
tency of  a draining  bronchus  through  the 
abandonment  of  an  existing  pneumotho- 
rax concomitant  with  the  establishment  of 
an  artificial  pneumoperitoneum.  Vómicas 
tend  to  close  following  closure  of  an 
opened  draining  bronchus.  (Group  III). 

(4)  Apical  cavity  with  similar  con- 
tralateral basal  lesion. 

(5)  Heavy  hemoptysis  uncontrolled 
by  an  existing  pneumothorax. 

(6)  Combined  pneumothorax  - pneu 
moperitoneum  therapy  is  used  in  patients 
with  pulmonary  tubeiculosis  complicated 
by  specific  intestinal  involvement. 

PRESENTATION  OF  CASES 


3.  Course  — elevated  gaffky  count  with 
frequent  hemoptysis. 

4.  Pneumoperitoneum  established.  Pneu- 
mothorax maintained. 

5.  Hemoptysis  stopped.  Sputa  and  gas- 
tric contents  consistently  negative. 


CASE  I — j.  c. 


Out  of  seventeen  cases  which  comprise 
this  group  five  will  now  be  presented  to 
illucidate  pertinent  problems. 

CASE  I J.  C. 

1.  Initial  left  pneumothorax  for  upper 
lobe  cavitary  disease. 

2.  Result  — 50'/  pneumothorax  with  an 
adherent  apex. 


CASE  II  T.  DE.  J. 

1.  Initial  right  pneumothorax  for  upper 
lobe  cavitary  disease. 

2.  Result  — 40/  pneumothorax  with  ad- 
herent apex. 

3.  Course  — elevated  gaffky  count  as- 
sociated with  much  cough  and  expec- 
toration. 

4.  Pneumoperitoneum  established.  Pneu- 
mothorax maintained. 
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5.  Cough  and  expectoration  gradually 
disappeared. 

Sputa,  gastric  and  bronchial  washings 
negative  for  acid  fast  bacilli. 


CASE  II  — T.  (le  J. 


CASE  III  J.  R. 

1.  Initial  right  pneumothorax  for  upper 
lobe  cavitary  disease. 

2.  Result  - 45'/  pneumothorax  with  a 
patent  paramediastinal  cavity. 

3.  Course  - elevated  temperature,  mode- 
rate cough  and  expectoration,  high 
gaffky  count. 

4.  Pneumoperitoneum  established.  - Pneu- 
mothorax maintained. 

5.  Symptomatology  gradually  improved 


and  finally  disappeared.  Cavitary  clo- 
sure with  negative  laboratory  results. 


CASE  HI  — J.  R. 


CASE  l\  W.  M.  F. 

1.  Initial  left  pneumothorax  for  upp.r  lobe 
cavitary  disease. 

2.  Result  - 50'/  pneumothorax  with  a pa- 
tent para-mediastinal  cavity.  Pleural 
effusion  complicates  pneumothorax. 

3.  Course  - persistent  positive  sputa. 

4.  Pneumoperitoneum  established.  Pneu- 
mothorax maintained. 

5.  Cavity  closes  by  roentgen  view.  Sputa 
remains  positive,  at  a lower  gaffky 
count,  because  of  a contralateral  cavity 
resulting  from  bronchial  spread  of  a 
previously  opened  lesion. 
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CASE  IV  — W.  M.  F.  I 


CASE  V I.  C. 

1.  Initial  right  pneumothorax  for  upper 
lobe  cavitary  lesion. 

2.  Results  - 40 9?  pneumothorax.  Cavitary 
lesion  unchanged. 

3.  Course  - persistent  positive  sputa. 

4.  Concomitant  establishment  and  aban- 
donment of  an  artificial  pneumoperi- 
toneum and  pneumothorax,  respect- 
ively. 

5.  Cavity  closes  through  an  atelectatic 
process.  Sputa,  gastric  and  bronchial 
washings  consistently  negative. 


CASE  V — I.  c. 

RESULTS 

Out  of  seventeen  selected  cases  com- 
prising our  three  main  groups,  nine  have 
converted  their  sputum.  Five  continued 
positive,  although  with  a lower  gaffhy 
count.  We  catalogued  these  as  improved, 
One,  pertaining  to  group  III,  shows  evi- 
dence of  upper  lobe  atelectasis,  but  still 
maintains  a high  gaffky  count.  Bronchos- 
copic  view  demonstrated  tuberculous  gra- 
nulations of  the  main  bronchus  draining 
diseased  area.  Another  patient  presented  a 
check  - valve  cavity  following  which  both 
procedures  were  abandoned  in  favor  of 
surgery,  possibly  pneumonectomy.  Bron- 
choscopy showed  a stenosed  bronchus.  And 
finally  our  last  case  abandoned  treatment 
voluntarily  while  still  positive. 
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Tabulation  on  the  basis  of  our  three  main  groups  is  as  follows: 


AWIERENT 

Apex 

Paka-Medi.\s- 

TINAL  CA^^Ty 

Pneumothorax 

Abandoned 

Pneumoperito- 
neum Establish- 
ed Concomitantly 

Gaffky  Count 

Before  Treat. 

Gaffky  Count 

After  Treatment 

1.  J.  c. 

X 

i VI 

NEGATIVE 

2.  T.  J. 

X 

1 VII 

NEGATIVE 

3.  J.  R. 

X 

Ill 

NEGATIVE 

4.  W.  F. 

X 

IV 

II 

5.  1.  C. 

X 

IV 

NEGATIVE 

1 1 

6.  P.  G.  1 1 

X ' 

VIII 

NEGATIVE 

i 

p 

p 

X 

' 

IV 

VII 

8.  S.  R.  1 1 

X 

V 

n 

9.  I.  0.  1 

X 

III 

NEGATIVE 

10.  D.  R. 

X 

1 

1 V 

NEGATIVE 

1 1 

11.  J.  R.  1 1 

X 

VI 

NEGATIVE 

12.  M.  R. 

X 

1 

1 

III 

IV 

13.  N.  0.  i 

X 

V 

I 

14.  P.  A. 

X 

1 

III 

II 

15.  R.  P. 

X 

1 

I 

1 

V 

NEGATIVE 

16.  A.  G.  1 

X 

1 

1 

VI 

II 

17.  J.  0. 

X 1 

1 
1 

IV 

IV 

DISCUSSION 

It  has  been  argued  that  pulmonary  re- 
laxation and  not  immobilization  is  the  es- 
sential factor  in  the  beneficial  effects  pro- 
duced by  collapsotherapeutic  measures. 


Notwithstanding  which  of  the  two  is  cor- 
rect, the  result,  namely,  the  healing  of 
cavities  is  produced  by  either  mechanical 
occlusion  of  its  draining  bronchus  or  and 
by  a perifocal  atelectasis.  Occlusion  of  a 
draining  bronchus  produces  intracavitary 
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atelectasis,  absorption  of  its  necrotic  con- 
tents and  finally,  fibrotic  organization. 
Perifocal  or  pericavitary  atelectasis 
results  in  cavitary  wall  collapse  and 
is  necessarilly  followed  by  hypertrophy 
or  emphysema  of  the  surrounding  pa- 
renchyma. Hence,  when  one  uses  arti- 
ficial pneumothorax  or  pneumoperitoneum 
we  are  aiming  at  pulmonary  relaxation 
which  in  turn  will  induce  perifocal  atelec- 
tasis or  mechanical  occlusion  of  its  drain- 
ing bronchus.  Thus,  in  using  combination 
pneumothorax-pneumoperitoneum  we  aim 
at  augmenting  the  possibility  of  attaining 
those  effects  through  a “two  - way”  di- 
rectional relaxing  effort.  If  we  can  relax 
the  lung  parenchyma  from  two  instead  of 
one  direction  it  is  possible  that  we  may  at- 
tain a bronchial  kink  that  otherwise  would 
be  impossible  by  using  artificial  pneumo- 
thorax or  pneumoperitoneum  alone.  Com- 
bination of  these  two  relaxing  methods 
has  attained  in  these  cases  that  which 
one  sole  procedure  could  not  accomplished 
per  se. 

Specifically,  we  have  seen  that  tuber- 
culous cavities  maintained  under  apico- 
basal  tension  following  pneumothorax  will 
close  through  the  added  relaxing  effect 
produced  by  a superimposed  pneumoperi- 
toneum. (Cases  1 and  2)  We  have  again 
experienced  that  tuberculous  cavities, 
which  following  artificial  pneumothorax 
localize  in  or  near  the  mediastinal  borders 
and  which  remain  patent,  obliterate  fol- 
lowing an  initial  pneumoperitoneum. 
(Cases  3 and  4.)  And  finally  we  have  re- 
joiced visualizing  how,  through  the  aban- 
donment of  an  existing  pneumothorax 
with  the  concomitant  establishment  of  a 
pneumoperitoneum,  that  is,  through  the 
balance  of  existing  opposing  relaxing  ef- 


forts, tuberculous  cavities  have  disap- 
peared by  atelectasis  resulting  from  an 
occluded  draining  bronchus. 

It  is  fair  to  state,  therefore,  that  if 
artificial  pneumothorax  fails  to  obliterate 
a tuberculous  vomica,  therapeutic  pneu- 
moperitoneum should  be  established  as  a 
concomitant  adjunct  in  the  treatment  of 
such  lesions.  Properly  selected  cases,  ac- 
cording to  our  three  main  indications  of 
combined  treatment  should  have  a better 
than  even  opportunity  to  convert  their 
sputa,  our  final  therapeutic  aim. 

SUMMARY  AND  CONCLUSION 

1.  Adequate  apico-basal  relaxation  of  the 
lung  parenchyma  may  lead  to  the 
healing  of  cavities  in  any  part  of  this 
organ. 

2.  Combination  pneumothorax-pneumo- 
peritoneum in  the  therapy  of  tuber- 
culous cavities  has  been  sadly  omit- 
ted from  the  medical  literature. 

3.  Three  main  indications  in  this  com- 
bined therapy  are  presented;  and  case 
results  are  catalogued  and  evaluated 
on  the  bases  of  these  groups. 

4.  Nine  out  of  seventeen  cases  converted 
their  sputum.  Five  improved,  although 
remained  with  a positive  but  lower 
gaffky  count.  Three  remained  un- 
changed. 

5.  Properly  selected  cases  will  have  a 
better  than  even  opportunity  to  con- 
vert their  sputum. 
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COMMON  PAIN  SYNDROMES  OF  THE  UPPER  MUSCULATURE 

FREQUENCY  AND  RELATION  TO  OCCUPATION  AND  AGE  OF  PATIENT,  AND 
TO  AGE,  NATURE  AND  SITE  OP  VARIOUS  LESIONS 

SALVADOR  ARANA  SOTO,  M.S.,  M.D. 

Santurce,  P.  R. 


Six  hundred  patients  were  examined 
for  pain  in  the  following  six  sites:  both 
upper  trapezii,  tendons  of  the  long  head 
of  both  biceps,  the  region  about  the  sixth 
and  seventh  cervical  vertebrae  and  the 
first  and  second  dorsal  vertebrae,  the  low- 
er angles  of  both  trapezii,  the  region  im- 
mediately below  the  lower  angles  of  both 
scapulas  and  the  region  exactly  beside  the 
inner  edge  of  the  scapulas,  on  a line  with 
the  spine  of  that  bone  when  it  is  moved 
forward  and  laterally,  which  I shall  call, 
for  convenience,  Moseley’s  point.  The  lat- 
ter four  painful  regions  are  the  site  of  so 
many  syndromes,  a short  description  of 
which  may  be  found  in  Moseley’s  book.* 
Painful  trapezii  constitute  a common  syn- 
drome, about  the  cause  of  which  there  are 
so  far  only  vague  general  impressions. 
The  tendons  of  the  long  heads  of  the  bi- 
ceps were  included  in  this  study  because, 
besides  their  role  in  the  bicipital  syndrome 
and  frozen  shoulder,  it  was  thought  that 
they  might  be  painful  more  often  than  is 
generally  believed,  especially  in  patients 
with  traumatic  injuries  around  the  should- 
er and  of  the  upper  extremity. 

The  study  was  made  in  order  to  de- 
termine the  relative  frequency  of  each 
of  these  syndromes,  their  predominance 
on  the  right  or  the  left  side,  their  relation 
to  occupation,  to  the  age  of  the  patient, 
and  to  the  age  of  the  lesion,  and  the 
nature  and  location  of  the  lesions. 


* Moseley,  H.  F.  - Shoulder  Lesions,  Charles  C. 
Thomas,  1946. 


More  than  400  of  the  patients  studied 
were  laborers,  with  a wide  variety  of  trau- 
matic lesions.  I examined,  also,  all  the 
clerks  and  occupational  and  physical 
therapists  from  our  Department  of  Phy- 
sical  Rehabilitation  and  about  75  private 
patients,  most  of  whom  had  ulcers  of  the 
leg,  and  were  of  the  housewife  class. 

The  examination  was  conducted  as  fol- 
lows: the  patient  with  bare  back  sat  on  a 
stool  with  the  upper  extremities  in  ana- 
tomic position;  the  operator,  behind  him, 
palpated  with  both  hands  simultaneously, 
applying  firm  pressure.  In  examination  of 
the  trapezii,  these  were  pinched  or  sque- 
ezed between  the  thumb  and  the  index 
finger.  In  order  to  examine  the  points 
under  the  inner  angles  of  the  scapulas, 
the  patient  was  made  to  cross  the  arms 
over  his  chest  or  to  bend  forward.  With 
some  experience  it  is  easy  to  distinguish 
real  pain  or  tenderness  from  ticklishness 
and  from  other  more  indefinite  sensations. 
Generally,  pain  or  tenderness  is  felt  as 
such,  but  it  is  necessary  in  many  cases 
not  to  admit  the  first  answer  and  to  ask 
the  patient  to  explain  clearly  whether  or 
not  there  is  pain  or  tenderness  on  pres- 
sure. 

The  patient’s  name,  age  and  occupation 
and  data  concerning  the  lesion,  including 
the  site,  nature  and  age  of  the  lesion,  were 
noted,  as  well  as  which  side  was  more 
painful  when  pain  was  bilateral.  All  the 
tables  included  herein  list  for  each  syn- 
drome, the  total  number  of  cases  in  which 


COMMON  PAIN  SYNDROMES  — ARANA-SOTO 


267 


each  side  was  painful  and  the  percentage 
of  cases  with  pain  (frequency) , which  was 
found  by  averaging  the  last  two  figures 
and  dividing  that  sum  by  the  number  of 
cases.  In  order  to  make  them  easier  to 
read,  only  tables  I and  II  list  the  number 
of  cases  in  which  pain  was  bilateral,  which 
side  was  more  painful,  and  the  number  of 
cases  in  which  only  one  side  was  affected. 

RELATIVE  FREQUENCY  OF  PAIN  AND 
PREDOMINANCE  ON  ONE  SIDE 

In  order  to  determine  the  relative  fre- 
quency and  predominance  on  one  side  or 


the  other  of  the  different  pain  syndromes, 
two  groups  of  patients  were  examined. 
The  first  group  is  called  the  “housewife 
class”,  because  the  patients  did  not  use 
any  muscular  group  especially — they  tend- 
ed to  live  a rather  sedentary  life  and  were 
relatively  well  fed.  It  included  private  pa- 
tients of  both  sexes  with  ulcers  of  the  leg 
or  lesions  that  are  supposed  not  to  have 
a bearing  on  painful  syndromes  of  the 
upper  part  of  the  body.  Occupational 
therapists  were  included  in  this  group,  be- 
cause in  their  work  no  especial  use  is 
made  of  a particular  muscular  group.  The 
other  group  included  100  industrial  cases 


TABLE 

I - HOUSEWIFE 

CLASS 

(81  Cases) 

Biceps 

Cervieo- 

Bo  rsal 

Region 

XJji  |)Ci* 
Trapezii 

Angele  of 

The 

Scapulas 

Lower 

Trapezii 

Moseley’s 

Point 

R L 

R L 

R 

L 

R L 

R L 

R L 

Both  sides 

27 

1 

68 

0 

5 

14 

Predominant  one  side 

9 1 

0 1 

26 

6 

0 0 

1 1 

2 0 

One  side  only 

5 5 

0 0 

7 

0 

0 0 

1 0 

12  2 

Total  for  each  side 

32  32 

1 2 

75 

68 

0 0 

6 5 

26  16 

Percent  with  pain 

40% 

88 

6.8% 

26% 

TABLE  II— 100  LABORERS  WITH  LESIONS  OF  LOWER  EXTREMITY 


Biceps 

Cervico- 

Dorsal 

Region 

Upper 

Trapezii 

Angle  of 

The 

Scapulas 

Lower 

Trapezii 

Moseley’s 

Point 

R 

L 

R L 

R 

L 

R L 

R L 

R 

L 

Both  sides 

27 

0 

33 

1 

4 

7 

Predominant  one  side 

3 

2 

0 

14 

6 

0 0 

2 

2 

4 

1 

One  side  only 

8 

1 

0 

15 

3 

2 1 

2 

3 

13 

6 

Total  for  each  side 

20 

14 

0 

48 

36 

3 2 

6 

7 

20 

13 

Percent  with  pain 

17% 

42% 

2.5% 

6.5% 

16.5% 
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in  which  there  were  injuries  of  the  lower 
extremity  only.  These  two  groups  were 
taken  separately,  because,  due  to  the  dif- 
ferences in  occupation,  the  six  syndromes 
are  much  less  common  in  workers. 

Tables  I and  II  give  the  results  for 
these  two  groups. 

In  the  groups  in  which  both  sides  were 
painful  and  in  the  groups  in  which  one  or 
both  sides  v/ere  painful.  Tables  I and  II 
establish  that  pain  was  experienced  in  the 
various  sites  in  the  following  order  of 
frequency  for  these  syndromes:  (1)  the 
upper  trapezii,  (2)  the  tendon  of  the  long 
head  of  the  biceps,  (B)  Moseley’s  point,  and 
(4)  the  lower  angle  of  the  trapezii.  The 
small  number  of  cases  in  which  there  was 
pain  in  the  cervicodorsal  region  or  below 
the  lower  angle  of  the  scapulas,  does  not 
justify  any  conclusion  as  to  which  of  the 
two  syndromes  is  more  frequent.  In  both 
tables  painful  upper  trapezii  are  shown  to 
have  been  at  least  twice  as  frequent  as 
painful  tendons  of  the  biceps  and  three 
times  as  common  as  pain  at  Moseley’s 
point.  All  six  syndromes  were  less  fre- 
quent in  laborers,  as  shown  in  Table  II. 

The  three  commonest  syndromes  were 
strongly  predominant  on  the  right  side, 
as  shown  by  totalling  and  comparing  the 
figures  for  pain  on  the  right  side  and  on 
the  left  side  in  the  cases  in  which  pain 
was  bilateral  but  stronger  on  one  side  or 
those  in  which  only  one  side  was  painful. 
One  interesting  point  is  that  in  both 
groups,  pain  at  Moseley’s  point  was  less 
frequently  bilateral  than  unilateral,  which 
would  suggest  a more  special  or  local  cause 
of  the  pain  rather  than  a postural  or  oc- 
cupational cause.  The  predominance  on 
the  right  side  in  the  three  least  frequent 
syndromes  was  slighter. 


RELATION  OF  PAIN  TO  AGE  OF  PATIENT 

In  order  to  determine  what  influence 
age  may  have  on  the  frequency  and  site 
of  these  six  painful  syndromes  of  the  mus- 
culature of  the  upper  part  of  the  body 
two  groups  of  patients  were  studied.  One 
included  about  400  laborers  with  a large 
variety  of  traumatic  lesions.  The  other 
group,  214  patients,  included  some  80  per- 
sons of  the  housewife  class,  16  physical 
therapists,  9 occupational  therapists,  36 
clerks  and  about  100  industrial  cases  in 
which  there  were  lesions  of  the  lower  ex- 
tremity. Tables  III  and  IV  show  the  re- 
sults. 

In  39  laborers,  none  of  whom  were 
over  19  years,  painful  trapezii  held  first 
place  in  frequency  as  in  every  other  group, 
followed  by  pain  at  Moseley’s  point.  Pain- 
ful biceps  tendons  were  third  in  frequency, 
and  pain  in  the  lower  trapezii  was  fourth. 
Such  was  also  the  case  for  age  groups  30 
to  40,  40  to  50,  and  50  to  60  of  the  laborers 
class.  Painful  biceps  tendons  were  second 
in  frequency  in  age  groups  20  to  30  and 
above  60.  Such  was  also  the  case  for  the 
subjects  for  whom  data  is  recorded  in 
Table  HI,  except  that  pain  in  the  biceps 
was  also  second  in  the  50  to  60  age  group. 

RELATION  OF  PAIN  TO  CERTAIN 
OCCUPATIONS 

Table  V shows  the  results  obtained 
from  the  examination  of  a group  of  al- 
most 600  patients,  including  400  laborers, 
with  various  industrial  lesions,  most  of 
them  unskilled  laborers  in  the  sugar  cane 
fields,  80  of  the  housewife  class  previous- 
ly described,  38  clerks,  15  physical  thera- 
pists and  20  stevedores. 

In  all  five  groups,  except  in  the  steve- 
dores in  whom  pain  at  Moseley’s  point  was 
second  in  frequency,  the  sites  in  order  of 
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TABLE  III  - RELATION  TO  AGE  IN  214  NORMAL 

PEOPLE. 

Age 

No. 

Cervico- 

Angle  of 

Group 

OF 

Dorsal 

Upper 

THE 

Lower 

Moseley’s 

(yrs.) 

Cases 

Biceps 

Region 

Trapezii 

Scapulas 

Trapezii 

Point 

R L 

R L 

R L 

R L 

R L 

R L 

23 

3 

49 

1 

9 

14 

20-29 

74 

28  24 

3 5 

58  50 

3 1 

11  9 

21  15 

35% 

5.4% 

73% 

2.7% 

13.5% 

24.3% 

5 

28 

2 

4 

30-39 

56 

8 6 

1 0 

31  30 

2 2 

11  7 

12.5% 

54.5% 

3.5% 

16% 

4 

18 

1 

3 

40-49 

37 

5 5 

0 1 

22  18 

0 1 

2 1 

5 6 

13.5% 

54% 

14.8% 

11 

19 

2 

6 

50-59 

28 

18  12 

1 0 

25  19 

0 1 

2 3 

11  7 

53.5% 

79% 

9% 

32% 

aboYe 

3 

- 

10 

2 

60 

19 

3 3 

12  10 

0 1 

5 2 

15.8% 

58% 

18.4% 

TABLE 

IV  - RELATION  TO  AGE  IN 

397  INJURED  WORKMEN 

Age 

No. 

Cervico- 

Angle  of 

Group 

OF 

Dorsal 

Upper 

the 

Lower 

Moseley’s 

(yrs.) 

Cases 

Biceps 

Region 

Trapezii 

Scapulas 

Trapezii 

Point 

R L 

R L 

R L 

R L 

R L 

R L 

up  to 

3 

10 

1 

4 

19 

29 

4 4 

13  13 

3 1 

5 6 

13.8% 

44.8% 

6.9% 

18.9% 

17 

38 

2 

4 

10 

20-29 

132 

32  27 

3 2 

63  46 

5 3 

8 7 

30  14 

23.3% 

41.2% 

3% 

5.7% 

16.6% 

8 

1 

31 

1 

3 

8 

30-39 

102 

16  15 

6 1 

43  38 

3 2 

7 5 

21  17 

15.2% 

40.2% 

2% 

6% 

18.6% 

6 

2 

22 

2 

5 

7 

40-49 

78 

20  15 

3 6 

40  26 

3 4 

7 7 

16  14 

22.4% 

42.3% 

8.9% 

19.2% 

5 

12 

1 

5 

50-59 

40 

18  11 

2 0 

23  15 

4 4 

14  13 

36.3% 

47.5% 

10% 

33.8% 

above 

3 

1 

6 

1 

2 

60 

16 

6 4 

1 1 

9 6 

1 1 

0 1 

7 4 

31.3% 

6% 

47% 

6% 

34.4% 
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TABLE  V - 

RELATION 

TO  OCCUPATION  IN  543  CASES 

No. 

Cervico- 

Angle  of 

Occu- 

OF 

Dorsal 

Upper 

the 

Lower 

Moseley’s 

PATioN  Cases 

Biceps 

Region 

Trapezii 

Scapulas 

Trapezii 

Point 

R L 

R L 

R L 

R L 

R L 

R L 

House- 

27 

1 

68 

5 

14 

wife 

80 

32  32 

1 1 

75  68 

6 5 

26  16 

40% 

88% 

6.8% 

26% 

Phys. 

Therapy 

6 

1 

14 

1 

3 

Techni- 

16 

8 6 

1 2 

15  14 

2 1 

3 5 

cians 

44% 

9% 

90% 

9% 

25% 

10 

1 

28 

2 

6 

Clerks 

38 

12  10 

1 1 

31  28 

2 2 

10  6 

30% 

2.6% 

77% 

5% 

21% 

Work- 

40 

5 

108 

5 

13 

34 

men 

389 

91  70 

17  10 

172  132 

11  10 

19  11 

88  76 

20.6% 

3.4% 

78% 

4% 

21% 

1 

6 

1 

Steve- 

20 

2 1 

0 1 

9 6 

2 1 

3 1 

dores 

7.5% 

37.5% 

7.5% 

frequency  of  the  different  syndromes  were 
as  follows:  upper  trapezii,  biceps  tendons, 
Moseley’s  point,  lower  trapezii,  and  cer- 
vicodorsal  region.  In  all  five  groups  the 
syndromes  were  predominant  on  the  right 
side.  This  was  especially  true  of  persons 
in  the  housewife  and  white  collar  classes, 
in  whom  pain  was  frequently  bilateral  and 
stronger  on  the  right  side. 

For  the  four  commonest  syndromes, 
the  frenquency,  by  occupation  was  as  fol- 
lows: physical  therapists,  housewives, 
clerks,  laborers  and  stevedores,  except 
that  pain  in  the  lower  trapezii  in  steve- 
dores was  fourth  in  frequency. 

All  evidence  points  to  the  fact  that 
muscular  exercise  protects  from  these 
common  pain  syndromes.  They  were  less 
common  in  laborers  with  lesions  of  the 
lower  extremity  than  in  members  of  the 


housewife  class.  They  were  also  less  fre- 
quent in  a large  group  of  laborers  with 
various  traumatic  lesions  of  all  sorts, 
though  there  would  tend  to  be  greater 
frequency  of  the  syndromes  with  such 
conditions,  and  they  were  still  less  fre- 
quent in  the  stevedores  whose  work  neces- 
sitates much  bodily  exercise. 

In  physical  therapists  pain  was  not 
only  more  frequent  and  more  intense  but 
also  the  predominance  on  the  right  side 
was  more  decided.  This  may  be  due  to  the 
fact  that  in  massage,  therapists  use  the 
right  side  more  than  the  left  and  bend  for- 
ward, holding  the  shoulder  girdle  forward 
and  downward.  In  the  sitting  position  the 
body  mechanics  of  the  therapists  was 
poor. 

Pain  in  the  upper  trapezius  is  general- 
ly regarded  as  the  result  of  poor  postural 
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tone  or  in  direct  relation  to  fatigue  pos- 
ture. After  studying  this  syndrome  in 
more  than  800  patients,  I have  the  im- 
pression that  muscular  exercise  is  the  best 
preventive  for  and  lack  of  muscular  exer- 
cise the  first  cause  of  this  condition.  Exer- 
cise probably  improves  posture  and  postu- 
ral tone  and  diminishes  fatigue;  it  im- 
proves nutrition  and  circulation,  but  it 
may  also  act  in  a purely  mechanical  way 
by  stretching  the  muscles  and  by  loosen- 
ing them  from  adjoining  structures.  In 
the  cases  of  the  other  syndromes,  such  as 
pain  at  Moseley’s  point  and  pain  below 
the  angle  of  the  scapulas,  thickening  of 
the  muscles  by  exercise  may  prevent  fric- 
tion of  the  fascia  against  hard  structures. 

RELATION  OP  PAIN  TO  AGE  OF  LESION 

The  400  industrial  cases  with  a large 
variety  of  lesions  were  classified,  by 
months,  according  to  the  age  of  the  lesion, 
in  four  groups.  Table  VI-A  shows  our  re- 


sults. Except  biceps  pain  which  register- 
ed a decrease  during  the  second  month 
and  Moseley’s  point  which  decreased  in 
frequency  during  the  second  and  third 
months,  all  the  others  showed  an  increase 
with  time.  Pain  of  the  tendon  of  the  long 
head  of  biceps  was  third  in  frequency  dur- 
ing the  first  two  months  and  second  after 
that ; the  cervicodorsal  syndrome  was 
fifth  during  the  same  time  but  fell  again 
to  last  place  after  that.  The  predominance 
of  the  syndromes  on  the  right  side  is  about 
as  marked  in  every  group. 

In  Table  VI-B  the  300  cases  in  which 
the  age  of  the  lesions  was  not  above  two 
months  were  arranged  in  weekly  age 
group  to  show  if  there  was  any  weekly 
change  in  the  ratios.  The  biceps  syndrome 
increased  during  the  first  three  weeks, 
then  decreased  until  the  8th  week.  Upper 
trapezius  pain  decreased  after  the  first 
week,  then  remained  constant  until  the 
8th  week  when  it  increased  together  with 


TABLE  VI-A  - RELATION  TO  AGE  OF  LESION  (About  394  cases) 


Age 

No. 

Cervico- 

Angle  of 

IN 

OF 

Dorsal 

Upper 

THE 

Lower 

Moseley’s 

Mob. 

Cases 

Biceps 

Region 

Trapezii 

SCAPUI.AS 

Trapezii 

Point 

R L 

R L 

R L 

R L 

R L 

R L 

20 

1 

55 

1 

5 

19 

1 

180 

35  30 

7 2 

71  61 

3 3 

8 9 

36  33 

18% 

2.5% 

36.6% 

1.66% 

4.7% 

19% 

7 

2 

25 

2 

3 

6 

2 

118 

20  16 

3 4 

49  35 

3 3 

8 7 

24  22 

15.2% 

3% 

35.6% 

2.5% 

6.4% 

19.5% 

6 

1 

15 

1 

2 

3 

3 

50 

18  10 

1 1 

26  18 

2 2 

8 3 

10  7 

28% 

2% 

44% 

4% 

11% 

17% 

Over 

7 

11 

1 

3 

6 

3 

46 

16  12 

3 1 

24  14 

3 2 

4 4 

14  10 

30.4% 

4.3% 

41.3% 

5.4% 

8.6% 

26.1% 
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all  the  others.  During  the  first  two  weeks, 
the  biceps  syndromes  was  only  third  in 
frequency  instead  of  second.  During  the 
second  and  seventh  week  the  predomi- 
nance of  the  lesions  to  one  side  or  the 
other  was  slight. 

The  fact  that  all  syndromes  increase 
in  frequency  during  the  eighth  week  may 
be  due  to  the  fact  that,  with  rest,  work- 


men come  nearer  and  nearer  to  the  house- 
wife or  white  collar  class  because  their 
sedentary  life  has  time,  in  two  months,  to 
show  its  effects,  especially  as  to  upper 
trapezius  pain  which  seems  rather  inde- 
pendent of  traumatic  lesions  of  the  distal 
part  of  the  extremity  and  very  much  de- 
pendent on  time,  that  is,  on  sedentary 
habits  and  lack  of  muscular  exercise. 


Age 

IN 

Weeks 


1 


2 


3 


4 


5 


6 


7 


TABLE  VI-B.  - RELATION  TO  AGE  OF  LESION  (Arranged  by  weeks) 

(About  394  cases) 


No. 

OF 

Cases 

Biceps 

Cervico- 

Doesal 

Region 

Upper 

Trapezii 

Angle  of 

THE 

Scapulas 

Lower 

Trapezii 

Moseley’s 

Point 

R L 

R L 

R L 

R L 

R 

L 

R L 

75 

8 

10  11 
14% 

1 

3 1 

2.66% 

26 

34  27 

40.6% 

1 0 

3 

3 3 
4% 

9 

14  13 

18% 

53 

4 

10  7 

16% 

0 1 

13 

18  18 
34% 

1 

2 2 
3.8% 

2 

4 4 
7.5% 

4 

11  10 
20% 

30 

4 

10  7 

28.3% 

3 0 
5% 

10 

10  10 
33.33% 

0 2 
3.33% 

3 

6 7 

21.6% 

22 

4 

5 5 

22.7% 

1 0 

6 

9 6 

34% 

0 1 

1 

0 

3 

5 3 

18% 

38 

1 

8 4 

15.7% 

1 

1 1 

6 

17  9 

34.2% 

1 

1 1 

1 

0 

3 

9 6 

20% 

37 

3 

7 9 

21.5% 

8 

13  12 

33.7% 

2 

3 4 

9.4% 

3 

7 9 

21.5% 

26 

1 

2 3 

9.6% 

1 

1 2 

6 

9 9 

34.6% 

0 1 

1 

1 

3 3 

11.5% 

17 

2 

3 2 

20.6% 

1 1 

5 

10  5 

44.1% 

1 

2 1 

1 

3 2 
14.7% 

0 

5 4 

26.4% 
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The  fact  that  upper  trapezius  figures 
are  high  the  first  week  and  then  remain 
about  constant  for  a long  time  would 
show  some  effect,  but  short  and  tempo- 
rary, of  traumatic  lesions  on  that  syn- 
drome. 

RELATION  TO  THE  SITE  AND  NATURE 
OF  THE  INJURY. 

Table  VII  shows  the  figures  obtained 
when  our  400  industrial  cases  were  ar- 
ranged according  to  the  site  of  the  lesion. 
Lumbar  cases  were  not  included  because 
their  number  was  too  small.  Head  lesions 
included  those  of  scalp,  face,  lips,  etc. 
Shoulder  lesions  included  those  in  and 


around  that  region  such  as  fractures  of 
the  clavicle  and  upper  humerus  and  17 
cases  in  which,  with  demonstrable  lesions 
of  the  shoulder  itself  or  without  them, 
there  was  always  a marked  limitation  of 
shoulder  movement  occurring  very  often 
after  a simple  contusion. 

Generally,  for  all  syndromes,  the  fre- 
quency increases  as  the  lesion  approaches 
the  shoulder.  Usually,  thus,  the  sequency 
is  the  following:  least  frequent  are  those 
injuries  of  the  lower  extremity,  followed 
by  finger  injuries,  hand,  upper  extremity 
injuries  (from  hand  to  near  shoulder), 
lesions  in  and  around  the  shoulders  or 
head  injuries.  But  there  are  some  very  in- 
teresting differences.  For  the  biceps,  head 


TABLE  VII  - RELATION  TO  SITE  OF  INJURY  IN  319  CASES 


No. 

Cervico- 

Angle  of 

OF 

Dorsal 

Upper 

THE 

Lower 

Moseley’s 

Site 

Cases 

Biceps 

Region 

Trapezii 

Scapulas 

Trapezii 

Point 

R L 

R L 

R L 

R L 

R L 

R L 

Lower 

12 

33 

1 

4 

7 

Extre- 

100 

20  14 

48  36 

3 2 

6 7 

20  13 

mity 

17% 

42% 

2.5% 

6.5% 

16.5% 

8 

1 

20 

1 

3 

7 

Fingers 

82 

16  2 

4 4 

36  26 

1 1 

3 4 

13  14 

35  47 

19.7% 

5% 

35.3% 

4.3% 

16.4% 

6 

10 

3 

Hand 

59 

11  14 

1 1 

22  14 

1 2 

5 0 

5 9 

20  39 

21.8% 

30.5% 

4.2% 

19.5% 

Upper 

5 

2 

10 

1 

2 

4 

Extre- 

31 

17  15 

4 3 

22  16 

2 1 

5 2 

15  10 

mity 

51.6% 

11.33% 

61.3% 

8% 

40.3% 

In  and 

4 

1 

11 

2 

2 

3 

Around 

36 

10  7 

1 2 

14  13 

3 2 

2 4 

5 9 

Shoulder  18  34 

23.6% 

37.5% 

8.33% 

19.4% 

3 

8 

1 

1 

Head 

11 

5 4 

9 8 

1 1 

3 3 

41% 

77.3% 

9% 

27.3% 
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injuries  give  lower  figures  than  lesions  in 
or  around  the  shoulder,  and  finger  lesions 
give  a higher  figure  than  lower  extremity 
lesions.  For  Moseley’s  syndromes,  finger 
and  lower  extremity  lesions  give  the  same 
numbers,  the  lowest,  and  hand  and  upper 
extremity  lesions  give  also  the  same  fi- 
gures but  higher,  and  head  lesions  a much 
lower  figure  than  shoulder  injuries.  The 
upper  trapezius  syndrome  is  even  more  in- 
teresting: here  finger  lesions  give  a smal- 
ler figure  than  lower  extremity  lesions 
and  hand  lesions  even  lower  than  fingers; 
upper  extremity  injuries,  although  giving 
a higher  figure  than  fingers  and  hands, 
are  still  below  lower  extremity  figures, 
and  hand  figures  are  higher  than  shoulder 
figures. 

The  impression  is  that  the  tendon  of 
the  long  head  of  the  biceps  belongs  es- 
sentially to  the  shoulder  and  upper  ex- 
tremity so  that  it  is  most  affected  by  their 
lesions,  and  any  injury  of  the  upper  ex- 
tremity, even  if  as  far  as  the  finger,  will 
have  some  influence.  Moseley’s  syndrome 
seems  far  more  independent  of  upper  ex- 
tremity lesions  but  relatively  more  de- 
pendent on  shoulder  lesions  as  compared 
to  head  injuries.  Upper  trapezii  seem  even 
more  independent  of  upper  extremity 
lesions,  since  they  give  lower  figures  than 
lower  extremity  injuries,  and  more  depen- 
dent on  head  injuries.  In  other  words,  this 
syndrome  seems  to  be  more  under  the  in- 
fluence of  general  postural  or  systemic 
or  other  factors  and  seems  rather  to  be- 
long to  the  head  musculature. 

RELATION  TO  NATURE  OF  LESION 

We  wanted  to  have  some  idea  as  to 
the  influence  the  nature  of  the  injury 
might  have  on  the  frequency  of  common 
painful  syndromes  of  the  upper  muscula- 
ture. The  study  was  possible  only  for  such 


conditions  as  infected  hands  (a  small 
number  of  cases),  Colle’s  and  similar 
fractures  and  those  cases  in  which  there 
was  section  of  the  tendons  of  the  fingers, 
hand  or  wrist.  In  the  last  case  we  must 
remember  that  a large  number  of  tendons 
are  not  sutured  or  are  sutured  in  an  in- 
complete or  defective  manner  or  leave 
quite  marked  stiffness  or  disability  due 
very  often  to  adherent  scars  and  fibrosis 
which  tie  together  the  various  anatomic- 
al layers. 

Table  VIII  shows  that  Colle’s  and  simi- 
lar fractures  seem  to  have  little  influence 
on  biceps  tendon  and  Moseley’s  point,  since 
they  give  lower  figures  than  lower  extre- 
mity, hand  and  upper  extremity  injuries. 

But  even  more  interesting  are  the  up- 
per trapezius  figures  for  those  lesions  of 
fingers,  head  and  wrist  in  which  the  ten- 
dons were  sectioned.  Here  these  figures 
are  lower  not  only  than  those  for  lesions 
as  a whole  of  fingers  and  hand,  but  even 
lower  than  for  normal  people  or  lower  ex- 
tremity lesions  or  even  stevedores  who 
have  the  lowest  rate  of  upper  trapezius 
pain.  We  have  the  impression  that  severed 
tendons  have  an  inhibiting  influence  on 
the  upper  trapezius  syndrome. 

The  cervicodorsal  syndrome  has  been 
found  to  be  very  rare  in  our  cases.  The 
percentage  comes  up  to  above  11%  only 
in  v/orkmen  with  lesions  in  and  around  the 
shoulder,  and  even  then  it  was  not  more 
frequent  than  pain  of  the  lower  trapezius. 
It  has  then,  a local,  traumatic  cause  in 
most  of  the  cases. 

COMMENT  AND  CONCLUSIONS 

The  study  of  the  data  collected  after 
the  examination  of  600  patients  for  six 
painful  points  of  the  upper  musculature, 
warrants  the  following  tentative  conclu- 
sions : 
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TABLE  VIII  - RELATION  TO  NATURE  OF  LESION 


Najube 

No. 

Cervico- 

Angle  of 

OF 

OF 

Dorsal 

Upper 

THE 

Lower 

Moseley’s 

Lesion 

Cases 

Biceps 

Region 

Trapezii 

Scapulas 

Trapezii 

Point 

R L 

R 

L 

R L 

R L 

R L 

R L 

Severed 

15 

1 

3 

Tendons 

4 11 

4 1 

5 5 

1 1 

2 3 

(fingers) 

16.5% 

33.3% 

16.5% 

Severed 

4 

4 

2 

Tendons 

36 

8 10 

0 

1 

12  6 

0 1 

3 0 

7 7 

(hands) 

10  26 

25% 

25% 

19.4% 

Severed 

5 

6 

1 

3 

Tendons 

64 

11  14 

1 

1 

18  10 

4 1 

10  12 

(Total) 

15  49 

19.5% 

21.8% 

4% 

17.2% 

Infected 

10 

3 

1 

Hands 

4 6 

1 1 

4 4 

2 1 

40% 

15% 

Colie’s  & 

5 

Similar 

19 

2 3 

11  5 

2 4 

Fractures 

1 9 10 

13.2% 

42% 

15.8% 

All  syndromes  are  less  frequent  in  per- 
sons who  do  hard  muscular  work.  Seden- 
tary life  seems  then  to  be  a very  import- 
ant determining  cause.  Even  in  workers 
with  varied  traumatic  lesions  they  are  less 
frequent  than  in  the  housewife  and  white 
collar  classes.  Their  frequency  decreases 
after  the  age  of  60  and  at  the  age  of  30 
to  39,  except  Moseley’s  point  which  in- 
creases constantly  with  age  in  laborers. 
Their  highest  frequency  comes  at  50  to 
59.  Generally  the  presence  of  traumatic 
lesions  increases  their  frequency,  with 
some  very  interesting  exceptions  to  be 
discussed  later.  The  site  of  the  injury  has 
different  effects  on  different  syndromes, 
but,  naturally,  frequency  increases  with 
lesions  in  and  around  the  shoulder,  i.e., 
with  the  close  proximity  of  the  lesion.  The 
influence  of  the  age  of  the  lesion  varies 
for  the  different  syndromes  as  will  be 


presently  discussed.  All  syndromes  are 
usually  predominant  on  the  right  side  but 
this  is  more  or  less  so  in  different  painful 
sites. 

Upper  trapezii  are  the  most  frequent 
sites  of  pain.  This  syndrome  is  also  most 
frequently  bilateral  and  most  frequently 
predominant  on  the  right  side.  It  seems  to 
be  under  the  influence  of  general  or  pos- 
tural factors.  As  is  the  case  with  the 
others,  it  is  less  frequent  in  persons  doing 
hard  muscular  work.  It  is  especially  fre- 
quent at  the  ages  of  20  to  29  in  all  clas- 
ses, and  at  50  to  59  in  sedentary  persons. 
The  increase  with  the  age  of  the  lesion 
seems  due  to  prolonged  rest  which  brings 
the  laborers  close  to  the  housewife  class. 
It  seems  dependent  on  upper  extremity 
lesions,  unless  they  are  very  close,  but 
only  in  the  sense  that  it  is  benefited  by 
them,  i.e.,  it  becomes  less  frequent  with 
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hand,  finger,  and  upper  extremity  lesions. 
This  is  especially  true  of  severed  tendons 
which  give  the  lowest  figures  for  upper 
trapezius  pain  of  any  of  the  groups 
studied.  Traumatic  injuries  of  the  upper 
extremity  seem  to  cause  an  increase  only 
during  the  first  week.  It  seems  to  belong 
to  the  head  musculature  rather  than  to 
the  shoulder  musculature. 

Pain  of  the  tendons  of  the  long  heads 
of  the  biceps  is  much  more  frequent  than 
is  generally  thought.  It  is  not  present  only 
in  frozen  shoulders  and  in  bicipital  syn- 
dromes. It  is  second  in  frequency  to  up- 
per trapezius  pain  in  the  housewife  class 
especially  in  age  groups  20  to  29,  50  to 
59,  and  in  laborers  in  age  groups  20  to  29, 
40  to  59,  but  not  so  markedly.  It  is  also 
second  during  the  first,  second,  fifth  and 
eighth  week  after  a traumatic  injury  and 
in  head  shoulder  and  upper  extremity  in- 
juries. Biceps  pain  reaches  its  peak  at  the 
ages  of  20  to  29  and  50  to  59  both  in  the 
laborers,  and  the  housewife  classes;  and 
during  the  third  week  after  a traumatic 
injury.  It  is  most  affected  by  injuries  of 
the  upper  extremity  and  then  by  head  in- 
juries. 

Moseley’s  point  is  also  much  more  fre- 
quent than  is  generally  thought.  It  holds 
second  or  third  place  in  frequency ; second 
in  age  groups  30  to  39  and  above  60  in 
normal  people  and  in  injured  workmen, 
where  it  is  also  second  below  19 ; in  steve- 
dores, during  the  first,  second,  fifth  and 
eighth  week  after  the  injury;  in  laborers 
with  infected  hands  or  Colie’s  or  similar 


fractures.  It  reaches  its  peak  at  the  ages 
of  50  to  59  as  well  as  bicipital  pain  and 
is  also  quite  high  at  20  to  29.  Its  frequency 
increases  slov/ly  but  steadily  with  age. 
None  of  the  other  syndromes  is  so  much 
under  the  influence  of  age  except  that 
biceps  pain  also  reaches  its  peak  at  50  to 
59.  Occupation  does  not  seem  to  have  such 
an  influence  on  it,  although  its  frequency 
is  less  in  the  laborer  class.  Eight  weeks 
after  a traumatic  injury,  it  is  as  frequent 
as  in  normal  people.  Head  and  especially 
shoulder  injuries  increase  their  frequency 
much  more  than  upper  extremity  injuries. 
It  is  much  less  frequently  bilateral. 

Pain  of  the  lower  angle  of  the  tra- 
pezius is  fourth  in  frequency.  As  to  age 
influence  its  frequency  is  higher  at  20  to 
29  in  normal  people  but  in  laborers  it  in- 
creases sligthly  with  age.  It  is  relatively 
frequent  in  physical  therapy  technicians 
and  stevedores,  the  sixth  and  eighth  week 
after  an  injury  and  in  lesions  of  the  head 
and  shoulders.  It  is  not  very  predominant 
on  the  right  side. 

Pain  below  the  angles  of  the  scapulae 
and  in  the  cervicodorsal  region  are  the 
least  frequent,  perhaps  not  enough  to 
draw  any  conclusions  from  the  figures  at 
hand.  The  latter  seems  to  have  always  a 
local  cause  for  it  is  generally  found  where 
there  are  nearby  traumatic  lesions.  It  is 
more  frequent  at  the  ages  of  20  to  29  in 
normal  people  and  at  30  to  39  and  40  to 
49  in  laborers  when  it  is  as  frequent  or 
even  more  than  pain  below  the  angle  of 
the  scapulae. 
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La-  preferencio  que 
^/.’  - goza  la 


NUMOTIZINi 


en  bursitis  no  se  debe 
solamente  al  color 
húmedo  que  proporcio- 
no, sino  también  a 
su  acción  analgésica- 
descongestiva. 

CONVENIENTE  - 

fácil  de  usarse  — una 
aplicación  dura  de  8 a 
1 2 horas. 

NUMOTfZINE,  IHC. 

900  N.  FRANKLIN  ST. 
CHICAGO.  E.  ü.  A. 
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Distribuidores:  FRANCISCO  N.  CASTAGNET 
Santurce,  Puerto  Rico 
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vía  directa 


Cuando  el  tratamiento  bucal  de  los  niños  o adultos  con 
complejo  de  vitamina  B parece  no  ser  lo  suficientemente  eficaz,  los  médicos 
recomiendan  inyectar  'Betalin  Complejo’  (Complejo  de  Vitamina  B,  Lilly) 
intravenosa  o intramuscularmente,  en  dosis  de  1 a 4 cm^  al  dia.  La  administración 

parenteral,  o sea  la  vía  directa,  es  garantía  de  una  utilización  completa 
puea  se  elimina  la  dificultad  de  la  absorción  defectuosa  y se  proporcionan 
inmediatamente  altas  dosis  del  complejo  vitamínico  B. 

Cada  cm*  de  'Betalin  Complejo’  contiene: 

Clorhidrato  de  Tiamioa 5 mg 

Riboflavina 2 mg 

Nícotinamida 75  dic. 

Acido  Pantoténico 

(como  Pantotenato  de  Calcio)  . . . 2.5  mg 

Clorhidrato  de  Piridoxina 5 mg 
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El  BOLETIN  DE  LA  ASOCIACION  MEDICA  DE  PUERTO  RICO  es 
•1  órgano  oficial  de  la  Asociación  Médica  de  Puerto  Rico.  Se  publica  el  día 
último  de  cada  mes,  constando  cada  volumen  de  12  ediciones. 

Los  trabajos  originales  deben  ser  enviados  al  Editor-en-Jefe,  Apartado 
de  Correos  3866,  Santurce  29,  Puerto  Rico,  o entregarse  directamente  en  la 
Secretaria  de  la  Asociación  Médica,  Avenida  Fernández  Juncos,  Parada  19, 
Santurce,  Puerto  Rico. 

Los  originales  deben  venir  escritos  a máquina,  a doble  espacio. 

Las  citas  bibliográficas  deberán  mencionar,  en  el  siguiente  orden  de 
sucesión:  apellido  del  autor;  iniciales  de  sus  nombres;  título  del  trabajo; 
título  del  periódico  (abreviado) ; año ; volumen  y página.  Las  citas  lleva- 
rán un  número  de  acuerdo  a su  orden  de  presentación  en  el  texto  y corres- 
pondiente a la  numeración  colocada  al  final. 

Si  el  articulo  viene  acompañado  de  ilustraciones,  debe  indicarse  en  el 
texto  el  sitio  donde  se  desea  que  sean  éstas  intercaladas.  Al  dorso  d< 
cada  ilustración  debe  hacerse  constar  claramente  el  titulo  que  deberá 
acompañarla. 

No  se  devuelven  originales.  Los  autores  son  responsables  de  las  opi- 
niones que  emitan  en  sus  artículos.  Ningún  artículo  publicado  en  el  Boletín 
podrá  ser  reproducido  sin  la  previa  autorización  escrita  del  Editor-en-Jefe. 

Información  en  relación  con  anuncios  será  suplida  a solicitud  en  la  Se- 
cretaria de  la  Asociación.  Todo  material  de  anuncio  estará  sujeto  a la 
aprobación  del  Editor-en-Jefe. 


Tres  Dolares 
SvseripelóB  AdusI 
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Oleum  Per- 


PercO' 


Oleum 


VP 


^ because  of  ifs 
min  D conten}, 

comorphum:  (1)  plays  ari  impor 
role  in  tooth  formation  (2)  aids  in  prevent 
ing  and  arresting  dental  caries  in  seme  insta 
" (3)  exercises  a favorable  influence  on  calcium  and 

phorus  metabolism.  By  virtue  of  its  vitamin  A content.  Oleum 
morphum:  (4)  prevents  and  cures  night  blindness  due  to  vitamin  A delicien 
(5)  is  helpful  in  preventing  and  treoting  eye  diseases  due  to  vitamin  .A  delicíen 
siich  as  xerophthalmia;  (6)  is  effective  in  treating  certain  hyperkeratoses  of 
skin  which  sometimes  accompony  severe  vitamin  A deficiency  ....  Mead’s 
Percomorpbum  Wifh  O^bér  Fish  Liver  Oils  and  Viosterol  is  Council  Accepted,  and  is 
advertised  only  to  the  medical  profession.  Mead's  Oleum  Percomoiphum  is  economical. 
Mead’s  Oleum  Pe~con'-arphum  has  stood  the  vest  of  16  years  of  cli.vca!  use. 
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Mead  Johnson  & Company,  evamsvills ■ 21,  -i-'DiANA,  u.s.a. 


PLEASE  Y MEAD’S - 


P.  O.  BOX  3081  — SAN  JUAN,  P.  R. 


Para  pacientes  que 
requieren  dietas  concentradas 

a los  niños  inapetentes.  Así  mismo,  Klim  es 
de  gran  valor  en  casos  que  requieran  mayor 
alimentación,  tales  como  tifoidea  y otras 
enfermedades  febriles;  pulmonía,  tuberculo- 
sis y debilidad  postoperatoria. 

El  valor  calórico  de  Klim  es  ocho  veces 
mayor  que  el  de  la  leche  fluida.  Se  puede 
agregar  a los  alimentos  líquidos  o casi  líqui- 
dos, sin  producir  alteración  alguna  en  su 
apariencia,  consistencia,  sabor  o volumen. 


LIM 

LA  PREFERIDA 

EN  TODO  EL  MUNDO  ^ s 

Para  infoiines  profesionales  y tablas  de  alimentación,  diríjase  a; 

THE  BORDEN  COMPANY,  350  MADISON  AVENUE,  NEW  YORK  17,  N.  Y.,  U.  S.  A. 


Distribuidores  para  Puerto  Rico: 

PLAZA  PROVISION  COMPANY,  Fortaleza  104,  San  Juan,  P.  R. 


Klim,  la  leche  íntegra  en  polvo,  es  de  gran 
importancia  para  las  dietas  concentradas. 

Klim  puede  proporcionarle  calorías  adicio- 
nales sin  aumentar  materialmente  el  volu- 
men de  su  dieta.  (Cada  cucharada  rasada 
proporciona  40  calorías).  Klim  en  polvo 
puede  ser  combinada  con  diversos  alimentos. 

USOS  ESPECIFICOS 

Las  dietas  concentradas  con  Klim  benefician 


Distribuidores:  CESAR  CASTILLO,  INC. 
Calle  Tetuán  155  - San  Juan,  P.  R. 


eclaiming  Nature’s 
failures 


The  physician  may  now  offer  encouragement 
to  the  patient  with  a history  of  habitual  abortion. 
Pranone*  Tablets,  supplying  corpus  luteum  activity 
orally,  offer  hope  for  a high  degree  of  fetal  conserva- 
tion. With  the  help  of  Pranone,  which  enhances 
formation  of  a secretory  endometrium  and  - 
sustains  the  embryo  against  premature  expulsion, 
80  per  cent  of  patients  have  been  brought  to 
' term.''®  Indeed,  the  corpus  luteum  hormone 
( has  been  so  successful  in  correcting 

’ “relative”  sterility  due  to  abortion  that 

Mazer  and  Israel'  describe  it  as  having 
“unimpeachable  value  and  total 
harmlessness.” 

PRANONE 

(ANHYDROHYDROXY-PROGESTERONE  U.S.P.  XIII) 

Pranone  Tablets  constitute  a great  advance 
V in  controlling  threatened  abortion  also,  for  they 
V A permit  quick  and  effective  self-administration 
of  the  corpus  luteum  factor  at  the  moment 
vaginal  staining  is  detected.  Pranone 
Tablets  may,  therefore,  provide  a vital 
margin  of  safety  pending  the 
physician’s  arrival. 

Pranone,  Anhydrohydroxy-progesterone 
U.S.P.  XIII.  Tablets  of  5 or  10  mg.,  boxes  of 
20.  40,  100  and  250  tablets;  also  25  mg., 
boxes  of  20  and  100  tablets. 

BIBLIOORAI'IM  : 1.  Kruhn,  L.,  and  Harris,  J.  M, : Am.  J.  Obst.  & Gynec. 
41:95,  1941.  2.  Mason,  L.  W. ; Am.  J.  Obst.  & Gynec.  44:630,  1942.  3. 
Kotz.  J.;  Parker.  L..  and  Kaufman,  .M.  S. : J.  Clin.  Endocrinol.  1:838. 
1941.  4.  .Mazer,  C.,  and  Israel.  S.  L. ; Diagnosis  and  Trealment  of  Menstrual 
Disorders  and  Sterility,  New  York.  Paul  B.  Hoeber,  Inc.,  1941,  p,  437. 


' CORPORATION  • BLOOMFIELD,  NEW  JERSEY 


Dryco  es  tan  nutritiva 

como  la  leche  materna 


Al  sustituir  la  leche  materna  con  leche  de 
vaca,  es  preciso,  señores  médicos,  dar  al  bebé 
una  cantidad  mayor  de  proteína  de  leche  de 
vaca. 

Esto  se  debe  a las  deficiencias  proteínicas 
de  la  leche  de  vaca,  comparada  con  la  leche 
materna. 

En  Dryco,  por  lo  tanto,  se  ha  modificado 
el  volumen  de  proteína  a una  proporción  más 
elevada  que  en  la  leche  de  vaca.  Su  relación 
es  de  2.7  de  proteína  a 1 de  grasa,  mientras 
que  en  la  leche  de  vaca  es  aproximadamente 
igual.  Esto  asegura  al  bebé  normal  una  pro- 
porción óptima  de  proteína  para  un  vigoroso 
y saludable  desarro-llo. 

, Otras  semejanzas  en  valor  nutritivo 

Durante  la  elaboración  de  Dryco  se  reducen 
considerablemente  las  partículas  de  grasa, 
haciéndolas  más  asimilables  para  el  bebé 
Dryco  contiene  amplias  proporciones  de  las 
vitaminas  A,  Bj,  B2,  y D.  Dryco  es  bacterio- 


lógicamente segura  y de  composición  uni- 
forme. Dryco  se  disuelve  rápidamente  en 
agua. 

Recete  Dryco.  Es  el  alimento  ideal  para  todos 
los  niños  — los  normales  y aquellos  que  re- 
quieren su  estricta  supervisión. 


Para  información  profesional  y tablas  de  alimen- 
tación acerca  de  Dryco  diríjase  a: 

THE  BORDEN  COMPANY, 

' 350  Medison  Avenue, 

New  York  17,  N.  Y.,  U.  S.  A 


Distribuidores  para  Puerto  Rico: 
FELIX  A.  RODRIGUEZ 
Sagrado  Corazón  602  - Santurce,  P.  R. 
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NION  CORPORATION  • LOS  ANGELES  38,  CALIFORNIA 


Representantes  para  Puerto  Rico 


JOAQUIN  BELENDEZ  SOLA 


Ave.  Labra  Núm.  802 
Santurce,  P.  R. 


Apartado  1188 
San  Juan,  P.  R, 


Un  Adelanto  Importante  en  el  Tratamiento 
de  la  Anemia  Perniciosa 


*Cobione  es  la  marca 
registrada  de  Merck  & 
Co..  Inc.  para  la  Vita- 
mina Bi2  Cristalina. 


COBIONE*. . . la  Vitamina  Bu  en 
forma  pura,  cristalina . . . 

• eficaz  en  cantidades  de 
microgramos 

• no  produce  efectos  tóxicos 
cuando  se  administra  en  do- 
sis indicadas 

Se  ha  establecido  definitivamente  las 
ventajas  de  la  Vitamina  B12  pura, 
cristalina,  el  agente  contra  la  anemia 
perniciosa  recientemente  aislado  en  los 
Laboratorios  de  Investigación  de 
Merck  & Co.,  Inc. 

Los  estudios  clínicos  demuestran  que 
el  Cobione  produce  un  ascenso  rápido  de 
los  reticulocitos,  seguido  de  un  aumento 
igualmente  satisfactorio  de  glóbulos 
rojos.  Es  eficaz  en  el  tratamiento  de  la 
anemia  perniciosa,  incluyendo  sus  com- 
pbcaciones  neurológicas,  cuando  aún  no 
se  han  producido  cambios -patológicos 
irreversibles.  El  Cobione  es  también 
eficaz  en  la  anemia  macrocítica  de  tipo 
nutritivo  y en  el  esprue  tropical  y no 
tropical. 

Gracias  a su  alta  potencia,  se  obtiene 
beneficios  terapéuticos  con  cantidades 
mínimas.  Parece  que  el  Cobione  no  pro- 
duce efecto  tóxico 'alguno  cuando  se 
administra  en  las  dosis  indicadas. 

Se  envía  literatura  a solicitud 

COBIONE 


MARCA  REGISTRADA 


(NORTH  AMERICA)  INC. 

161  AVENUE  OF  THE  AMEKIC.AS,  NEW  YORK  13,  N.  Y.,  U.  S \ 
Sucesores  de  1’.  W.  R.  E.xpoi  t Cori><)r 'lion 

Distribuidores— CESAR  CASTILLO,  INC.,  Calle  Tetuan  155,  San  Juan 
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El  Queratómetro  de  Bausch  Se  Lomb 


INSTRUMENTOS 
9 OPTICOS 
BAUSCH  & LOMB 


reconoce  universalmente  el  valor  de 
la  queratometría  en  casos  de  astig- 
mia,  afaquia  o ambliopía.  Sin  embargo 
la  exactitud  de  los  datos  así  averigua- 
dos está  limitada  por  la  exactitud  del 
instrumento  empleado  para  lograrlos.  El 
O.ueratómetro  de  B&L  mide  objetiva- 
mente la  curvatura  de  la  córnea.  Con 
él  es  fácil  colocar  en  posición  al  pacien- 
te y se  ahorra  tiempo  para  que  éste 
concentre  la  mirada  de  modo  fijo.  Por 
ser  un  instrumento  de  una  sola  posición, 
su  enfoque  resulta  rápido  y exacto.  Sólo 


con  el  Queratómetro  se  puede  obtener 
exactamente  la  medida  de  la  córnea  pa- 
ra ajustar  lentes  de  contacto. 

Agente:  H.  V.  GROSCH  C O. 

Comercio  St.  21  - San  Juan 

BAUSCH  & lomb 

Optical  Co.  - Rochester,  N.  Y.,  E.U.A, 
Fundada  en  185,^ 


VARIOS  DATOS  INTERESANTES 
ACERCA  DE  BIOLAC... 


El  Alimento  Infantil  Completo 

TDiolaC  BS  leche  pura,  desecada,  modificada  y 
^ enriquecida  de  tal  modo,  que  suple  una  fór- 
mula equilibrada. 

Contiene  las  cantidades  requeridas  de  todas  las 
vitaminas  y los  minerales  de  la  leche  humana.  ¡ Y 
es  tan  fácil  de  preparar— sólo  hay  que  mezclarlo 
con  agua! 

Además,  Bíolac,  en  su  lata  cerrada  al  vacío,  se 
conserva  indefinidamente.  Después  de  abierta  la 
lata,  se  puede  conservar,  bien  tapada,  por  varios 
días  en  un  sitio  fresco  y seco  sin  refrigeración. 

Quizás,  la  razón  principal  por  la  cual  tantos  mé- 
dicos están  prescribiendo  Bíolac  sea  por  las  venta- 
jas que  ofrece. 

1*  Fácil  de  prescribir.  £1  médico  puede  confiar 
en  que  la  criatura  alimentada  con  Bíolac  recibe 
los  requerimientos  completos  de  las  vitaminas 
A,  Bi,  Bj  y D;  calcio,  hierro  y fósforo;  carbohi- 
drato, proteína,  y grasa*.  Y por  la  absoluta 
sencillez  con  que  se  prepara  una  fórmula,  el 
médico  tendrá  la  satisfacción  de  saber  que  la 


posibilidad  de  cometer  errores  al  mezclar  j 
medir,  se  reducirá  a un  mínimo. 

2.  Fácil  de  preparar.  ¡Bíolac  se  mide  con  la  cu- 
chara que  trae  cada  lata,  se  mezcla  con  agua 
pura  y la  fórmula  está  lista!  La  leche  de  la  cual 
se  elabora  Bíolac  viene  de  vacas  escogidas, 
sometidas  a la  prueba  tuberculina. 

3.  Fácil  de  digerir.  A Bíolac  se  le  ha  aumentado 
la  lactosa,  el  azúcar  natural  de  la  leche  hu- 
mana. Esto  ayuda  a establecer  la  acidez  normal 
intestinal,  y a utilizar  el  calcio  en  el  desarrollo 
del  niño.  Los  glóbulos  de  grasa  en  Bíolac  se 
reducen  y se  homogeneizan  para  que  se  aseme- 
jen a los  de  la  leche  humana.  La  proteína  se 
ajusta  de  modo  que  sea  más  fácil  de  digerir,  y 
menos  alergénica  que  la  de  la  leche  de  vaca. 

Usted  encontrará  — como  les  ha  sucedido 
a muchos  médicos— que  Bíolac  se  puede  reco- 
mendar con  entera  confianza.  Bíolac  es  un  ali- 
mento equilibrado,  que  gusta  a las  criaturas. 

•Nótese  que,  ni  la  leche  de  vaca  ni  la  humana, 
suplen  cantidades  suficientes  de  la  vitamina  C,  la 
que  deberá  darse  al  niño  a su  debido  tiempo. 


Bíolac 


THE  BORDEN  COMPANY 

350  Madison  Ave.,  New  York  1 7,  N.Y. 

Bíolac  es  leche  pura  de  vaca, 
modiñcada.  Sencillamente  se 
mezcla  con  a^ua  pura  para 
obtener  una  formula  iofaociJ 
aqmltbrada^ 


Distribuidores  para  Puerto  Rico: 
FELIX  A.  RODRIGUEZ 
Sagrado  Corazón  602  - Santurce.  P.  R. 


UTIOHS 


SOL 

\ntiavenous 


Intramuscu^ 


sSXn'vxV'n' 

I# 


+0  relieve  nausea  and  vomiting 
of  pregnancy  and  in  adoles- 
cent acne 


PYRIBEXIN 


IPyridoxine  HCI  Thiamine  Chloride) 
Each  1 cc  contains; 

Vitamin  Bl  50  mg 

Vitamin  B6 so  mi; 


VIALS  OF  10  cc 


IROBLEX 

-pioSp^ 


for  use  in  hypochromic  and 
tritlonal  anemias 


I I ron  - Liver  - B Complex) 
Each  cc  contains; 

Thiamine  HCl  (Bl)  ui 

Riboflavin  (Bi) 

Pyridoxine  HC  l (B6) 
NICOTINAMIDE  s 

IRON  CACOD^T.ATE  1 

LIVER  (10  LIS  P.  UNITS 
PER  CC) 

Phenoi 


I mproved 


Formula 


il  (As  preservative) 

VIALS  OF  10  cc 
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JOAQUIN  BELENDEZ  SOL> 

PO  BOX  I 188,  SAN  JUAN,  PUERTO  I 
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APORTANTES 

mmEc 

CÁ^NÁTQ 

DESNUTRICION. — Por  consistir  casi  enteramente  de  proteína 
(88%),  el  Gasee  resulta  útil  para  enriquecer  la  dieta  del  niño  o 
del  adulto  con  desnutrición  por  insuficiencia  proteica.  Gracias  a 
ser  inodoro  e insaboro,  el  Gasee  no  afecta  ni  el  olor  ni  el  sabor 
del  alimento. 

DIARREA. — El  Gasee  posee  mérito  extraordinario  en  el  trata- 
miento dietético  de  la  diarrea,  lo  mismo  en  el  lactante  amaman- 
tado que  en  el  alimentado  artificialmente.  La  rapidez  con  que  el 
Gasee  ataca  este  común  trastorno  nutritivo,  constituye  un  factor 
importante  para  evitar  la  deshidratacion  y el  desgaste  proteico. 

COLICO. — Gon  la  administración  antes  de  cada  mamada  de  15  cc. 
(3  cucharaditas)  de  una  mezcla  de  1 34  gramos  (1  cucharadita 
compacta  rasa)  de  Gasee  y 40  cc.  de  agua,  se  consigue  aliyiar  casi 
inmediatamente  el  cólico  en  los  lactantes  amamantados. 

PREMADUREZ. — En  la  alimentación  del  prematuro,  se  han  ob- 
tenido superiores  resultados  con  regímenes  enriquecidos  con  Gasee, 
por  ejemplo : (1)  Olac,  (2)  Alacta-Semidescremada,  Gasee  y Dextro 
Malto,  (3)  leche  de  pecho  y Gasee,  etc. 

ATREPSIA. — El  Gasee  ha  demostrado  también  su  utilidad  en 
casos  de  atrepsia  causados  por  vómito,  diarrea,  o hipoalimentación. 

ENFERMEDAD  CELIACA. — El  Gasee  está  indicado  para  todo 
el  período  del  régimen  trifásico  en  el  tratamiento  de  la  enferme- 
dad celíaca. 

De  venta  en  todas  las  droguerías  y farmacias. 

Muestras  y literatura  a la  disposición  de  los  Sres.  Médicos. 


. M EAD  J O H Ñ S O N feCO^v  Evansville  21,  Ind.,  E.Ü.A. 


P.  o.  BOX  3081  — SAN  JUAN,  P.  R. 


four  blood-building  essentials  in  one  | capsule 


for  prompt  and  positive  hemoglobin 
regeneration  and  reticulocyte  response 

Individually,  each  constituent  in  liafon  plays  a 
significant  role  in  the  development  of  the  red 
blood  cell. 

when  iron  alone  is  not  enough  . . . 
simultaneous  administration  of  the  four  blood- 
building essentials  in  liafon  ordinarily  results  in 
an  early  and  striking  improvement  in  the  patient’s 
blood  picture. 

LIAFON  is  specific  for  macrocytic  and/or  micro- 
cytic anemias,  whether  they  occur  singly  or  in 
combination. 

EACH  LIAFON  CAPSULE  PROVIDES: 


Desiccated  Liver 0.5  Gm. 

equiv,  2 Gm 

whole  fresh  liver 

Ferrous  sulfate  exsic 0.13  Gm. 

equiv.  38  mg.  elementol  iron 

U$P  or  0. 19  Gm.  ferrous  sulfote 

Ascorbic  Acid 50  mg. 


Folic  Acid 1 .67  mg. 


Bottles  of  25  and  1 00  Capsules 


Liafon . . . 
four 

fundamentals 
for  red 
blood  cell 
development 


*’l(AF0N  19  A TAABtHAtt  OF  E.  K.  90UII»  * tOlt 


Squibb 


Now  fortified  with 
Folic  Acid  and 
B vitamins- 


Patients  with  chronic  or  nutritional  anemias  may  be  deficient 
in  several  factors  essential  for  blood  regeneration — iron,  liver 
factors  and  B vitamins,  including  folic  acid. 


Each  daily  dose  of  Bepron  Fortified  (1  fluidounce)  supplies— 

Total  soluble  constituents  of  2 ounces' 
of  whole  beef  liver 
3 grains  of  iron  (Fe)  as  saccharated 
ferrous  iron,  equivalent  to  9.6  grains 
of  dried  ferrous  sulfate 
5 mg.  of  folic  acid 
2 mg.  of  thiamine  hydrochloride 
2 mg.  of  riboflavin 
15  mg.  of  niacinamide. 

Bepron  Fortified  is  recommended  for  tlie  treatment 
of  chronic  or  nutritional  hypochromic  microcytic 
anemias,  and  for  maintenance  therapy  of  certain 
macrocytic  or  normocytic  anemias. 


S'lpolied  in  bottles  of 
1Ó  fluidounces. 


F0RÜFÍED 


WYETH  INCORPORATED  . PHILADELPHIA  3, 

Distribuidores;  FRANCISCO  N.  CASTAGNET 
San  Juan,  Puerto  Rico 


PA. 


IN  THE  modern  day  infant  feeding  plan,  where  the  infant  is 
permitted  to  choose  what  he  likes  from  a group  of  foods 
offered,  Libby’s  Baby  Foods  prove  especially  advantageous. 
Through  Libby’s  exclusive  process  of  homogenization  cellu- 
lose cell  capsules  are  ruptured  and  all  fibrous  material  is 
reduced  to  microscopic  particles.  Hence  Libby’s  Baby  Foods 
are  satin-smooth  in  texture,  the  nutrients  are  dispersed  homo- 
geneously throughout  the  food  mass,  and  there  is  no  "sep- 
arating out’’  of  the  solids  from  the  liquid.  Libby’s  frequently 
have  been  fed  as  early  as  the  sixth  week  of  life,  conditioning 
the  infant  to  a wide  variety  of  foods. 


Beets  • Carrots  • Green  Beans  • Peas  • Spinash  • Squash  • Vegetable  Soup  • Mixed 
Vegetables  • Garden  Vegetables  • Liver  Scup  • Vegetables  with  Bacon  • Vegetables 
with  Beef  and  Barley  • Vegetables  with  Lamb  • Apples  and  Apricots  • Apples  and 
Prunes  • Apple  Sauce  • Apricot-Farina  • Peaches  • Peaches-Pecrs-Apricots  • Pears 
and  Pineapple  • Prunes  (with  Pineapple  Juice  and  Lemon  Juice)  • Custard  Pudding 

Libby,  MViNeill  & Libby  • Chicago  9,  Illiiioi.s 


+ 

Alta  Actividad  Antibacteriana 


Baja  Neurotoxicidad 


Syffato  de  Dilifdroestreptomicina 


Nuevo  e Impresionante  Adelanto  en  la  Terapia  Antibiótico 


Se  suministra  en  convenientes 
frasquitos  del  y 5 gm.  Incluyese 
en  cada  paquete  cuadros  de  dilu- 
ción. 

Como  primer  fabricante  de 
estreptomicina  en  el  mundo, 
Merck  & Co.,  Inc.  ha  hecho 
otro  adelanto  impresionante 
con  la  gran  produción  del 
Sulfato  de  Dihidroestrepto- 
micina. 


E!  Sulfato  de  Dihidroestreptomicina  es  un  antibiótico  nuevo,  altamente 
purificado,  químicamente  distinto  de  la  estreptomicina  y está  caracterizado 
por  alta  actividad  antibacteriana  y neurotoxicidad  sumamente  baja. 

Este  nuevo  producto  ofrece  ventajas  importantes: 

■ Eficacia  contra  el  Mycobacterium  Tuberculosis 

■ Toxicidad  Mucho  Más  Baja 

■ Manifestaciones  Alérgicas  Menos  Frecuentes 

■ Ausencia  de  Dermatitis  de  Contacto 

■ Pureza  Insuperable 

El  Sulfato  de  Dihidroestreptomicina  y el  Complejo  de  Cloruro  Calcico  de 
Estreptomicina  pueden  emplearse  alternativamente  en  el  tratamiento 
parenteral  de  la  tuberculosis.  Con  estos  dos  excelentes  "antibióticos 
asociados”  de  Merck  & Co.,  Inc.,  el  médico  está  equipado  para  afrontar 
cualquier  contingencia  en  que  esté  indicada  la  estreptomicina.  Para  mayor 
seguridad,  especifique  siempre  los  productos  de  Merck  & Co.,  Inc. 


Pida  los  últimos  impresos  descriptivos 

MERCK  (NORTH  AMERICA)  INC. 

161  Avenue  of  the  Americas,  New  York  13,  N.  Y.,  U.  S.  A. 


SI'BSfOlAKIA  DE 
EXPOK  IWnON  I>E 
MERCK  A CO.,  INC. 
Fahricttnirs  fie 
Froduciof  (Químicos 
Rahway,  N.  J.,  U.  S.  A* 
SUCESORES  DE  P.  W.  U.  EXPORT  CORPORATIGtt 


Distribuidores;  CESAR  CASTILLO,  INC. 
Calle  Tetuán  155  - San  Juan,  P.  R. 


MICROSCOPIOS  PARA  LABORATORIO  MEDICO  Y MAYOR 


LOS  Microscopios  Médicos  y los  para  Labora- 
torio Avanzado  han  sido  desarrollados  pa- 
í ra  proveer  la  adaptabilidad,  alcance  de  aumentos 
» y facilidad  que  se  necesitan  en  los  laboratorios 
{ para  la  medicina,  la  salud  pública,  los  usos  indus- 
¡ tríales,  y las  universidades.  Estos  son  los  micros- 
í copios  Spencer  que  los  estudiantes  de  medicina 
suelen  elegir  para  su  entrenamiento  de  colegio  y 
I experiencia  subsiguiente.  Con  equipos  ópticos  In- 
I dividualizados,  llenan  los  requisitos  de  todos  los 
colegios  de  medicina. 

I Años  de  experiencia  han  determinado  las  com- 
■ binaciones  ópticas  que  brindan  el  mejor  alcance 
posible  de  aumento  y resolución  para  los  dlferen- 
tes  tipos  de  observación  y estudio. 

Para  el  laboratorio  médico,  la  combinación  que 
■ se  suele  elegir  consta  de  tres  objetivos. 

, I 16  mm.  (“seco  bajo”)  lOX 

¡I  4 mm.  (“seco  alto”)  44X  y 

1.8  mm.  inmersión  de  aceite  95X. 


Un  condensador  de  la  misma  abertura  numérica 
(N.  A.)  como  el  objetivo  de  inmersión  de  aceite 
(N.  A.  1.25)  se  necesita.  Dos  oculares,  6X  y lOX 
completan  los  requisitos. 

El  objetivo  de  16  mm.  es  divisible;  cuando  el 
elemento  anterior  se  quita,  el  objetivo  se  hace 
un  sistema  de  32  mm.  con  un  campo  mayor  de 
vista  y un  aumento  inicial  de  4X. 

El  objetivo  de  4 mm.  tiene  una  N.A.  de  0.66  la 
que  provee  una  distancia  larga  de  trabajo,  para 
el  contaje  de  la.  sangre  o para  el  examen  de  te- 
jidos. 

El  objetivo  de  inmersión  de  aceite  de  1.8  mm. 
se  usa  para  la  bacteriología,  la  citología  y otros 
trabajos  que  requieren  una  fuerza  alta. 

Los  aumentos  alcanzados  por  las  varias  com- 
binaciones de  ocular  y objetivo  van  desde  24X 
hasta  950X. 

Estos  microscopios  los  tenemos  en  existencia 
para  entrega  inmediata. 


PUERTO  RICO  OPTICAL  COMPANY 


San  Juan,  P.  R. 


Agentes  Exclusivos  de 


AMERICAN  OPTICAL  COMPANY 


Southbridge,  Mass. 


I 


Lo  dejarnos  a 
(<t  decisión  de 
(os  que  saben... 


^ .s  V . 


En  cuanto  a recetarlo,  esto  lo  dejamos  en 
manos  de  los  que  saben  — es  decir  de  los 
señores  Médicos.  Lo  que  nosotros  hacemos 
es  elaborar  un  producto  de  tan  buena  cali- 
dad, que  al  necesitarse  un  alimento  especial 
de  esta  índole,  el  Doctor  gustosamente  re- 
cetará Hemo  Borden’s. 

NOTA:  La  Tabla 

de  minerales  de  Hemo 


Porque  Hemo  es  un  bebida  alimenticia  sana, 
fortificada  con  cantidades  apreciables  de 
vitaminas  y minerales.  Además  Hemo  tiene 
un  delicioso  sabor  a chocolate.  Hemo  se 
anuncia  a base  de  lo  que  realmente  es— un 
exquisito  complemento  alimenticio— tomado 
caliente  o frío. 


que  presentamos  al  pie,  muest"!  de  una  manera  clara  y fácil  el  contenido  vitamínico  y 
comparado  con  los  requerimientos  mínimos  diarios  del  adulto,  de  dichos  elementoi. 


HEMO  COMPARADO  CON  LAS  NECESIDADES 
MINIMAS  DIARIAS  DEL  ADULTO 


Vitamina  A 
Vitamina  Bi 
Vitamina  BoíG) 
Vitamina  D 


Requerimientos 
Mínimos  Diarios 
de  los  Adultos* 

4000  Unid.  Int. 
333  Unid.  Int. 

2 miligramos 
400  Unid.  Int. 


1 Vs  onzas  ó 38 
gramos  de  Hemo  en 
polvo  (2  porciones) 

4000 
333 
2 

400 


2 porciones  de  Hemo 
en  2 vasos  de  a 8 onzas 
(240  c.c.)  de  leche 

4900 

400 

3 

410 


Hemo 


ELABORADO  POR  LOS  FABRICANTES  DE  KLIM 


Envasado  en 
latas  de  1 libra 
ó 453  gramos 
(24  porciones) 


Niacinamida 

Hierro 

Calcio 

Fósforo 


10  miligramos 
750  miligramos 
750  miligramos 


10  mgms. 
14.7 
376 
288 


10.3  mgms. 
15.7 
950 
750 


*Según  han  sido  establecidos  por  el  Administrador  Federal  de  Seguri- 
dad bajo  la  autoridad  de  la  Ley  Federal  de  Alimentos  y Drogas  de 
los  Estados  Unidos. 

**Los  requerimientos  mínimos  diarios  del  adulto  aun  no  definitiva- 
mente establecidos. 


Distribuidores  para  Puerto  Rico: 

PI  A7A  PROVISION  COMPANY,  Fo  talezt  104,  San  .luán,  P.  R. 


Analgesic  Calami 

Cremacal  provides  cooling,  analgesic 
relief  from  pain,  burning  and  pruritus. 
Its  greaseless,  water-miscible  base 
dries  promptly  to  form  a protective 
coating  over  the  irritated  area. 


Formula: 

Calamine 10% 

Glycerine 5% 

Benzocaine 1% 

Phenol 0.5% 

Menthol 0.25% 


Special  water-miscible  base q.s. 


NUMOTIZINE,  Inc. 

900  N.  Franklin  St.,  Chicago  10,  III. 


Flesh-tinted  with  inert  color- 
ing. Supplied  in  l-oz.  and 
2-02.  tubes. 


Distribuidores:  FRANCISCO  N.  CASTAGNET 
San  .Tuan,  Puerto  Rico 


¡ 
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ANTIBIOSIS 

MAXIMA 

en  la  boca  y la  garganta 


En  las  pastillas  TyrOZETS  se  han  combinado  las  notables 

propiedades  antibióticos  y microbicidas  de  la  tirotricina, 
con  la  conocida  acción  analgésica  de  la  benzocaína. 

Resultado:  uno  fórmula  terapéutica  ideal  en  forma  de  pastillas 
de  sabor  muy  agradable  y de  gran  eficacia  medicamentosa. 

TyrOZETS  otaca  ios  gérmenes  patógenos  en  la  cavidad  bucal 
y combate  la  formación  de  focos  infecciosos. 

TyrOZETS  calma  rápidamente  la  irritación  y el  dolor  de  garganta. 
Rp.  TyrOZi^ts  para  la  asepsia  bucal  y faríngea,  procesos 
oi.j.iiOiUi,  en  Iü3  post-tonsilectomías,  etc. 


PhllodelDhia  1,Pa.,  E.U.  A. 


I 


EN  TUBOS  DE  12  PASTILLAS! 


A N U N Q I A N©  Q 


ctrú  to  d e 

■V"'. . ' 

ASREQMICINA 


d )tabiliclad  y amplitud  de  acción 
5>;  disfruta  el  Clorhidrato  de 
íciicina  Lederle,  tanto  para  com- 
■Js  infecciones  bacterianas  como 
e i rickettsia  y gérmenes  similares 
5 irus,  está  siendo  rápidamente 
ritda  por  los  clínicos. 

)i  la  aplicación  de  este  nuevo 
)i:;ico,  la  lucha  contra  los  gér- 
e;  infecciosos  ha  adelantado  en 
)na  que  promete  para  un  futuro 
my  lejano  la  conquista  de  la 
))i  de  los  microorganismos  para- 
le conocidos  hasta  la  fecha. 


VENTAJAS  de  la  AUREOMICINA 
Lederle — esencialmente  atóxica  (con 
la  excepción  de  estados  alérgicos) — 
Poca  probabilidad  de  que  los  organis- 
mos patógenos  se  vuelvan  reacios — 
Eficaz  contra  muchos  organismos  ante- 
riormente rebeldes  a la  quimioterapia 
— Ofrecida  en  formas  apropiadas  para 
administración  oral  y aplicación 
oftálmica. 

INDICACIONES  — Util  para  dominar 
la  fiebre  punteada  de  las  Montañas 
Rocosas,  fiebre  de  Queensland,  tifus, 


rickettsiosis,  linfogranuloma  venéreo, 
psitacosis,  neumonía  atípica  primaria, 
brucelosis  aguda,  infecciones  causadas 
por  cocos  grampositivos  (especial- 
mente estafilococos)  penicilino-resis- 
tentes,  e infecciones  causadas  por 
organismos  coli-aerogenes.  En  la  fiebre 
tifoidea,  dosis  masivas  pueden  ser 
útiles. 

CAPSULAS:  Frascos  de  16,  250  mg.  cada 
cápsula;  frascos  de  25,  50  mg.  cada  cápsula. 

OFTALMICO:  Frascos  de  25  mg.,  con  gotero; 
se  prepara  la  solución  añadiendo  5 cc.  de 
agua  destilada. 


“edERLE  LABORATORIES  DIVISION 


AMERICAN 


Gianamid 


COMPANV 


ROCKEFELLER  PLAZA,  NEW  YORK  20,  NEW  YORK 


--Í 

Recent  statistics  indicate  that  more  than 
10  per  cent  of  all  peptic  ulcers  occur  in 
persons  past  the  age  of  60.  Except  for 
a greater  tendency  to  bleed,  ulcers  in 
the  aged  are  no  different  from  those  in 
younger  persons  and  require  essentially 
the  same  therapeutic  program  of  rest, 
diet  and  acid  neutralization. 

Creamalin,  the  first  aluminum  hydroxide 
gel,  readily  and  safely  produces  sus- 


tained reduction  in  gastric  acidity.  With 
Creamalin  there  is  no  compensatory 
reaction  by  the  gastric  mucosa,  no  acid 
"rebound,"  and  no  risk  of  alkalosis. 
Through  the  formation  of  a protective 
coating  and  a mild  astringent  effect, 
nonabsorbable  Creamalin  soothes  the 
irritated  gastric  mucosa.  Thus  it  rapidly 
relieves  gastric  pain  and  heartburn,  and 
helps  in  the  healing  of  peptic  ulcers  as 
well  as  in  the  prevention  of  a recurrence:. 


rea  mol  in®  ^ 

First  Brand  of  Aluminum  Hydroxide  Gel 
Supplied  in  8 fl.  oz.,  12  fl.  oz.  and  16  fl.  oz.  bottles 


INC. 

The  businesses  formerly  conducted  by  Winthrop  Chemical  Co.,  Inc. 
creamalin,  trademark  reoistered.  and  Frederick  Stearns  & Co.  are  now  owned  by  Winthrop-Stearns  Inc. 

PROFESSIONAL  BUILDING  - Ave.  de  Diego  308 

Santurce,  P.  R. 
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THE  EOSINOPHILIC  PULMONARY  SYNDROMES 

J.  H.  FONT,  M.D. 

San  Juan,  P.  R. 


In  the  tropics,  Eosinophilia  is  encoun- 
tered frequently,  and  in  the  great  major- 
ity of  cases  it  is  associated  with  para- 
sitic infections.  Our  forefathers  ascribed 
the  “new  moon”  episodes  of  asthma — like 
spasmodic  dyspnea  to  Ascaris  infestation. 

Hypereosinophilia  associated  with  res- 
piratory symptoms  leads  to  consideration 
of  the  allergic  pulmonary  reaction  com- 
monly described  today.  These  reactions 
have  been  designated  by  various  names, 
of  which  Loeffler’s  syndrome,  eosinophi- 
lic lung  and  tropical  eosinophilia  appear  to 
be  most  often  used. 

On  the  strength  of  our  observations, 
it  is  suggested  that  the  syndromes  re- 
present only  one  disease  with  varying 
symptomatology  and  that  the  primary 
cause  may  be  an  infection;  particularly  a 
focal  infection  in  the  upper  respiratory 
tract. 

Loeffler’  described  a syndrome  asso- 
ciated with  the  sudden  appearance  in  the 
pulmonary  field  of  extensive  X-ray  sha- 
dows resembling  pneumonic  infiltration. 
Physical  signs  and  symptoms  are  absent, 
but  there  is  an  increase  of  eosinophilic 
cells  in  blood  and  sputum.  The  fleeting 
and  migratory  character  of  the  pulmonary 

Read  at  the  Joint  meeting  of  the  Presbyteriaii 
Hospital  Staff  and  the  Puerto  Rico  Medical  As- 
sociation, San  Juan,  Puerto  Rico,  June  23,  1948. 


infiltrations  is  considered  as  a striking 
feature  of  this  syndrome.  Some  of  these 
cases  were  discovered  in  supposedly  nor- 
mal persons  in  the  course  of  mass  radio- 
graphy, while  others  occurred  among  am- 
bulatory patients  suspected  of  having  pul- 
monary tuberculosis. 

The  association  of  non-tuberculous  pul- 
monary lesions  with  eosinophilia  was  re- 
ported by  Frimodt-Moller  and  Barton-  who 
named  this  symptom  complex  the  “eosino- 
philic lung”.  Weingarten^  later  described  a 
chronic  tropical  eosinophilia  in  Indians 
characterized  by  bronchitis,  with  or  with- 
out asthma,  and  associated  with  massive 
eosinophilia.  The  x-ray  appearances  were 
described  as  normal,  but  coarse  mottling 
of  the  lung  fields  was  occasionally  seen. 

It  is  worthy  of  note  that  the  first  re- 
port of  a case  of  Loeffler’s  syndrome  in 
the  United  States  was  due  to  the  oral  ad- 
ministralion  of  a sulfonamide  compound 
(Ellis  and  McKinlay^).  According  to  these 
Vv^riters,  “An  extensive  pneumonitis  on 
the  basis  of  allergic  response  to  agents 
other  than  those  of  infection  (typical  lo- 
bar pneumonia  (pneumonococcal)  as  well 
as  certain  types  of  pulmonary  tubercu- 
losis) is  a relatively  new  and  somewhat 
startling  concept;  namely,  that  the  inter- 
stitial tissue  of  the  lung  is  capable  of 
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sensitization  and  of  reaction  to  foreign 
substances.  We  do  not  fail  to  recognize 
the  fact  that  high  grade  eosinophilia  is 
also  present  in  other  conditions,  occasion- 
ally, in  infections.” 

Blackfan  and  Diamond^  emphasize  the 
interpretation  of  eosinophilia  as  the  pe- 
culiar response  of  certain  individuals  to 
low  grade  chronic  infection.  They  des- 
cribe the  blood  picture  in  an  individual 
who  constantly  showed  an  eosinophilia  of 
over  60  per  cent  of  a leukocyte  level  of 
30,000  to  40,000,  associated  only  with 
severe  chronic  sinusitis.  They  state  that 
such  a reaction  may  persist  for  a month 
or  even  for  more  than  a year,  but  that  it 
usually  subsides  with  improvement  in  the 
general  condition  of  the  patient. 

Beyond  doubt,  many  of  these  patients 
recover  from  the  acute  phase  with  or 
without  treatment.  However,  the  presence 
of  transient  lung  infiltration  with  eosino- 
philia may  be  warning  of  a generalized 
vascular  allergy.  Harkaway^*  pointed  out 
that  in  the  non-atopic  individiual,  such 
hypersensitivity  as  is  manifested  by  fleet- 
ing lung  infiltration  with  eosinophilia  may 
represent  allergic  reaction  to  fundamental 
infection. 

A recent  contribution  to  the  literature 
on  this  subject^  describes  the  bronchos- 
copic  findings  in  cases  of  Loeffler’s  syn- 
drome and  tropical  eosinophilia,  calling  at- 
tention to  the  response  of  the  lung  lesions 
and  blood  eosinophilia  to  treatment  con- 
sisting of  the  drainage  of  purulent  maxil- 
lary sinuses.  The  prompt  clinical  improve- 
ment obtained  in  the  two  cases  that  stimu- 
lated this  report  may  help  to  clarify  the 
pathogenesis  of  these  syndiromes,  inas- 
much as  the  same  causative  factor  was 
apparently  found  in  both  the  sinus  and 
the  bronchial  secretions.  Pure  strains  of 
Streptococcus  viridans  were  obtained 
from  the  bronchial  exudate  and  from  the 


purulent  material  recovered  from  the 
maxillary  sinuses,  as  was  the  case  in  the 
child  with  tropical  eosinophilia.  Staphylo- 
coccus aureus  hemolyticus  was  obtained 
from  the  bronchoscopic  and  antral  ma- 
terial in  the  child  with  Loeffler’s  syn- 
drome. 

Pathologic  observations  on  these  con- 
ditions are  limited  to  the  postmortem 
studies  of  Von  Meyenburg,®  and  Baggens- 
toss.®  The  syndrome  appears  to  represent 
a genuine  allergic  phenomenon,  the  pul- 
monary tissues  constituting  the  shock  or- 
gan. 

While  the  most  frequent  accidental 
discovery  is  the  high  blood  eosinophilia; 
the  persistent,  irritating  cough  is  the 
symptom  that  most  frequently  brings 
these  patients  to  the  attention  of  the 
laryngologist. 

REPORT  OF  CASES 

Case  1.  M.  A.,  a white  woman,  aged 
57,  was  first  seen  on  February  20,  1942. 
In  the  spring  of  1941,  the  patient  began  to 
complain  of  cough  and  expectoration  on 
awakening.  The  sputum  was  frequently 
yellowish  but  never  rusty  or  bloody,  and 
never  in  large  amounts.  In  February,  1942, 
the  patient  had  an  attack  of  asthma,  the 
first  since  early  childhood.  These  attacks 
consisted  of  dyspnea  and  musical  squeaks 
on  respiration.  They  frequently  occurred 
at  3:00  a.m.,  waking  the  patient  and  for- 
cing her  to  sit  up  for  breath.  In  August, 
1942,  sulfadiazine  was  given  for  an  exuda- 
tive nasopharyngitis.  Following  this,  there 
was  an  increasingly  high  degree  of  eosin- 
ophilia, reaching  87%.  Because  of  the  hy- 
pereosinophilia  and  the  corresponding 
leukocytosis,  her  personal  physician  im- 
mediately referred  the  patient  to  a well- 
known  diagnostic  center  in  the  United 
States.  A diagnosis  of  leukemia  had  been 
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seriously  considered.  On  December  24, 
1942,  the  laboratory  data  were  as  follows: 
Hemoglobin,  80%;  Erythrocytes,  4,020,- 
000:  Leukocytes,  29,250;  Differential: 
Polymorphonuclears,  2.4%;  Eosinophiles, 
85%  ; Lymphocytes,  10%;  Monocytes,  1%. 
Sedimentation  rate,  46  corrected,  icterus 
index  10.  Examination  of  urine  and  feces 
showed  nothing  unusual.  Sugar  87  mg.  %. 
Sternal  puncture  revealed  bone  marrow 
abnormal  only  in  that  the  eosinophiles  had 
replaced  the  neutrophiles.  Subsequently, 
sputum  stained  with  Wright’s  showed  al- 
most 100%  eosinophiles.  On  culture,  there 
was  slight  growth  of  alpha  Streptococcus 
and  N,  catarrhalis.  No  parasites.  No  acid- 
fast  bacilli.  Tuberculin  test  was  negative. 

X-ray  examination  of  the  chest  show- 
ed clear  lungs.  The  heart  and  aorta  were 
normal.  There  was  no  enlargement  of 
either  the  mediastinal  or  the  hilar  nodes. 
All  previous  x-ray  studies  had  been  ne- 
gative. 

With  the  exception  of  a chronic  ton- 
sillar infection  the  upper  respiratory  tract 
seemed  to  be  free  from  infection. 

In  spite  of  a sustained  hypereosino- 
philia  (the  hemogram  showing  78%  eosi- 
nophiles on  February  2,  1943),  the  patient 
had  been  free  of  discomfort  since  Novem- 
ber. She  was  therefore  not  subjected  to 
further  tests  and  was  referred,  without 
diagnosis,  to  her  personal  physician. 

COMMENT 

This  patient  apparently  recovered 
without  treatment.  Clinical  evidence  of 
the  primary  complaint  had  disappeared  in 
November.  Almost  a year  later,  the  total 
white  count  as  well  as  the  eosinophile  per- 
centage returned  to  normal  levels,  coinci- 
ding with  improvement  in  the  general 
physical  condition. 

Case  2.  E.  S.,  a white  male,  aged  39, 


came  under  observation  on  November  7, 
1946.  He  complained  of  being  wakened 
at  night  by  spasmodic  attacks  of  cough- 
ing and  wheezing  which  left  him  in  an 
exhausted  condition.  The  patient  was  ap- 
parently well  until  February,  1946,  when 
following  a “bronchitis”  he  suffered  from 
daily  temperature  fluctuations  ranging 
from  35.8°  to  38.29,  and  bouts  of  coughing 
which  sometimes  lasted  for  15  minutes 
and  were  accompanied  by  profuse  sweat- 
ing. In  July,  1946,  he  noticed  difficulty  in 
breathing  and  a sense  of  oppression  in 
the  chest,  accompanied  by  asthmatiform 
wheeze.  Fever  continued  in  the  same  irre- 
gular fashion.  A most  constant  symptom 
was  a salty  foul  taste  in  the  mouth, 
especially  after  coughing.  Cough  was  al- 
ways productive.  A pronounced  anorexia 
was  attributed  by  the  patient  to  the  bad 
taste.  He  had  lost  15  Kg. 

There  was  no  personal  or  family  his- 
tory of  asthma  or  any  allergic  condition. 

Examination  of  the  upper  respiratory 
tract  was  essentially  negative.  X-ray  exa- 
mination of  the  paranasal  sinuses  and  of 
the  chest  were  negative.  A blood  count  on 
November  8,  1946,  was  reported  as  fol- 
lows: Hemoglobin,  88%;  Red  Blood  Cells, 
5.070,000;  White  Blood  Cells  25,250; 
Differential:  Polymorphonuclears,  14%; 
Eosinophiles,  76;  Lymphocytes,  10%. 
Sputum  was  negative  for  acid-fast 
bacilli.  Eosinophiles  1 to  2 per  field  (oil 
immersion).  Culture  showed  a predomi- 
nance of  the  Streptococcus  viridans.  On 
November  19,  1946,  the  hemogram  show- 
ed 23,300  leukocytes  and  61%  eosinophi- 
les. A re-examination  of  the  chest  the 
following  day  showed  no  evidence  of 
disease.  The  patient  refused  bronchos- 
copy. He  had  been  feeling  better  under 
arsenotherapy.  A dentogram  had  shown 
an  apical  abcess  of  the  left  upper  first 
molar.  Weekly  hemograms  showed  a per- 
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sistent  hypereosinophilia,  with  87%  eosi- 
nophiles  recorded  on  December  2,  1945. 
The  clinical  picture  was  unchanged.  Sero- 
logic tests  for  syphilis  and  agglutination 
test  for  Malta  fever  were  negative.  There 
was  no  evidence  of  parasitic  infection.  On 
December  4,  1946,  extraction  of  the  in- 
fected tooth  brought  about,  as  if  by 
magic,  a complete  disappearance  of  the 
symptoms.  The  patient  felt  a “different 
man”,  and  described  this  as  “the  turning 
point  in  his  long  drawn  incapacity”.  For 
the  first  time  he  was  hungry,  craving 
food  at  all  hours. 

Numerous  colonies  of  green-producing 
Streptococci  were  found  in  the  material 
obtained  from  the  root  abscess.  A blood 
count  taken  five  days  later  showed  a drop 
in  the  leukocytes  to  11,850,  with  only  18% 
eosinophiles. 

The  remarkable  disappearance  of  cli- 
nical evidence  of  the  disease  was  closely 
followed  by  the  leveling  off  at  normal 
values  of  the  total  white  count  as  well  as 
the  eosinophile  percentage.  The  sedimen- 
tation rate  likewise  became  normal. 

COMMENT 

Indeed,  there  is  sufficient  clinical  basis 
for  suspecting  that  the  Streptococcus  viri- 
dans,  if  isolated  from  a close  process,  such 
as  a tooth  abscess  or  one  of  the  nasal  ac- 
cessory sinuses,  or  even  from  a localized, 
encapsulated  tonsillar  abscess,  is  capable 
of  bringing  about  subacute  or  chronic 
diseases.  “They  play  a prominent  role  in 
focal  infections,  and  associated  metastatic 
infections,  toxic  and  allergic  disorders 
which  follow  the  long  continued  local 
growth  of  bacteria  in  the  tissues  of  an 
animal. ”1“ 

Case.  3.  A.  Q.  (From  the  San  Juan 
Municipal  Hospital,  courtesy  of  Dr.  Anto- 
nio Ortiz  and  Dr.  E.  Colón  Rivera).  The 


patient,  a white  boy,  aged  10,  was  admitted 
to  the  Municipal  Hospital,  Feb.  5,  1946,  be- 
cause of  a chronic,  hacking  cough,  occa- 
sional fever  and  nocturnal  dyspnea.  The 
informant  stated  that  the  child  had  been 
sick  for  about  nine  months.  The  illness 
began  with  an  acute  upper  respiratory  in- 
fection. Past  personal  and  family  histo- 
ries were  irrelevant.  The  white  blood 
count  on  admission  was  17,500,  with  32% 
eosinophiles.  Blood,  sputum,  urine,  stool 
and  skin  tests  for  parasites  were  negative. 
Sputum  examination  for  acid-fast  bacilli 
and  the  tuberculin  tests  were  negative. 
Blood  Kahn  test  was  negative.  X-ray 
examination  of  the  chest  showed  pulmo- 
nary infiltrations  in  various  areas.  The 
pneumonitis  continued  to  migrate 
throughout  the  patient’s  stay  in  the  hos- 
pital. Treatment,  besides  symptomatic, 
consisted  of  the  administration  of  arse- 
nicals. 

Six  weeks  after  admission  the  pa- 
tient’s condition  became  worse.  The  hemo- 
gram now  showed  32,700  white  cells,  with 
85%  eosinophiles.  The  sedimentation  rate 
was  32  corrected.  A febrile  course.  No 
malaria.  Records  do  not  mention  the  con- 
dition of  the  upper  respiratory  tract.  Pe- 
nicillin therapy  was  instituted  and  the 
disease  apparently  reached  a crisis  on  or 
about  April  22,  1946.  The  eosinophilia  was 
gradually  decreasing  and  the  chest  was 
clearing  up.  On  May  2,  1946,  the  patient 
was  discharged  much  improved,  and  was 
then  seen  in  the  clinic  every  two  weeks. 
On  June  18,  1946,  the  child  was  readmit- 
ted, acutely  ill.  He  had  lost  weight,  com- 
plained of  pain  in  the  chest,  and  had  a per- 
sistent painful  cough.  There  was  little 
expectoration  and  no  hemoptysis.  X-ray 
examination  of  the  chest  showed  a cavita- 
tion with  fluid  level  in  the  right  middle 
lobe,  and  another  lesion  close  to  the  hilus. 
Repeated  examinations  of  the  sputum 
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were  negative  for  acid-fast  bacilli.  The 
sedimentation  rate  was  14  corrected.  The 
white  blood  count  had  dropped  to  7,450 
and  the  eosinophiles  to  21%. 

Intensive  penicillin  therapy  banished 
the  pulmonary  disease,  and  there  was  re- 
markable improvement  in  the  general  con- 
dition. Total  and  differential  white  counts 
remained  at  normal  levels. 

COMMENT 

This  case  is  reported  because  of  its  un- 
usual course.  The  pulmonary  infiltrations 
of  Loeffler’s  syndrome  are  not  known  to 
cavitate".  The  clinical  picture  in  this  in- 
stance seems  to  conform  to  that  described 
by  Leon-Kindberg  et  al,’-  in  which  the 
symptoms  are  severe  and  septic,  with  le- 
sions which  may  persist  for  months. 

CONCLUSIONS 

1.  The  subject  of  eosinophilic  pulmo- 
nary reactions  is  reviewed  and  three  cases 
of  this  syndrome  are  presented.  On  the 
strength  of  the  author’s  observations,  it 
is  suggested  that  the  syndromes  represent 
only  one  disease  with  varying  symptoma- 
tology and  that  infection  may  be  the 
causative  factor. 

2.  The  condition  frequently  appears 
to  be  initiated  by  an  upper  respiratory 
infection  which,  having  produced  a state 
of  sensitivity,  may  either  subside  comple- 
tely or  persist  in  minimal  form,  capable 
of  maintaining  a high  degree  of  allergy. 
This  fact  should  put  the  otorhinolaryn- 
gologist  on  guard  for  foci  of  infection, 
whether  they  represent  an  initial  process 
or  an  acute  recrudescence  of  a chronic, 
latent  infection. 

3.  The  response  of  the  bronchopul- 
monary lesions  and  blood  eosinophilia  to 


the  eradication  of  focal  infection  empha- 
sizes the  definite  relationship  between 
these  reactions  and  the  offending  organ- 
isms. 

4.  The  occurrence  of  an  eosinophilic 
response  should  always  indicate  a more 
energetic  search  for  and  treatment  of  the 
original  infection. 

5.  Undoubtedly,  many  of  these  pa- 
tients recover  from  the  acute  illness  with 
or  without  treatment.  However,  there 
may  be  recurrences,  and  there  is  always 
the  possibility  of  irreparable  damage. 
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MENINGIOMA  DE  LA  MEDULA  ESPINAL 

INFORME  DE  UN  CASO* 

RICARDO  CORDERO,  M.D. 

Sa7itu7'ce,  P.  R. 


Historia  Neurológica. — (Núm.  de  Hist. 
6636).  M.  Q.  de  L.,  mujer  de  67  años  de 
edad.  Siete  meses  atrás  notó  adormecí  - 
miento  en  el  dedo  gordo  del  pie  derecho. 
Esta  parestesia  se  propagó  a todos  los  de- 
dos/lel  mismo  pie,  más  tarde  apareció  en 
los  del  lado  opuesto  y finalmente  se  exten- 
dió hacia  arriba,  hasta  el  ombligo,  acom- 
pañándose de  sensación  de  ardor  y enfria- 
miento. Con  el  tiempo  ambas  extremida- 
des empezaron  a debilitarse,  la  marcha 
quedó  alterada  y se  instaló  una  paraplejía 
de  tipo  espástico  que  la  obligó  a recluirse 
en  cama  durante  los  últimos  cinco  meses. 
Con  el  trastorno  motor  se  presentaron  al- 
teraciones esfinterianas,  siendo  imposible 
controlar  voluntariamente  la  micción  y la 
evacuación. 

Examen  Físico. — Mal  estado  general. 
Vientre  abultado  y de  consistencia  pasto- 
sa. Edema  subcutáneo  moderado  en  am- 
bas extremidades  inferiores ; éstas  se 
mantienen  en  actitud  de  paraplejía  en  fle- 
xión y presentan  sacudidas  involuntarias 
frecuentes  (automatismo  medular). 

Examen  Neurológico. — Franca  hiper- 
tonía muscular  en  ambas  extremidades  in- 
feriores. Abolición  de  la  motilidad  activa 
y conservación  parcial  de  la  pasiva.  Sen- 
sibilidad superficial  al  dolor  y al  tacto, 
progresivamente  disminuida  desde  dos 
centímetros  por  encima  del  ombligo  hacia 
abajo.  Sentido  de  las  actitudes  segmenta- 
rias y de  las  vibraciones  (palestesia),  abo- 

*  Enferma  operada,  en  el  Hospital  Pavía  Ferna-u- 
clez. 


lido.  Reflejos:  patelar  y aquiliano,  exal- 
tados y con  respuesta  clónica;  clonus  de 
la  rótula  y del  pie;  plantar  indiferente; 
signo  de  Babinski  positivo  en  ambos  la- 
dos. 

Exámenes  de  Laboratorio. — Sangre  y 
orina,  normales.  Reacción  de  Kahn,  cuan- 
titativa y cualitativa,  negativa  en  sangre 
y líquido  cefalorraquídeo.  Líquido  cefalo- 
rraquídeo: células,  0;  proteína  total,  93 
mgs.  ; cloruros,  870  mgs.  %;  glucosa, 
68  mgs.  ^/o.  (Obsérvese  la  franca  disocia- 
ción albúmino-citológica. 

Míelografía. — Se  practica  con  lipiodol 
al  400  . Se  inyecta  1 cc.  puncionando  en  el 
espacio  intervertebral  C6-C7.  Se  observó 
al  fluoroscopio  que  la  substancia  opaca  se 
detenía  a nivel  del  límite  superior  de  la 
octava  vértebra  dorsal.  Cuarenta  y ocho 
horas  después  volvimos  a hacer  estudio 
fluoroscópico  y encontramos  el  lipiodol  de- 
tenido a la  misma  altura.  Se  tomaron  ra- 
diografías anteroposterior  (Fig.  1)  y la- 
teral (Fig.  2).  En  ellas  se  puede  observar 
la  imagen  del  lipiodol  en  forma  de  cilindro. 
(La  prueba  de  Queckenstedt-Ayer  no  se 
hizo) . 

Op  eración. — Anestesia  local  con  novo- 
caína al  12/7.  Incisión  cutánea  desde  el 
borde  superior  de  la  sexta  vértebra  dorsal 
al  borde  superior  de  la  décima  Laminec- 
tomía  bilateral;  incisión  longitudinal  de  la 
dura  en  la  línea  media.  Se  descubre  un  tu- 
mor a nivel  de  D8,  que  mide,  según  la 
apreciación  visual,  unos  2 x 1 x 1[2  cms. 
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Fig.  1 


Fig.  2 


Es  de  color  rojizo  oscuro,  de  consistencia 
sólida  (Fig.  3).  Se  adhiere  a la  cara  me- 
dular de  la  dura,  comprimiendo  los  cordo- 
nes posteriores  de  la  médula  y rechazándo- 
la hacia  adelante;  al  ser  removido  queda 
en  ésta  una  amplia  depresión  en  fondo  de 
copa.  Se  volvió  a cerrar  por  planos  sepa- 
rados. 

Se  hizo  transfusión  de  un  litro  de  san- 
gre, estando  la  enferma  en  buenas  condi- 
ciones al  terminar  el  acto  quirúrgico. 
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Post-Operatorio. — El  curso  post-opera- 
rio  fué  favorable.  Una  semana  después  de 
la  operación  comenzó  a iniciarse  la  rea- 
parición de  la  motilidad  voluntaria,  así  co- 
mo de  las  funciones  esfinterianas.  Un  mes 
después  ya  podía  sostenerse  en  pie  y efec- 
tuar la  marcha  aunque  con  dificultad.  Ac- 
tualmente (agosto  de  1949)  la  paciente 
está  en  perfectas  condiciones. 


Fig.  3 

Examen  Histopatológico:  Según  el  Dr. 
Julián  M.  Prado,  patólogo  de  la  Cátedra 
de  Neurocirugía  de  Buenos  Aires,  Argen- 
tina, el  diagnóstico  fué  el  siguiente:  me- 
ningioma nodular  psamomatoso. 
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COMENTARIO 

Los  meningiomas  están  clasificados 
entre  los  tumores  benignos  del  eje  cere- 
broespinal. En  realidad,  esta  designación, 
acuñada  por  Cushing,  no  es  correcta,  pe- 
ro ha  sido  adoptada  casi  universalmente; 
Pío  del  Río-Hortega  los  llamó  exoteliomas. 
Su  origen  parece  ser  aracnoideo,  pero  aún 
es  discutido.  En  general  se  adhieren  a la 
duramadre,  la  invaden  con  frecuencia  e in- 
cluso pueden  infiltrar  los  tejidos  adyacen- 
tes, sean  duros  o blandos.  Es  recomenda- 
ción quirúrgica  generalizada  que  se  extir- 
pe, a la  vez  que  el  tumor,  la  zona  dural 
donde  se  adhiere  a esta  cubierta  menín- 
gea; de  este  modo  se  evita  su  reproduc- 


ción. De  crecimiento  muy  lento,  que  pue- 
de durar  varios  años,  a veces  adquiere  ta- 
maños enormes  cuando  su  localización  es 
intracraneal.  Es  frecuente  que  no  den  sín- 
tomas neurológicos  hasta  después  de  ha- 
ber desarrollado  un  volumen  notable.  La 
acción  radioterápica  es  nula  sobre  ellos. 

RESUMEN 

1.  — Se  presenta  un  caso  de  meningio- 
ma de  la  médula  espinal,  intradural  extra- 
medular, en  una  paciente  de  67  años. 

2.  — Se  precisa  su  localización  por  me- 
dio de  una  mielografía  con  lipiodol  al  40%. 

3.  — Breves  notas  sobre  meningiomas. 
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El  pterigión  es  una  condición  oftalmo- 
lógica frecuente  en  Puerto  Rico.  De  41,536 
pacientes  privados  examinados  en  el  Insti- 
tuto Oftálmico  de  Puerto  Rico  entre  el 
primero  de  enero  de  1937  y el  31  de  julio 
de  1949,  dos  mil  cuarenta  y cinco  (2,045), 
o sea  4.92%,  presentaron  pterigiones.  De 
éstos,  quinientos  (500)  fueron  operados  y 
el  estudio  de  los  resultados  de  esta  serie 
de  operaciones  constituye  el  tema  de  este 
informe. 

Esta  lesión  es  rara  en  las  zonas  tem- 
pladas y su  incidencia  aumenta  en  las  zo- 
nas subtropicales  y tropicales.  Es  común 
en  la  sección  suroeste  de  los  Estados  Uni- 
dos especialmente  en  Tejas. 

La  gran  mayoría  de  los  pacientes  es- 
tudiados en  esta  serie  presentaban  pteri- 
giones bilaterales,  los  cuales  ocurrían  en 
el  lado  nasal  de  cada  ojo.  Varios  pacientes 
tenían  pterigiones  en  el  lado  nasal  y tem- 
poral de  un  ojo,  pero  sólo  dos  los  tenían 
en  ambos  ojos:  Un  total  de  cuatro  pteri- 
giones. 

Apariencia  Clínica:  El  pterigión  con- 
siste de  un  crecimiento  de  conjuntiva  bul- 
bar  sobre  la  córnea,  casi  siempre  desde  el 
lado  nasal.  Este  es  usualmente  de  forma 
triangular  con  el  ápice  o cabeza  hacia  e! 
centro  de  la  córnea.  Cuando  el  pterigión 
es  sencillo  casi  siempre  se  ve  en  el  lado 
nasal;  cuando  es  doble  el  del  lado  tempo- 
ral es  el  último  en  desarrollarse.  Cuatro 
pterigiones  por  lo  tanto  pueden  ocurrir 
en  un  mismo  paciente.  Ambos  ojos  casi 
siempre  son  afectados  en  el  lado  nasal 
aunque  no  en  el  mismo  grado. 

Se  ignora  por  qué  esta  lesión  a veces 
aparece  y se  queda  más  o menos  estática 

* Del  “Instituto  Oftálmico  de  Puerto  Rico”,  San 
Juan,  P.  R. 


por  un  período  de  tiempo  considerable. 
También  sin  ninguna  razón  aparente  ésta 
puede  tornarse  activa  y crecer  rápidamen- 
te sobre  la  córnea. 

La  primera  evidencia  del  desarrollo  de 
un  pterigión  es  la  formación  de  unas  opa- 
cidades grises  en  la  córnea,  no  lejos  del 
limbo.  En  la  conjuntiva  directamente  o- 
puesta  a estas  opacidades  ocurre  una  con- 
tracción de  la  mucosa.  Según  la  conjun- 
tiva avanza  sobre  la  córnea  va  precedida 
por  estas  opacidades.  Si  se  examinan  es- 
tas opacidades  con  la  ayuda  del  biomicros  » 
copio  se  puede  ver  que  están  en  la  mem- 
brana de  Bowman. 

Muchas  de  las  operaciones  de  pterigión 
que  consisten  de  excisión  o de  trasplanta- 
ción del  crecimiento  aparentemente  super- 
ficial, fracasan  porque  estas  opacidades  no 
son  removidas  y las  mismas  constituyen 
un  estimulo  para  la  reproducción.  Detrás 
de  las  opacidades  el  pterigión  se  extien- 
de hasta  la  esclera  integrado  por  la  cabe- 
za, el  cuello  y cuerpo  del  crecimiento.  Los 
bordes  superior  e inferior  presentan  un 
doblez  de  conjuntiva,  de  manera  que  se 
puede  introducir  una  cánula  por  debajo  de 
éstos  por  alguna  distancia. 

La  vascularización  de  un  pterigión  da 
un  índice  bastante  aproximado  de  su 
actividad  y rapidez  de  crecimiento.  Un 
pterigión  muy  vasculoso  por  lo  regular 
crece  rápidamente  y la  recidiva  después 
de  operado  uno  de  éstos,  ocurre  con  mu- 
cho más  frecuencia  que  en  los  pterigiones 
de  poca  vascularidad.  Un  pterigión  pue- 
de tener  períodos  alternantes  de  quietud  y 
actividad.  Durante  lo  último  se  pone  mar- 
cadamente hiperémico  y los  síntomas  son 
correspondientemente  agravados.  La  ca- 
beza de  la  lesión  siempre  permanece  avas- 
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cular.  Cuando  el  período  de  crecimiento  ce- 
sa, los  vasos  sanguíneos  se  atrofian  len- 
tamente y la  apariencia  de  la  lesión  enton- 
ces es,  la  de  una  membrana  gris  y anémi- 
ca. Esta  membrana  nunca  desaparece  to- 
talmente. 

Etiología:  La  causa  del  pterigión  ha 
sido  objeto  de  controversia  por  mucho 
tiempo.  En  1897  Hübner^  demostró  que 
la  condición  aunque  precedida  casi  siem- 
pre por  pinguécula  podía  ocurrir  indepen- 
dientemicnte  de  ésta.  Se  demostró  también 
entonces  que  esta  condición  estaba  asocia- 
da con  cambios  degenerativos  peculiares 
en  la  córnea.  Por  este  hecho  esta  lesión 
ha  sido  clasificada  por  muchas  autorida- 
des como  una  degeneración  de  este  tejido. 

El  pterigión  y la  pinguécula  tienen  fac- 
tores etiológicos  parecidos.  En  ambos  la 
exposición  al  viento,  al  polvo  y al  sol  son 
factores  que  predisponen.  Todos  estos  fac- 
tores existen  en  Puerto  Rico. 

Síntomas:  El  pterigión  produce  pocos 
síntomas  excepto  la  irritación  durante  los 
períodos  de  inflamación  que  ocurren  du 
rante  su  crecimiento  y después  de  forma- 
do. Lo  que  más  objetan  los  pacientes  es 
la  desfiguración  que  produce.  Obstrucción 
del  área  pupilar  ocurrió  con  poca  frecuen- 
cia. Un  pterigión  grande  puede  causar  di- 
plopia produciendo  limitación  de  abduc- 
ción, al  hacer  tracción  en  la  conjuntiva. 

Clasificación:  El  pterigión  casi  siem- 
pre se  clasifica  bajo  dos  tipos:  El  creci 
miento  grueso,  altamente  vascular  de  pro- 
greso bastante  rápido  y el  crecimiento  del- 
gado, casi  avascular  que  progresa  muy 
lentamente.  El  primero  tiene  una  tenden- 
cia pronunciada  a recurrir  después  de 
operado.  Este  es  el  tipo  que  ha  sido  tra- 
tado con  éxito  por  Hilgartner,  Wilson  y 
Wilson-  con  exposiciones  de  rayos  X lue- 
go de  ser  operado.  El  tipo  avascular  rara- 
mente recurre  después  de  operado. 

Indicaciones  para  la  cirugía  del  píeri- 


gión:  Las  indicaciones  para  la  cirugía  del 
pterigión  son:  primero,  si  interfiere  con 
la  visión;  segundo,  cuando  es  progresivo 
acompañado  de  irritación;  tercero,  si  li- 
mita la  motilidad  ocular;  cuarto,  si  es 
cosméticamente  desfigurante;  y quinto, 
al  efectuar  una  operación  mayor  en  el  glo- 
bo ocular.  En  nuestro  estudio  presente  en 
la  gran  mayoría  de  los  casos  la  operación 
fué  motivada  por  la  irritación  y moles- 
tias de  pterigiones  progresivos  o por  ra- 
zones cosméticas  a requerimieneto  especí- 
fico de  los  pacientes. 

Tratamiento  del  pterigión:  Los  oftal- 
mólogos en  general  están  contestes  en  que 
el  único  tratamiento  del  pterigión  es  qui- 
rúrgico. Desmarres  fué  el  primero  en  con- 
cebir la  idea  de  disecar  la  cabeza  del  cre- 
cimiento y trasplantarla  debajo  de  la  con- 
juntiva. Esta  técnica  fué  modificada  por 
McReynolds  quien  trasplantó  la  cabeza  en 
un  bolsillo  debajo  de  la  conjuntiva  infe- 
rior a la  córnea.  Esto  deja  una  herida 
abierta  de  la  córnea,  donde  una  opacidad 
cicatricial,  con  una  tendencia  a vasculari- 
zación, se  desarrolla.  No  es  raro  que  esta 
cicatriz  corneana  sea  cubierta  por  con- 
juntiva, formando  así  un  pseudopterigión. 
La  modificación  de  McReynolds  de  la  ope- 
ración de  Desmarres  es  la  operación  co- 
i lientemente  practicada  en  América. 

En  algunas  ocasiones  el  pterigión  re- 
curre, y tiene  el  aspecto  parecido  al  pseu- 
dopterigión estacionario  pero  difiere  del 
último  por  su  tendencia  a crecer  y del 
pterigión  primario  en  que  no  tiene  doble- 
ces marginales. 

La  gran  mayoría  de  las  operaciones  en 
esta  serie  fueron  hechas  por  los  Dres.  Luis 
J.  y Ricardo  F.  Fernández.  Algunas  fue- 
ron hechas  por  los  autores.  Tres  técnicas 
operatorias  fueron  utilizadas.  Estas  fueron 
la  operación  de  trasplantación  de  McRey- 
nolds, la  operación  de  excisión  y la  técni- 


TRATAMIENTO  QUIRURGICO  DEL  PTERIGION  — BUXEDA  y BLADUELL 


295 


ca  de  Kamel  todas  con  algunas  modifica- 
ciones. 

El  primer  paso  en  las  tres  operaciones 
utilizadas  y quizás  el  más  importante  es 
idéntico.  Nos  referimos  a la  disección  de 
la  cabeza  y parte  del  cuerpo  del  crecimien- 
to adherido  a la  córnea.  Esta  se  efectúa 
con  un  cuchíllete  de  Graefe,  teniendo  es- 
pecial cuidado  en  dejar  la  córnea  comple- 
tamente limpia  con  el  menor  traumatis- 
mo posible  a esta  membrana. 

El  segundo  paso,  o la  disección  de  la 
porción  sobre  la  esclera  la  hacemos  igual 
para  la  excisión,  que  nosotros  llamamos 
excisión  de  tejido  patológico  y reposición 
anatómica,  que  para  la  técnica  modifica- 
da de  Kamel  y consiste  en  separar  la  con- 
juntiva del  tejido  subconjuntival  hasta  la 
carúncula. 

En  el  tercer  paso  que  también  hace- 
mos igual  en  estas  dos  técnicas,  remove- 
mos la  cabeza  del  pterigión  así  como  aque- 
lla parte  de  la  conjuntiva  de  su  cuerpo  que 
tenga  aspecto  patológico  permitiendo  la 
conjuntiva  saludable  resumir  su  posición 
anatómica.  En  la  técnica  Kamel  modifi- 
cada se  procede  entonces  a cauterizar  le- 
vemente la  superficie  inferior  de  la  con- 
juntiva con  ácido  carbólico.  Este  paso  su- 
pone destruir  el  tejido  elástico  subcon- 
juntival que  según  el  originador  de  esta 
operación  es  la  base  de  la  formación  del 
pterigión.  En  artículo  describiendo  su 
técnica,  KameE  informa  una  serie  de  600 
casos  sin  una  sola  recidiva.  La  experien- 
cia obtenida  en  el  Instituto  Oftálmico  con 
esta  operación  no  ha  sido  tan  halagadora 
como  se  verá  por  las  estadísticas  y la  mis- 
ma ha  sido  descartada  por  el  presente. 

En  la  operación  McReynolds  según  la 
I practicamos  nosotros,  después  de  separa- 
do el  pterigión  de  la  córnea  se  procede  a 
despegar  la  conjuntiva  del  tejido  subcon- 
juntival,  no  sólo  debajo  del  cuerpo  del  pte- 
rigión sino  hacia  abajo  y arriba  de  ésta 


hasta  donde  sea  necesario  para  efectuar  la 
trasplantación  con  la  menos  tracción  po- 
sible. Se  hace  entonces  una  incisión  hori- 
zontal al  nivel  del  borde  inferior  del  pte- 
rigión y se  procede  a implantar  bajo  la 
conjuntiva  inferior  la  cabeza  y cuello  del 
pterigión  alejando  ésta  de  la  córnea,  de 
manera  que  quede  un  área  triangular  de 
esclera  descubierta  junto  al  limbo.  Puede 
utilizarse  seda  fina  o catgut  simple  4 cero 
ó 5 cero  para  las  suturas;  nosotros  pre- 
ferimos este  último. 

En  los  pterigiones  pequeños  y especial- 
mente de  cabeza  ancha  se  hace  necesario 
despegar  la  conjuntiva  del  limbo  por  2 ó 
3 milímetros  más  arriba  del  pterigión  pa- 
ra poder  efectuar  la  trasplantación. 

Comparación  de  los  resultados  obteni- 
dos con  las  tres  técnicas  operatorias:  El 
objeto  de  nuestro  estudio  fué  determinar 
la  incidencia  de  recidiva  del  pterigión  con 
los  tres  procedimientos  quirúrgicos,  en 
dos  grupos  de  pacientes  de  diferentes  eda- 
des. Muchos  oftalmólogos  han  observado 
que  el  crecimiento  del  pterigión  es  más  rá- 
pido en  personas  de  menos  de  cuarenta 
años.  Nuestros  pacientes  fueron  por  lo 
tanto  separados  en  dos  grupos  en  los  cua- 
les la  edad  de  cuarenta  años  constituía  la 
línea  divisoria.  Haciendo  esto  hemos  lle- 
gado a ciertas  conclusiones  en  cuanto  a 
qué  operación  da  los  mejores  resultados 
en  pacientes  de  estos  dos  grupos  de  eda- 
des. 

Nuestros  criterios  de  cura  ó éxito  ope- 
ratorio en  nuestro  estudio  fueron  los  si- 
guientes: Primero,  comprobación  directa 
observando  que  el  pterigión  no  reaparece 
en  exámenes  subsiguientes  por  períodos 
de  meses  o años  y segundo  los  pacientes 
que  no  vuelven  a quejarse  do  recidiva, 
Cuando  un  paciente  tiene  uno  de  estos  cre- 
cimientos e insiste  en  que  se  lo  remuevan 
es  casi  seguro  que  vuelva  donde  el  oftal- 
mólogo si  el  pterigión  se  reproduce.  Esta 
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es  la  razón  por  la  cual  nosotros  asumi- 
mos que  los  casos  que  no  regresaron  des- 
pués de  algún  tiempo  de  operados  no  tu- 
vieron recidiva,  pues  estos  pacientes  eran 
todos  casos  privados  que  estaban  intere- 
sados en  el  mejor  resultado  cosmético  po- 
sible. 

Los  resultados  de  nuestro  estudio  es- 
tán demostrados  en  las  siguientes  tabula- 
ciones : 

TABLA  1. — Comparación  de  los  resulta- 
dos obtenidos  con  las  tres  técnicas  ope- 
ratorias en  pacientes  de  menos  de  40  años 
de  edad. 


Operación 

1 Núm. 
de 

Casos 

1 

1 Recidi- 
Cu7-ados\  vas 

1 

Por 

Ciento  de 
Recidivas 

McReynolds 

111 

96 

15 

13.51 

Excisión  y 
Reposición 
Anatómica 

143 

114 

29 

20.28 

ICamel 

27 

21 

6 

22.22 

TABLA  II. — Comparación  de  los  resulta- 
dos obtenidos  con  las  tres  técnicas  opera- 
torias en  pacientes  de  más  de  40  años  de 
edad. 


Operació7i 

1 Niim.  1 

1 de  1 

Casos  1 Curados 

1 

Recidi- 

vas 

Por 

Ciento  de 
Recidivas 

McReynolds 

109 

103 

6 

5.50 

Reposición 
Anatómica 
y Excisión 

96 

83 

13 

13.54 

Kamel 

14 

10 

4 

28.57 

Se  desprende  del  estudio  de  estas  dos 
tablas  que  los  mejores  resultados  en  am- 


bos grupos  de  edades  se  obtienen  con  la 
operación  de  McReynolds.  El  porcentaje 
de  recidivas  fué  más  alto  en  ambos  gru- 
pos con  la  técnica  de  Kamel  que  con  las 
otras  dos  técnicas.  También  puede  verse 
claramente  que  el  porcentaje  de  recidivas 
fué  más  alto  en  el  grupo  menor  de  cua- 
renta años  en  las  operaciones  de  McRey- 
nolds y de  excisión,  un  hecho  que  ha  sido 
confirmado  repetidas  veces  por  numero- 
sos oftalmólogos.  Con  la  técnica  de  Kamel 
fué  algo  más  alto  en  el  grupo  de  mayor 
edad,  pero  el  número  de  casos  es  muy  pe- 
queño para  considerar  que  esto  sea  cons- 
tante. En  nueve  casos  de  recidivas  después 
de  operación  de  excisión,  se  practicó  Mc- 
Reynolds con  éxito  en  ocho  de  ellos,  mien- 
tras que  uno  tuvo  una  segunda  recidiva. 

En  dos  casos  de  recidiva  luego  de  ope- 
ración de  excisión,  la  misma  fué  repetida 
con  resultado  satisfactorio  en  un  caso  y 
segunda  recidiva  en  el  otro. 

A un  paciente  se  practicó  cauterización 
Ígnea  del  pterigión  cuando  éste  se  repro- 
dujo después  de  una  operación  de  excisión. 
El  crecimiento  no  reapareció  después  de 
este  último  procedimiento. 

A dos  pacientes  con  pterigiones  recu- 
rrentes se  le  practicó  trasplantación  de 
conjuntiva  con  éxito  en  un  caso  y fracaso 
(segunda  recidiva)  en  el  otro.  Tres  pa- 
ciente.s  operados  de  pterigiones  recurren- 
tes recibieron  tratamiento  de  rayos  X 
post  operatorio  con  éxito  en  dos  de  ellos 
y fracaso  en  uno  (nueva  recidiva). 

CONCLUSIONES 

Se  ha  hecho  un  estudio  comparativo  de 
los  resultados  obtenidos  en  el  tratamiento 
del  pterigión  con  tres  procedimientos  qui- 
rúrgicos; La  operación  de  McReynolds,  la 
operación  de  excisión  y la  operación  de 
Kamcl,  todas  las  cuales  han  sido  usadas 
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extensamente  en  diferentes  partes  del 
mundo. 

Se  ha  encontrado  en  nuestro  estudio 
que  la  operación  de  McReynolds  es  la  téc- 
nica operatoria  más  recomendable  de  las 
tres  en  todos  los  tipos  de  pterigiones.  Es- 
ta conclusión  está  de  acuerdo  con  la  opi- 
nión de  numerosos  oftalmólogos  en  dife- 
rentes partes  del  mundo. 

Los  buenos  resultados  obtenidos  por 
Kamel  con  su  técnica  en  Egipto  no  han 
podido  ser  comprobados  en  41  casos  ope- 


rados por  este  método  en  el  Instituto  Of- 
tálmico de  Puerto  Rico. 
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ANTIBIOTICOS  EN  DEKMO-SIFILIOGRAFIA 

VICTOR  CUQUERELLA,  M.D. 


El  término  “antibiótico”  se  define,  eti- 
mológicamente, como  la  substancia  des- 
tructora de  la  materia  viviente.  La  pala- 
bra “antibiosis”  es  la  propiedad  que  tiene 
un  ser  vivo  de  destruir  la  vida  de  otro. 

Ultimamente  se  ha  definido  al  agente 
antibiótico  como  un  producto  metabólico 
de  un  microorganismo  capaz  de  inhibir  al- 
gún otro  microorganismo.  Nosotros  con- 
sideraremos como  “antibiótico”  cualquier 
substancia  química  producida  por  micro- 
organismos que  posea  la  propiedad  de  in- 
hibir o destruir  las  bacterias  y otros  mi- 
croorganismos. 

De  acuerdo  con  este  concepto,  se  eli- 
minarán del  grupo  de  los  antibióticos  los 
productos  de  plantas  que  tienen  acción 
antibacteriana,  como  el  Chlorellin,  el  Ca- 
navalin,  el  Allicin,  la  licopersicina,  etc. 
Estos  productos  deben  designarse  con  el 
nombre  de  “substancias  de  tipo  antibióti- 
co” o plantas  antibióticas. 

La  acción  de  un  antibiótico  contra  los 
microorganismos  es  selectiva  en  su  natu- 
raleza; puede  atacar  a unos  determinados 
microorganismos  y no  a otros.  Cada  anti- 
biótico tiene  una  acción  antibactericida  es- 
pecífica. 

Procederemos  a exponer  los  distintos 
antibióticos  conocidos  hasta  hoy  y su  uti- 
lización en  el  campo  de  la  derrno-sifilio- 
grafía. 

I.  PENICILINA 

La  introducción  de  la  penicilina  en  te- 
rapéutica data  ya  de  nueve  años.  Si  bien 

* Presentado  en  la  asamblea  anual  de  la  Asocia- 
ción Médica  del  Distrito  de  Humacao,  4 de 
septiembre,  1949. 

Del  Hospital  de  Distrito  de  Fajardo,  Fajardo 
Puerto  Rico. 


SU  descubrimiento  por  Fleming  tuvo  lu- 
gar en  1929,  su  aplicación  clínica  no  co- 
menzó hasta  1940. 

La  sal  sódica  cristalina,  que  se  utiliza 
en  las  diversas  preparaciones,  es  conve- 
niente que  contenga,  por  lo  menos,  un 
90%  de  penicilina  G,  que  es  la  variedad 
de  penicilina  que  posee  la  actividad  tera- 
péutica más  alta. 

La  vía  muscular  es  la  ruta  de  elección, 
sea  en  solución  acuosa,  en  solución  de  clo- 
ruro sódico,  isotónica,  o bien  en  vehículos 
de  acción  retardada. 

El  factor  principal  en  la  administra- 
ción de  la  penicilina  es  mantener  una  con- 
centración sanguínea  satisfactoria  por  un 
período  prolongado.  La  aplicación  de  la 
penicilina  sódica  acuosa  a intervalos  de 
tres  horas  consigue  este  resultado.  Igual- 
mente lo  consigue  la  penicilina  en  ve- 
hículos de  acción  retardada.  Este  último 
método  fué  introducido  en  1945  por  Ro- 
mansky  y Ritman  utilizando  una  dis- 
persión de  penicilina  en  aceite  de  cacahua- 
te que  contiene  un  4.8  por  100  de  cera  de 
abejas. 

El  ideal  sería  enconti’ar  una  substancia 
que,  en  vez  de  retrasar  la  absorción  de  la 
penicilina,  retardara  su  excreción  por  el 
riñón,  permaneciendo  durante  más  tiem- 
po en  la  corriente  sanguínea,  de  forma  que 
pudiera  ejercer  su  acción  letal  sobre  las 
bacterias  durante  más  tiempo.  El  ácido 
para-amino-hipúrico  que  retrasa  la  excre- 
ción de  la  penicilina  no  ha  podido  ser  uti-' 
lizado  porque  parece  ser  nocivo  para  las 
células  renales.  Recientemente  se  ha  reco- 
mendado la  4-carboxifenilnietano,  sulfo- 
namilida  (caronamida),  que  parece  ser 
inocua  para  el  riñón  aún  después  de  un' 
tratamiento  prolongado. 
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La  penicilina  es  el  único  medicamento 
quimioterapéutico  que  no  es  tóxico.  Una 
dósis  diaria  de  un  millón  de  unidades  es 
alta;  pero  puede  administrarse  a un  pa- 
ciente una  dósis  de  25  millones  o más  en 
veinticuatro  horas  sin  los  más  ligeros  sín- 
tomas tóxicos.  Las  reacciones  a la  penici- 
lina que  aparecen  en  algunos  individuos 
ocurren  lo  mismo  con  dosis  pequeñas  que 
con  las  muy  altas. 

Como  norma  general  debe  afirmarse 
que  es  mucho  mejor  dar  demasiada  peni- 
cilina que  administrar  poca.  Las  bacterias 
expuestas  a concentraciones  no  letales 
desarrollan  resistencia  a este  medicamen- 
to adaptándose  al  mismo,  y después,  aun 
aumentando  la  dosis,  es  mucho  más  di- 
fícil destruirlas. 

Reacciones  a la  penicilina 

La  penicilina  puede  dar  lugar  a reaccio- 
nes alérgicas  en  una  proporción  del  2 al  5 
por  ciento  de  pacientes.  Estas  pueden  con- 
sistir en  alteraciones  digestivas,  artral- 
gias,  mialgias  y,  muy  raramente,  accesos 
asmáticos  (Price,  Me  Nairy  y White). 

Las  reacciones  cutáneas  a la  penicili- 
na consisten  en  prurito  generalizado,  urti- 
caria, edema  labial  o periorbitario,  erup- 
ciones vesiculosas,  dermatitis  exfoliativas 
y agudizaciones  de  afecciones  preexisten- 
tes. Las  dermatitis  por  contacto  pueden 
aparecer  en  las  personas  que  manipulan 
penicilina.  Esta  substancia  puede  causar 
recurrencia  o exacerbación  de  lesiones  de 
dermatofitosis  interdigital  o de  otras  afec- 
ciones fúngicas. 

El  porcentaje  de  reacciones  a la  peni- 
cilina, que  es  de  2 a 5 por  ciento  en  perso- 
Inas  no  afectas  de  enfermedades  cutáneas, 
se  eleva  a 25  por  ciento  en  sujetos  con 
procesos  dermatológicos  La  gran  frecuen- 
•cia  de  las  reacciones  a la  penicilina  en  los 
enfermos  dermatológicos  hace  pensar  que 


puede  intervenir  en  las  mismas  una  sen- 
sibilización previa  a los  hongos  de  las  le- 
siones. 

En  la  mayor  parte  de  los  casos  estas 
reacciones  cutáneas  son  leves  y no  suelen 
afectar  el  estado  general. 

Peck  y colaboradores  han  publicado 
recientemente  un  método  sencillo  para  de- 
sensibilizar a los  enfermos  que  muestren 
reacciones  positivas  en  la  determinación 
de  la  sensibilidad  latente  a la  penicilina. 

Penicilina  en  Dermatología 

En  Dermatología  se  utiliza  la  penicili- 
na como  tratamiento  general,  por  vía  in- 
tramuscular, o en  aplicación  local. 

En  el  tratamiento  local  la  penicilina  se 
utiliza  incorporada  a pomadas  que  varían 
entre  250  a 500  U.  por  gramo  o en  solu- 
ciones de  10,000  U.  por  c.c.  Puede  utili- 
zarse también  el  método  de  Robinson 
y Wallace  que  consiste  en  introducir 
tiras  de  gasa  en  un  matraz  en  el  que  pre- 
viamente se  colocó  un  medio  de  cultivo 
adecuado;  este  matraz  es  esterilizado  al 
autoclave,  sembrándose  después  un  culti- 
vo de  penicillum  nonatum;  las  tiras  de  ga- 
sa sirven  para  ser  aplicadas  sobre  las  le- 
siones dermatológicas. 

Cuando  se  usa  el  tratamiento  local  hay 
que  pensar  siempre  si  la  penicilina  podrá 
alcanzar  a los  microbios.  Esto  ocurrirá  so- 
lamente en  las  infecciones  cutáneas  super- 
ficiales, pero  no  podrá  alcanzar  a los  fo- 
cos situados  algo  más  profundamente; 
aunque  la  penicilina  es  un  medicamento 
muy  difusible,  siempre  existe  un  límite  a 
su  difusión.  En  estos  casos  debe  suspen- 
derse la  terapéutica  local  con  penicilina 
para  utilizar  la  vía  intramuscular. 

Es  conveniente  ceñirse  a un  criterio 
científico  basado  en  el  conocimiento  de  la 
acción  bacteriológica  de  la  penicilina 
y no  dejarse  llevar  por  determinaciones 
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empíricas  derivadas  de  iniciativas  o pres- 
cripciones injustificadas  que  en  nada  be- 
nefician a los  pacientes  y ponen  en  peli- 
gro el  propio  prestigio  profesional. 

Las  indicaciones  de  la  penicilina  en 
Dermatología  son  las  siguientes: 

Infecciones  cutáneas  piógenas. — En 
el  impétigo  se  obtuvo  la  curación  con  tra- 
tamiento local  en  un  período  de  4 a 8 días, 
en  250  casos  tratados  por  Hallet  y co- 
laboradores. Utilizando  la  vía  intramus- 
cular, con  cuatro  dosis  de  100,000  U.  cada 
una,  se  obtiene  la  curación  en  24  a 48  ho- 
ras. 

En  nuestra  estadística  tenemos  14  ca- 
sos tratados  de  impétigo,  de  los  que  13 
curaron  en  4 días,  y uno  en  8 días.  Seis 
casos  de  impétigo  neonatorum  curaron 
también,  con  tratamiento  local  en  48  ho- 
ras. Para  controlar  los  casos  de  impéti- 
go neonatorum,  en  los  nurseries,  deben 
aplicarse  dos  inyecciones  I.M.  de  5,000  U. 
en  1 c.c.  de  solución  fisiológica  salina. 

En  el  ectima  hemos  usado  la  penicili- 
na local  en  8 casos,  que  curaron  en  un 
período  de  10  a 20  días. 

En  seis  casos  de  foliculitis  obtuvimos 
idénticos  resultados. 

Dos  casos  de  sicosis  vulgar  curaron  en 
pocos  días,  pero  recidivaron  ambos  a las 
tres  semanas. 

El  forúnculo,  especialmente  su  localiza- 
ción peligrosa  en  el  labio  superior,  respon- 
de bien  al  tratamiento  general  con  peni- 
cilina. Once  casos  tratados  en  nuestra 
clínica  curaron  con  300,000  U.  durante 
5 o 6 días. 

En  el  carbunco  se  debe  combinar  la 
penicilina  local  con  la  aplicación  I.M.  Re- 
comendamos bloquear  la  lesión  inyectan- 
do alrededor  de  ésta,  subcutánea  e intra- 
dérmicamente,  200,000  U.  de  penicilina, 
repitiendo  el  tratamiento  cada  24  horas. 
Por  vía  intramuscular  se  aplicarán,  al  mis- 


mo tiempo,  200,000  U.  diarias.  Si  la  peni- 
cilina se  usa  precozmente  puede  abortar 
el  proceso  en  tres  o cuatro  días. 

En  la  erisipeloide  de  Rosenbach,  infec- 
ción ocupacional  que  se  presenta  en  las 
manos  y antebrazos  en  los  carniceros  o en 
personas  que  habitualmente  manejan  car- 
ne o pescado,  se  han  obtenido  muy  bue- 
nos resultados.  Ehrlich  y Macaulay  ob- 
tuvieron curaciones  dramáticas  empleando 
dosis  entre  600,000  U.  a 8 millones. 

Tres  casos  de  dermatitis  repens  y un 
caso  de  dermatitis  vegetante  tratados  por 
nosotros  con  dosis  hasta  de  4,000,000  U. 
no  obtuvieron  ningún  beneficio. 

29  Dermatosis  consecutivas  a focos 
sépticos  de  localización  extracutánea,  siem- 
pre que  estos  focos  contengan  gérmenes 
que  sean  influenciados  por  la  penicilina. 
Estos  focos  amigdalinos,  dentarios,  vesi- 
culares, etc.,  pueden  producir  distintas 
dermatosis,  entre  las  que  destacan  algu- 
nos casos  de  dermatitis  eczematosas  y de 
eritema  multiforme. 

39  Dermatosis  infectadas  secundaria- 
mente que  dan  lugar  a reacciones  inflama- 
torias del  tejido  celular  subcutáneo  (celu- 
litis),  y de  los  vasos  y ganglios  linfáticos 
(linfangitis  agudas  tronculares  o reticula- 
res y adenitis).  Sólo  son  influenciadas  las 
lesiones  cuando  son  producidas  por  el  es- 
treptococo piógeno  o por  el  estafilococco 
áureo. 

49  Erupciones  tóxicas  de  origen  dérmi- 
co.— En  este  amplio  grupo  de  dermartosis 
solamente  se  ha  utilizado  la  penicilina  en 
la  dermatitis  herpetiforme.  Carpenter 
y Hall  trataron  6 pacientes  con  derma- 
titis herpetiforme  obteniendo  efectos  be- 
neficiosos inmediatos,  pero  recidivaron  al 
suspender  la  droga.  En  tres  casos  tratados 
por  nosotros  con  dosis  de  4,500,000  U.  no 
pudimos  obtener  ningún  resultado  satis- 
factorio. 

59  Micosis  profundas. — Benedek  publi- 
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có  hace  poco  más  de  tres  meses  el  primer 
caso,  curado  con  penicilina,  de  una  micosis 
profunda.  Era  una  blastomicosis,  tipo  nor- 
teamericano, ulcerogomosa,  progresiva  y 
extensiva,  de  3 años  de  duración,  diagnos- 
ticada por  biopsia  y por  hallazgo  del  blas- 
tomj'^ces  derrnatitidis  en  los  abscesos  mi- 
liares. Fué  tratado  con  G00,000  U.  por  día, 
durante  IG  días  consecutivos,  con  una  do- 
sis total  de  9,600,000  U.  El  paciente  curó 
por  completo,  y no  había  signos  de  recu- 
rrencia nueve  meses  después  del  trata- 
miento. 

Hamilton  y Kirpatrick  reportaron  dos 
casos  de  actinomicosis  curados  con  5 a 6 
millones  U.  de  penicilina.  Otros  autores 
han  reportado  otros  casos  tratados  con 
éxito. 

6®  Dermatosis  tropicales.  — Whitehill 
trató  41  casos  de  frambesia  primaria  y se- 
cundaria obteniendo  una  cicatrización  rápi- 
da y completa  de  las  lesiones  cutáneas; 
uno  de  los  casos  recidivó  20  semanas  des- 
pués, pero  respondió  bien  al  repetir  el  tra- 
tamiento; un  paciente  con  frambesia  ter- 
ciaria, resistente  al  As.,  Bi.  y IK  fué  tra- 
tado también  con  éxito.  Este  autor  hace 
constar  que  la  penicilina  no  determinó  se- 
ronegatividad  permanente  en  ninguno  de 
los  42  casos  tratados. 

Otros  investigadores.  Arje  entre  ellos, 
han  comprobado  que  el  T,  Pertenue  des- 
aparece de  las  lesiones  superficiales  des- 
pués de  12  a 24  horas  de  comenzar  el  tra  ■ 
tamiento;  las  lesiones  clínicas  desaparecen 
con  la  penicilina,  pero  las  reacciones  sero- 
lógícas  siguen  persistentemente  positivas. 

Dwinelle  reportó  500  casos  de  fram- 
besia primaria  y secundaria  tratados  con 
penicilina  con  una  dósis  total  de  1,200,000 
I U.  La  respuesta  clínica  fué  uniformemen- 
' te  excelente  en  16  por  ciento  de  los  casos 
; y produciéndose  una  mejoría  en  un  75  por 
1 100.  La  serología  no  pudo  negativizarse. 


a pesar  de  lo  cual  cree  que  es  la  droga  de 
elección. 

Nery  Guimaraes  obtiene  resultados  se- 
rológicos  negativos  combinando  la  penici- 
lina con  neoarsphenamina.  Duvalier  llegó 
a idénticos  resultados  combinando  la  pe- 
nicilina con  los  arsenicales  y bismúticos. 

En  la  leishmaniosis  cutánea  americana 
puede  ser  de  utilidad  la  penicilina.  Ha  si- 
do reportado  un  caso  con  lesiones  en  las 
que  se  encontraron  cuerpos  leishmaniósi- 
cos  endocelulares ; éstos  desaparecieron 
con  400,000  U.  observándose  un  activo 
proceso  de  reparación. 

La  enfermedad  de  Carrión  es  influen- 
ciada por  la  penicilina.  La  bartonella  baci- 
liforme es  un  gérmen  penicilo-sensible. 
Con  dósis  de  200,000  U.  diarias,  la  penici- 
lina es  espectacular  en  la  fase  anémica, 
mejorando  el  cuadro  clínico  y el  hemato- 
lógico  a las  24  horas,  en  la  fase  eruptiva 
no  es  tan  efectiva,  pero  después  de  los 

2 millones  los  verrucomas  toman  un  as- 
pecto costroso  y son  desprendidos  con  fa- 
cilidad. La  desigualdad  del  efecto  terapéu- 
tico en  las  dos  fases  de  la  enfermedad  se 
debe  a las  características  biológicas  de  la 
bartonella  baciliforme. 

79  Otras  dermatosis  — La  queratosis 
blenorrágica  desaparece  por  el  uso  de  2 a 

3 millones  de  penicilina. 

La  difteria  cutánea  es  favorablemente 
influenciada  por  el  tratamiento  local. 

Las  úlceras  hispostásicas  no  son  afec- 
tadas por  la  penicilina,  más  que  en  muy 
raras  ocasiones.  En  26  casos  tratados  por 
nosotros  con  penicilina  local  y general  sólo 
obtuvimos  efectos  beneficiosos  en  cuatro. 

En  las  quemaduras  se  ha  utilizado  la 
penicilina  localmente.  Mishaan  y Argueta, 
después  de  limpiar  las  quemaduras,  las 
cubren  con  6 a 8 hojas  de  gasa  estéril  hu- 
medecida con  plasma  penicilado,  dos  veces 
durante  los  primeros  tres  días  y una  vez 
los  restantes.  Al  séptimo  u octavo  día  se 
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obtiene  la  epitelización  total  de  las  quema- 
duras, cubiertas  por  costras  de  color  ama- 
rillo claro. 

En  el  acné  no  tiene  influencia  la  peni- 
cilina. Esta  es  activa  en  los  casos  de  acné 
complicado,  actuando  sobre  los  abscesos 
subcutáneos  estafilocócicos  que  son  impor- 
tantes en  el  aspecto  estético,  pero  no  ac- 
túa sobre  el  acné  propiamente  dicho. 

Penicilina  en  Sífilis 

La  terapia  de  la  penicilina  en  la  sífilis 
fué  iniciada  en  1943  por  Mahoney,  Arnold 
y Harris.  Estos  autores  demostraron  pri- 
mero la  efectividad  de  la  penicilina  en  la 
sífilis  experimental  del  conejo.  Después 
trataron  a cuatro  pacientes  con  sífilis  pri- 
maria seropositiva  con  buenos  resultados. 
Desde  entonces  hasta  hoy  ha  tomado  tal 
incremento  el  uso  de  la  penicilina  en  la 
sífilis  que  se  ha  constituido,  sin  duda  al- 
guna, en  el  factor  básico  de  su  terapéutica. 

a)  Sífilis  precoz 

Está  definitivamente  comprobada  la 
acción  inmediata  de  la  penicilina  sobre  el 
espiroqueta  que  desaparece  del  chancro 
después  de  12  a 24  horas  de  iniciado  el 
tratamiento,  y de  las  lesiones  secundarias 
después  de  24  a 72  horas. 

El  chancro  desaparece  aproximada- 
mente a las  dos  semanas.  Las  lesiones  cu- 
táneo-mucosas  secundarias  cicatrizan  con 
igual  o mayor  rapidez  que  con  el  trata- 
miento intensivo  de  arsenicales  y bismuto. 

Sternberg  y Leifer  comunicaron  sus 
resultados  en  600  casos  de  sífilis  prima- 
ria seronegativa,  en  564  de  sífilis  prima- 
ria seropositiva  y en  236  de  sífilis  secun- 
daria. Obtuvieron  efectos  favorables  en 
94.3%,  89.9%  y 83%  respectivamente. 
Después  del  tratamiento,  el  l.c.r.  estaba 
normal  excepto  en  el  0.69%  (de  719  in- 
vestigados). 


Según  la  mayoría  de  los  autores  las 
recurrencias  que  aparecen  antes  de  un 
año  son  de  un  12  a un  15  por  100  de  los 
casos  tratados.  Según  Moore  es  del  25  por 
100.  Con  la  combinación  de  As.  y Bi.,  éste 
porcentaje  parece  disminuir  sensiblemen- 
te. 

Se  observa  una  variación  en  la  efica- 
cia del  tratamiento  según  el  período  de  la 
sífilis  precoz  en  que  se  comienza.  Inicia- 
do en  la  etapa  primaria  conduce  a resul- 
tados considerablemente  mejores  que 
cuando  se  comienza  en  la  etapa  secun- 
daria. 

Ha  sido  observado  por  varios  investi- 
gadores que  una  dósis  de  penicilina  sufi- 
ciente para  curar  la  gonorrea  puede  evitar 
la  aparición  de  la  lesión  primaria  de  la  sí- 
filis sin  evitar  la  enfermedad.  Por  consi- 
guiente, si  un  caso  de  gonorrea  es  tratado 
con  penicilina  es  conveniente  practicar 
pruebas  serológicas  durante  los  tres  pri- 
m.eros  meses  para  descubrir  una  posible 
sífilis. 

Otros  investigadores  han  tratado  la 
sífilis  temprana  con  dosis  masivas  de  pe- 
nicilina. Arnold  y Mahoney  demostraron 
que  la  sífilis  experimental  puede  ser  cu- 
i-ada  con  penicilina  acuosa  en  12,  24  y 48 
horas  a dosis  intensivas.  En  la  sífilis  hu- 
mana establecieron  una  terapéutica  de  3 
días  de  hospitalización,  inyectando  un  to- 
tal de  7,200,000  U.  de  penicilina  acuosa 
t-n  sólo  72  horas,  a razón  de  200,000  U. 
ÍM  cada  dos  horas  hasta  36  inyecciones. 

Lovrie  y colaboradores  usan  600,000 
U.  11%  tres  veces  al  día,  con  intervalos  de 
una  hora,  por  espacio  de  5 días  consecu- 
tivos. Dicen  que  no  puede  demostrarse  el 
paso  de  la  penicilina  al  l.c.r.  en  las  dosis 
habitualmente  administradas  en  los  trata- 
mientos corrientes,  mientras  que  es  de- 
mostrable esta  penetración  con  su  méto- 
do. Creen  que  para  alcanzar  los  espacios 
tisulares,  en  donde  pueden  hallarse  los 
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espiroquetos,  hay  que  recurrir  a una  poso- 
logia  muy  elevada.  Han  observado  una  rá- 
pida desaparición  de  los  síntomas  clínicos 
cutáneo-mucosos  y una  más  precoz  nega- 
tividad  serológica. 

Bolgert,  Levy  y Faure,  trataron  27  pa- 
cientes de  sífilis  primaria  y secundaria; 
después  de  una  inyección  diaria  de  Ilg 
(CN)2,  durante  3 días,  recibieron  15  mi 
llones  de  U.  en  solución  actiosa  o en  aceite. 
Durante  el  tratamiento  desaparecieron 
las  lesiones  en  un  25  a 30  por  100  de  ellos ; 
con  el  tiempo  se  negativizó  la  serología. 

Peter  y Barton  trataron  275  casos  de 
sífilis  primaria  y secundaria  con  penicili- 
na sódica  por  la  técnica  del  goteo  continuo 
intravenoso  en  cantidades  variables  de  10 
a 25  millones  en  24  horas.  Después  de  do- 
ce meses  de  observación  encontraron  los 
siguientes  resultados:  el  método  fracasó 
en  67.8  por  ciento  de  los  pacientes  que  re- 
cibieron 10  millones,  y en  35.2  por  ciento 
de  los  que  recibieron  25  millones.  Este  ti- 
po de  tratamiento  no  resultó  adecuado  pa- 
ra la  sífilis  precoz. 

El  prom.edio  de  recaídas  en  la  sífilis 
tratada  con  penicilina,  administrada  a una 
dosis  terapéutica  adecuada  es  solo  ligera- 
mente mayor  que  en  la  más  efectiva  tera- 
pia arsenical  masiva,  y está  libre  de  la 
mortalidad  asociada  a ésta  última. 

Reynolds  cita  un  índice  de  mortalidad 
de  0.14  por  1,000  en  un  total  de  118,544 
pacientes  tratados  con  penicilina  y arse- 
nicales;  en  cambio  no  hubo  ningún  caso 
fatal  en  43,734  casos  comunicados  por 
Centros  de  Tratamiento  Rápido  con  peni- 
cilina sola.  Las  reacciones  graves  regis- 
tradas en  dichas  instituciones  en  las  mis- 
mas estadísticas  alcanzaron  un  índice  de 
5.1  por  1,000  con  penicilina  sola,  y 13.8  con 
tratamiento  mixto  de  penicilina  y arséni  • 
co. 

Las  opiniones  de  los  distintos  investi- 
gadores están  muy  divididas  en  cuanto  a 


si  la  penicilina  debe  usarse  solamente  en  el 
período  precoz  de  la  sífilis,  o si  hay  que 
asociarla  a otros  agentes  espiroqueticidas. 

Algunos  creen  que  no  hay  diferencia 
en  los  resultados  con  penicilina  sola  o con 
penicilina  asociada  a arsenicales.  Aunque 
nuestro  conocimiento  actual  es  incompleto 
con  respecto  a los  resultados  finales,  es 
conveniente  que  los  pacientes  tratados  con 
penicilina  sola  vuelvan  periódicamente  pa- 
ra nuevos  exámenes  y vigilancia. 

Schoch  y Alexander  aconsejan  el  tra- 
tamiento combinado  de  penicilina  con  ocho 
dosis  de  40  mg.  diarios  de  clorhidratos  de 
oxifenarsina;  o también  combinar  la  pe- 
nicilina con  5 inyecciones  de  Bi.  de  0.2  grn. 
aplicadas  en  días  alternos. 

O’Leary  y Kierland  afirman  que  la  pe- 
nicilina sola  administrada  a dosis  de  6 a 
8 millones  en  un  plazo  de  diez  días,  no  cu- 
ra la  sífilis  en  un  40  por  100  de  los  casos. 
Ellos  utilizan  el  siguiente  esquema  en  la 
sífilis  precoz:  cuatro  inyecciones  de  clor- 
hidrato de  oxifenarsina  en  cuatro  días 
consecutivos;  al  quinto  día  comienzan  la 
penicilina,  40,000  U.  cada  3 horas,  duran- 
te 7-l|2  días,  hasta  un  total  de  2,400,000; 
el  último  día  del  tratamiento  penicilínico 
inician  una  inyección  de  0.1  gm.  de  bis- 
muto, cada  5 días  hasta  un  total  de  diez. 
Este  método  requiere  once  días  y medio 
de  hospitalización  y se  completa  en  62 
días.  Afirman  no  haber  tenido  complica- 
ciones ni  fracasos. 

Marshall  afirma  que  la  penicilina  sola, 
en  la  sífilis  secundaria,  no  da  grandes  re- 
sultados. Asociada  al  As.  y Bi.  se  produ- 
ce una  curación  clínica  en  95  a 98  por  cien- 
to de  pacientes.  Concluye  que  la  penicilina 
debe  ser  usada  en  la  sífilis  precoz  como 
tratamiento  de  asalto,  y el  As.  y Bi.  como 
tratamiento  de  consolidación. 

Kolmer  y colaboradores,  en  sus  estu- 
dios de  sífilis  experimental  en  conejos, 
han  comprobado  que  la  asociación  de  pe- 
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iiicilina  y As.,  o penicilina  y Bi.,  es  mucho 
más  eficaz  que  la  penicilina  sola  en  el  tra- 
tamiento de  la  sífilis  precoz. 

Rodríguez,  Schwemlein,  Eauer  y Plotke 
trataron  un  grupo  de  varios  cientos  de  pa- 
cientes con  sífilis  precoz  utilizando  fiebre 
artificial,  As.  y Bi;  en  otro  grupo  asocia- 
ron la  penicilina  a los  anteriores  agentes 
terapéuticos.  Dedujeron  que  éste  último 
método  de  asociar  la  penicilina  con  la  fie- 
bre, As.  y Bi.  es  mucho  más  efectivo. 

En  los  últimos  meses  la  mayoría  de  las 
publicaciones  coinciden  en  preconizar  co- 
mo más  efectivo  el  tratamiento  combina- 
do de  penicilina  con  metales  pesados. 

Modificaciones  serológicas 

Las  modificaciones  serológicas  se  pro- 
ducen tardíamente.  Los  distintos  investi- 
gadores comunican  proporciones  muy  dis  - 
tintas de  seronegatividad. 

En  general,  en  la  sífilis  primaria,  la 
seronegatividad  se  produce  de  80  a 90  día.s 
de  terminar  el  tratamiento.  En  algunos 
casos  puede  verse  una  reversión  rápida  se- 
rológica  después  de  35  a 42  días. 

En  la  sífilis  secundaria  se  produce  la 
seronegatividad  después  de  IGO  a 220  días. 

Actualmente  debe  utilizarse  siempre 
el  análisis  cuantitativo  en  unidades  Kahn 
de  reagina  sérica.  Lo  que  importa  con  és- 
te método  no  es  el  número  de  unidades  en 
sí,  sino  la  tendencia  al  descenso  de  esta 
titulación  para  poder  valorar  la  respuesta 
terapéutica.  Una  titulación  de  25G,  de  128, 
de  64,  de  8 y hasta  de  4 son  todavía  reac- 
ciones fuertemente  positivas,  que  traduci- 
rnos gráficamente  por  4 -j'-  Pero  si  exa- 
minamos la  sangre  del  paciente  periódica- 
mente estaremos  en  condiciones  de  obser- 
var si  exista  o no  “tendencia”  a esa  dis- 
minución de  la  titulación  o a un  estanca- 
miento o ascenso  de  la  misma.  Esta  “ten- 
dencia” hacia  la  seronegatividad  sólo  pue- 


de demostrarse  por  un  análisis  serológico 
cuantitativo. 

En  nuestra  estadística  de  casos  estu- 
diados en  este  Hospital,  desde  hace  tres 
años  hasta  la  fecha,  encontramos  un  nú- 
mero de  311  pacientes  con  sífilis  precoz 
tratada  con  penicilina. 

De  ellos,  solamente  hemos  podido  se- 
guir la  observación,  durante  un  tiempo 
mayor  de  12  meses,  en  104  casos. 

De  este  grupo,  fueron  tratados  27  con 
una  dosis  total  de  penicilina  de  2,400,000 
U.  Los  77  restantes  recibieron  4,500,000 
U.  de  penicilina. 

En  los  casos  en  que  se  utilizaron  2,400,. 
000  U.  obtuvimos  un  promedio  de  fraca- 
sos en  una  proporción  de  21.3  por  100.  Co- 
mo fracaso  conceptuamos  las  recidivas 
clínicas  o las  recidivas  serológicas.  Las 
pruebas  cuantitativas  de  Kahn  acusaron 
títulos  por  debajo  de  4,  en  un  período  de 
10  a 12  meses,  en  21  de  los  27  casos  tra- 
tados. 

En  el  grupo  de  77  pacientes  de  sífilis 
precoz  que  recibieron  4,500,000  U.  el  por- 
centaje de  fracasos  fué  tan  solo  de  15.4 
por  100.  Las  pruebas  cuantitativas  de 
Kahn  bajaron  a títulos  menores  de  4,  en 
un  período  de  10  a 12  meses,  en  57  de  los 
77  casos  examinados. 

liemos  observado  que  el  resultado  es 
do.s  veces  más  efectivo  entre  los  que  co- 
menzaron su  tratamiento  durante  los  pri- 
meros 10  días  de  la  aparición  de  la  lesión 
primaria  que  entre  los  que  recibieron  tra- 
tamiento después  de  dos  meses  de  la  apa- 
rición del  accidente  primario.  Examinando 
la  serología  de  los  tratados  durante  los 
primeros  diez  días  observamos  una  pro- 
porción de  negatividad,  a los  10  a 12  me- 
ses, de  un  75  por  100,  mientras  que  en  los 
tratados  después  de  dos  meses,  esta  pro- 
porción es  tan  sólo  de  un  31  por  100. 

En  otro  grupo  de  8 pacientes  con  sífi- 
lis precoz,  tratados  con  4,500,000  U.  de  pe- 
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nicilina,  asociada  con  As.  y Bi,  no  obtuvi- 
mos fracaso  alguno,  negativizándose  la 
serología  en  todos  ellos  antes  de  los  ocho 
meses,  y sin  haberse  observado  todavía 
ninguna  recidiva,  después  de  un  período 
de  12  a 18  meses  de  observación. 

B)  Sífilis  tardía 

En  este  período  hay  que  valorar  con 
más  cautela  los  resultados  lejanos  que 
puedan  obtenerse,  ya  que  el  tiempo  de  ob- 
servación es  todavía  relativamente  corto. 

El  tratamiento  de  la  sífilis  tardía  de- 
berá individualizarse  dependiendo  de  la 
calidad  destructiva  de  las  lesiones  y de  la 
naturaleza  de  las  estructuras  envueltas. 

Stokes  y colaboradores  dicen  que  la 
penicilina  en  la  sífilis  tardía  produce  la 
reversibilidad  de  los  síntomas  serológicos 
y clínicos  sin  reacciones  serias,  siendo  los 
resultados  iguales,  si  no  superiores,  a los 
obtenidos  con  los  largos  métodos  de  trata- 
miento con  As.  y Bi. 

Reynolds  afirma  que  la  mayoría  de  las 
manifestaciones  de  la  sífilis  tardía,  tales 
como  lesiones  gomosas,  lesiones  cutáneas 

0 mucocutáneas,  lesiones  óseas,  etc.,  han 
respondido  rápidamente  a la  penicilina. 

En  este  Hospital  hemos  tratado  12  ca- 
sos de  sífilis  tardía:  2 sifilides  nodulares, 
ó nodulo-ulcerativas,  4 gomas  cutáneos  y 

1 sifilide  escamosa  circinada.  En  ninguno 
de  estos  casos  hemos  podido  obtener  una 
respuesta  favorable  a la  penicilina  sola, 
usada  en  dosis  de  G millones  de  U.  Sin  em- 
bargo, todos  los  casos  respondieron  rápi- 
damente cuando  asociamos  a la  penicilina 
el  tratamiento  arsenical  y bismútico. 

Nuestra  experiencia  nos  aconseja  uti- 
lizar en  la  sífilis  tardía  cutáneo-mucosa 
6 millones  de  U.  de  penicilina  seguida  de 
una  serie  standard  de  As.  y Bi.  durante 
6 meses. 


C)  Sífilis  cardiovascular 

Porter  trató  6 casos  de  sífilis  cardio- 
vascular, con  40,000  a 50,000  U.  cada  3 
horas,  hasta  un  total  de  6 a 10  millones  de 
U.  El  tratamiento  preliminar  lo  hizo  con 

5.000  U.  administradas  cada  tres  horas 
durante  las  primeras  24  horas  y dosis  va- 
riables de  Bi.  En  cinco  casos  obtuvo  me- 
joría sintomática;  el  otro  murió  dos  días 
después  del  tratamiento  a consecuencia  de 
hemorragia,  pero  la  muerte  no  se  atribu- 
yó a la  penicilina. 

Eisenberg  trató  20  pacientes  de  aor- 
titis y no  observó  reacciones  secundarias. 
Comenzó  con  100,000  U.  por  día,  en  acei- 
te y cera,  durante  los  primeros  3 días; 

200.000  U.  los  días  4^  y 5*?;  y 300,000  los 
restantes  hasta  un  total  de  4,500,000  en 
un  período  de  15  a 20  días.  Aconseja  se- 
guir con  Hg.  y Bi. 

Flaum  no  encontró  reacciones  adversas 
usando  6 millones  de  U.  de  penicilina  pro- 
cainada  en  aceite,  a razón  de  600,000  U. 
cada  24  ó 48  horas.  Comprobó  una  mejoría 
de  la  aortitis  y cree  que  este  método  pre- 
viene un  ulterior  daño  en  el  sistema  car- 
diovascular. 

Algunos  autores  utilizan  el  Bi.  como 
tratamiento  preparatorio  antes  de  la  ad- 
ministración de  la  penicilina. 

D)  Sífilis  prenatal 

En  la  sífilis  del  embarazo  es  la  penici- 
lina el  agente  más  satisfactorio.  Hasta 
el  octavo  mes  de  embarazo  hay  seguridad 
de  obtener  un  100  por  100  de  eficacia  en 
la  prevención  de  la  sífilis  prenatal,  con  pe- 
nicilina sola.  La  dosis  utilizada  es  de  4 a 
6 millones  U. 

Woltz  y Willey  comprobaron  la  pre- 
sencia de  penicilina  en  el  líquido  amnióti- 
co  y los  tejidos  fetales  desde  la  décima 
semana  de  gestación  en  pacientes  que  fue- 
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ron  sometidas  a histerectomías  por  indica- 
ciones terapéuticas  especiales. 

Cole  trató  65  casos  de  sífilis  incipien- 
te del  embarazo  y solamente  dos  desarro- 
llaron sífilis  congénita.  Ingraham  trató 
37  casos,  de  los  que  solamente  uno  na- 
ció sifilítico.  Esto  representa  un  grado  de 
éxito  mayor  que  el  que  proporciona  la  te- 
rapia arseno-bismútica. 

En  nuestra  estadística  de  casos  trata- 
dos en  este  Hospital  tenemos  17  embara- 
zadas con  sífilis  temprana;  sometidas  a 
tratamiento  con  penicilina,  antes  del  oc- 
tavo mes,  no  se  observó  ningún  caso  de 
sífilis  congénita. 

La  respuesta  serológica  de  la  embara- 
zada es  más  lenta  que  la  del  adulto  ordi- 
nario; sin  embargo,  la  madre  no  necesita 
ser  seronegativa  en  el  momento  del  parto 
para  dar  a luz  un  niño  normal. 

La  baja  toxicidad,  la  brevedad  del  tra- 
tamiento y los  resultados  obtenidos  hacen 
de  la  peniciloterapia  el  método  de  elección 
en  la  sífilis  prenatal. 

E)  Sífilis  congénita 

Rose  y Gyorgy  trataron  36  lactantes 
sifilíticos  con  penicilina  sin  observar  re- 
caídas. 

Ingraham  dice  que  en  los  niños  con 
sífilis  congénita  los  resultados  con  penici- 
lina parecen  uepender  más  bien  de  la  edad 
del  niño  cuando  empezó  el  tratamiento  y 
de  su  estado  físico  que  de  la  dósis  de  an- 
tibiótico. 

Stokes  y colaboradores  observaron  que 
las  dósis  más  altas  y los  períodos  más  lar- 
gos de  tratamiento  han  dado  los  mejores 
resultados.  Los  estudios  publicados  recien- 
temente son  más  alentadores  que  los  pri- 
meros. Sin  embargo,  aunque  hay  casos  de 
sorprendente  mejoría,  la  letalidad  todavía 
es  elevada. 

La  eficacia  de  la  penicilina  en  la  sífilis 


congénita  queda  demostrada  por  los  estu- 
dios clínicos,  radiológicos  y serológicos. 
Pero  todavía  no  se  han  obtenido  resulta- 
dos satisfactorios  en  el  conjunto  de  los 
casos.  Las  recidivas  son  frecuentes,  por 
lo  que  debemos  utilizar  la  vieja  terapéu- 
tica para  prevenirlas. 

En  19  casos  tratados  en  este  Hospital, 
y que  hemos  podido  seguir  durante  un 
año,  hemos  obtenido  mejores  resultados 
con  la  penicilina  combinada  con  As.  y Bi. 
que  con  penicilina  sola,  en  niños  entre  8 
y 15  años. 


F)  Neurosífilis 

Los  primeros  casos  reportados  fueron 
alentadores,  pero  después  se  ha  enfriado 
el  entusiasmo  al  observar  la  cantidad  de 
casos  en  que  debe  repetirse  el  tratamiento. 

Algunos  investigadores  no  encuentran 
grandes  diferencias  entre  la  penicilina  so- 
la o la  asociación  de  ésta  con  la  paludiza- 
ción.  (Graham,  F.  Lescher,  Richards,  Mar- 
tin, Roteen,  Duty,  Webster,  Tapella,  Uhia, 
Tamborini,  Dattner). 

Otros  investigadores  encuentran  que  la 
penicilina  sola  es  menos  eficaz  que  la  pa-i 
ludización,  pero  que,  unidas,  cada  una  de* 
ellas  aumenta  el  efecto  de  la  otra.  (Craw- 
ford, Reynolds,  Mohr,  Moore,  Rose,  Solo- 
mon, Wong  y Packer,  ‘OLeary  y Bruns- 1 
ting). 

En  el  momento  presente  debe  conside-l 
rarse  a la  asociación  de  penicilina  y mala- 
1 ioterapia  como  el  tratamiento  de  elección.  [ 
La  fiebre,  combinada  con  penicilina,  re- 
quiere solo  5 a 8 semanas  de  hospitaliza-! 
ción  y,  adicionalmente,  2 ó 3 semanas  más  I 
para  convalecencia. 

El  estado  actual  del  tratamiento  de  la  | 
neurosífilis  con  penicilina  es  el  siguiente:! 

Neurosífilis  asintomática  — La  pe- 
nicilina es  en  esta  manifestación  el  mejor] 
agente  terapéutico.  La  cifra  celular  del] 


ANTIBIOTICOS  EN  DBRMO-SIFILIOGRAFIA  — CUQUERELLA 


;07 


l.c.r.  se  normaliza  en  un  período  de  10  a 
24  semanas  después  del  tratamiento.  El 
contenido  proteico  total  se  normaliza  tam- 
bién en  el  mismo  período.  La  curva  de 
Lange  se  modifica  después  de  los  18  me- 
ses. La  serología  es  la  última  en  desapa- 
recer, tardando,  en  un  60  por  100  de  los 
casos,  24  meses. 

29  Neurosífilis  sintomática  — La  pe- 
nicilina no  actúa  en  esta  forma  tan  bene- 
ficiosamente. En  este  grupo  incluimos:  a) 
meningitis  sifilítica  aguda;  b)  sífilis  me- 
ningovascular difusa;  c)  demencia  para- 
lítica; d)  taboparálisis ; e)  tabes  dorsal; 
f)  epilepsia  sifilítica  no  parética;  g)  go- 
ma del  cerebro  o de  la  médula;  h)  atrofia 
óptica  primaria;  i)  paraplejía  espástica 
espinal  de  Erb. 

En  este  grupo  de  neurosífilis  sintomá- 
tica la  respuesta  terapéutica  es  inversa  a 
la  extensión  de  destrucción  nerviosa,  pues 
ya  sabemos  que  las  destrucciones  de  laa 
células  nerviosas  son  definitivas  e irrever- 
sibles. 

La  penicilina  es  aquí  más  activa,  al 
igual  que  los  otros  dos  agentes  terapéu- 
ticos, cuando  las  lesiones  inflamatorias 
predominan  sobre  las  formaciones  fibro- 
sas. Será,  pues,  más  efectiva  en  las  menin- 
gitis sifilíticas  agudas  y en  la  sífilis  me- 
ningovascular difusa. 

Los  gomas  cerebrales,  la  paresia  gene- 
ral, la  tabes,  la  taboparesia,  la  atrofia  óp- 
tica primaria,  la  epilepsia  sifilítica  y la 
paraplejía  espástica  espinal  de  Erb  respon- 
den mucho  mejor  a la  combinación  de  pe- 
nicilina con  piretoterapia. 

En  nuestra  estadística,  de  8 casos  de 
tabes  dorsal,  hemos  obtenido  resultados 
beneficiosos  c'on  la  asociación  penicilina- 
fiebre  en  6 casos,  habiendo  mejorado  to- 
dos los  trastornos  subjetivos  y siendo  in- 
fluenciado notablemente  el  l.c.r.  En  un 
paciente  afecto  de  tabo-parálisis,  que  no 
había  sufrido  ninguna  modificación  con 


8,000,000  de  U.  de  penicilina,  se  repitió  el 
tratamiento  a los  12  meses  con  10,000,000 
U.  de  penicilina  y malarioterapia.  La  res- 
puesta clínica  fué  beneficiosa,  normalizán- 
dose el  citograma.  Hasta  el  día  de  hoy  no 
hemos  encontrado  todavía  modificación 
en  la  curva  de  Lange,  pero  en  el  Kahn 
cuantitativo  hay  una  tendencia  hacia  la 
negatividad  por  su  disminución  en  la  titu- 
lación. 

La  opinión  nuestra,  nacida  de  la  expe- 
riencia de  los  casos  tratados,  no  nos  faci- 
lita bases  para  afirmar  que  la  penicilina 
sea  efectiva  en  todos  los  casos  de  neuro- 
lues.  Pero  si  podemos  afirmar  que,  mu- 
chas veces,  detiene  el  proceso  de  invasión 
total  del  sistema  nervioso  por  sus  efectos 
beneficiosos  en  los  síntomas  clínicos  in- 
flamatorios y por  su  tendencia  a la  norma- 
lización paulatina  del  l.c.r. 

Creemos  de  gran  utilidad,  para  preve- 
nir la  neurolues,  practicar  una  investiga- 
ción en  el  l.c.r.  de  todo  paciente  con  an- 
tecedentes de  sífilis,  pai’a  comprobar  una 
invasión  precoz  del  sistema  nervioso  en  su 
etapa  más  curable.  Si  encontramos  un 
l.c.r,  activo  procederemos  a tratar  el  pa- 
ciente como  afecto  de  una  neurosífilis 
asintomática.  Como  “l.c.r.  activo”  enten- 
demos aquél  en  que  la  cifra  celular  es  ma- 
yor de  4,  y el  total  de  contenido  proteico 
es  mayor  de  30  mg.  por  100  cc. 

REACCIONES  A LA  PENICILINA 

En  un  80  por  100,  aproximadamente, 
de  sifilíticos  puede  sobrevenir  la  reacción 
de  Jarisch-Herxheimer,  o shock  terapéu- 
tico. Esta  es  casi  la  misma  frecuencia  con 
que  esta  reacción  aparece  con  la  arsenote- 
rapia.  Esto  sugiere  una  fuerte  actividad 
espiroqueticida  de  la  penicilina. 

Es  sabido  que  la  reacción  de  Herxhei- 
mer  es  sincrónica  con  las  horas  de  mayor 
destrucción  de  las  espiroquetas  por  una 
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droga  antisifilítica,  y que  es  una  reacción  a 
un  aumento  de  endotoxinas  resultantes  de 
la  destrucción  masiva  de  estos  microorga- 
nismos. 

Clínicamente  la  reacción  de  Herxhei- 
mer  consiste  en  una  exageración  de  los  va  - 
rios síntomas  focales  sifilíticos  en  el  or- 
ganismo. Si  existe  un  proceso  sifilítico  ac- 
tivo en  un  órgano  o estructura  vital, 
pueden  sobrevenir  complicaciones  graves, 
y posiblemente  fatales,  a consecuencia  de 
una  reacción  de  Herxheimer  consecutiva  a 
una  dosis  inicial  o a una  serie  de  dosis  de 
un  agente  espiroqueticida  poderoso. 

En  la  sífilis  precoz  las  reacciones  son 
tan  ligeras  que  no  imponen  suspender  el 
uso  de  la  penicilina.  En  la  sífilis  tardía 
las  reacciones  pueden  ser  alarmantes.  En 
la  sífilis  cardiovascular  el  “shock”  tera- 
péutico puede  ser  tan  intenso  que  cause 
la  muerte.  En  estos  casos  es  necesario,  pa- 
ra reducir  la  severidad  de  estas  reaccio- 
nes, administrar  una  posología  reducida  de 
penicilina  durante  las  primeras  24  a 48 
horas,  o bien  no  emplear  la  penicilina  has- 
ta después  de  un  tratamiento  preliminar 
con  metales  pesados. 

Fracasos  del  tratamiento 

Los  fracasos  se  clasifican  en  recidivas 
clínicas,  recidivas  serológicas  y serorresis- 
tencia. 

Las  recidivas  clínicas  o serológicas  in- 
dican la  necesidad  de  repetir  el  tratamien- 
to. 

Por  serorresistencia  entendemos  la  no 
modificación  de  la  prueba  cuantitativa  12 
meses  después  del  tratamiento.  A veces 
puede  ser  un  presagio  de  sífilis  tardía,  o 
bien  representar  el  último  vestigio  de  en- 
fermedad que  ha  desaparecido.  La  sero- 
rresistencia nos  advierte  la  conveniencia 
de  continuar  las  observaciones,  pero  no 
constituye,  por  sí  misma,  una  indicación 
de  tratamiento  adicional. 


PLAN  GENERAL  DE  TRATAMIENTO 
DE  LA  SIFILIS  CON  PENICILINA 

El  plan  de  tratamiento  que  creemos 
más  adecuado,  y que  venimos  utilizando 
es  el  siguiente: 

Sífilis  precoz  — Incluimos  en  este  tér- 
mino la  sífilis  primaria  seronegativa,  la 
sífilis  primaria  seropositiva  y el  período 
secundario.  Utilizamos  4,800,000  U.  de  pe- 
nicilina G en  solución  acuosa,  en  dosis  de 
50,000  U.  con  intervalo  de  2 horas,  con  un 
total  de  98  inyecciones  intramusculares. 

Si  sobrevienen  fracasos,  repetimos  el 
mismo  tratamiento  añadiendo  arsenicales 
y bismuto.  De  los  arsenicales  utilizamos 
el  clorhidrato  de  oxofenarsina,  una  dosis 
de  0.06  gm.  cada  48  horas,  repetida  10  ve- 
ces en  inyección  intravenosa,  con  un  total 
de  0.6  gm.  Si  manejamos  la  neoarsphena- 
mina  comenzamos  por  la  dosis  de  0.15  gm. 
hasta  llegar  a 0.60  gm.  para  administrar 
un  total  de  5 a 6 gm.  Esta  dosis  se  usa  en 
los  casos  de  peso  corporal  corriente;  cuan- 
do suponemos  que  el  peso  se  aparta  mu- 
cho de  lo  normal,  calculamos  las  dosis  indi- 
viduales a base  de  1 mg.  de  clorhidrato  de 
oxofenarsina  por  Kilo  de  peso.  Para  com- 
pletar el  tratamiento  usamos  una  inyec- 
ción intramuscular  de  0.2  gm.  de  bismuto, 
en  intervalos  de  una  semana,  con  un  to- 
tal de  diez. 

En  los  tratamientos  ambulatorios  uti- 
lizamos la  penicilina  G oleocalcárea,  en 
una  dosis  diaria  de  600,000  U.  intramus- 
cular, durante  10  días,  para  un  total  de 
seis  millones. 

Sífilis  latente  precoz  y sífilis 
latente  tardía 

Con  el  término  de  sífilis  latente  pre- 
coz nos  referimos  a la  fase  asintomática 
en  pacientes  cuya  infección  data  de  menos 
de  cuatro  años.  En  la  sífilis  latente  tar- 
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día  incluimos  la  sífilis  de  más  de  cuatro 
años  sin  manifestaciones  sintomáticas. 

En  este  período  utilizamos  4,800,000 
U.  de  penicilina  en  los  mismos  períodos 
indicados  en  la  sífilis  precoz,  pero  siem- 
pre añadimos  5 inyecciones  de  un  arseni- 
cal y 5 de  0.2  gm.  de  Bi,  aplicadas  en  días 
alternos,  y en  distintos  días  el  As.  y Ei. 

Con  este  método  se  obtiene  un  95  por 
100  de  resultados  satisfactorios. 

Sífilis  tardía  — Utilizamos  de  G a 8 
millones  de  penicilina  seguidos  de  una  se- 
rie standard  de  As.  y Bi.  durante  6 meses. 

Sífilis  cardiovascular  — Después  de  un 
tratamiento  preparatorio  con  metales  pe- 
sados para  evitar  una  reacción  grave  de 
Jarish-Herxheimer,  usamos  la  penicilina 
G en  solución  acuosa  en  dosis  de  25,000  U. 
cada  2 horas  hasta  un  total  de  5 millones 
o más. 

Sífilis  ocular  — La  iritis  sifilítica  la 
tratamos  igual  que  la  sífilis  precoz.  En  la 
queratitis  intersticial  usamos  una  dosis 
total  de  10  millones  de  U.  de  penicilina 
asociada  a la  terapéutica  arsenobismútica. 
La  atrofia  óptica  primaria  requiere  un  tra 
tamiento  preparatorio  seguido  de  una  do- 
sis total  de  10  millones  de  penicilina  com- 
binada con  malarioterapia.  Con  todo  los 
resultados  son  muy  imprecisos. 

Sífilis  prenatal  — 4,800,000  U.  a 6 mi- 
llones U.  de  penicilina  G en  solución  acuo- 
sa, en  dosis  de  50,000  U.  cada  2 horas.  Du- 
rante el  embarazo,  repetimos  este  trata- 
miento en  caso  de  recidiva  clínica  o sero- 
lógica,  o cuando  la  titulación  serológica 
original  no  declina  a los  3 meses  del  tra- 
tamiento. 

Los  niños  nacidos  de  madre  sifilítica 
siguen  en  observación  clínica,  serológica  y 
radiológica  durante  cuatro  meses. 

Sífilis  congénita  — Las  dosis  de  peni- 
cilina que  se  usaban  antes  de  20,000  a 
100,000  U.  por  kilo  de  peso  han  dado  pa- 
so a dosis  más  fuertes. 


En  los  niños  menores  de  dos  años  uti- 
lizamos una  dosis  total  de  100,000  a 400,- 
000  U.  por  kilo  de  peso. 

En  los  niños  mayores  utilizamos  la 
misma  dosis  de  penicilina  que  se  utiliza 
en  la  sífilis  precoz.  De  los  8 a los  15  años 
añadimos  a la  penicilina  0.15  gm.  de  neo- 
arsphenamina  dos  veces  a la  semana,  o 
una  dosis  semanal  de  0.30  gm.  El  Bi.  lo 
utilizamos  a razón  de  0.1  gm.  a la  semana. 

Neurosí filis  — Aunque  todavía  hoy  no 
es  posible  fijar  un  tipo  de  tratamiento  de- 
finitivo, dada  la  inestabilidad  de  los  con- 
ceptos ¡sobre  la  verdadera  acción  de  la 
penicilina  en  la  neurosífilis,  creemos  que 
el  mejor  método,  en  el  estado  actual  de 
nuestros  conocimientos  es  el  siguiente: 

En  la  Sífilis  asintomática,  4,800,000 
U.  de  penicilina.  Durante  los  tres  prime- 
ros años  aconsejamos  una  prueba  cada  6 
meses  para  determinar  la  proteína  total 
y el  número  de  células  del  l.c.r. 

En  la  sífilis  sintomática  usamos  la  pe- 
nicilina a dosis  de  10,000  a 15,000  U.  ca- 
da 3 horas,  durante  el  primer  día,  para 
evitar  peligrosas  reacciones  de  Herxhei- 
mer. 

En  la  meningitis  sifilítica  aguda  y en 
la  sífilis  meningovascular  difusa  utiliza- 
mos un  total  de  5 a 10  millones  de  U.  para 
el  curso  inicial  del  tratamiento. 

En  la  demencia  paralítica,  tabes  dor- 
sal, taboparesia,  goma  cerebral,  etc.,  usa- 
mos la  penicilina  a una  dosis  total  de  10 
a 20  millones  U.  por  espacio  de  12  a 20 
días,  combinada  siempre  con  malariotera- 
pia o cualquier  otro  agente  productor  do 
fiebre. 

II.  TIROTRICINA 

Dubos,  en  1939,  descubrió  la  subs- 
tancia antibiótica  llamada  Tirotricina,  la 
cual  fué  conocida  entonces  con  el  nombre 
de  Gramicidina.  Está  producida  por  el  Ba- 
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cíllus  brevis,  bacteria  gram-positiva  que 
fué  aislada  de  la  tierra.  En  el  medio  en 
que  se  desarrolla  produce  una  substancia 
que  tiene  un  marcado  efecto  antibacteria- 
no sobre  los  organismos  gram-positivos, 
de  donde  derivó  su  nombre  inicial  de  gra- 
micidina. 

La  tirotricina  es  termoestable  y no  es 
destruida  por  las  altas  temperaturas.  Su 
toxicidad  para  los  tejidos  es  muy  baja  y 
está  notablemente  libre  de  propiedades 
sensibilizantes.  Conserva  su  eficacia  aún 
en  presencia  de  la  sangre,  suero  y saliva, 
propiedad  importante  para  su  aplicación 
local. 

Por  sus  propiedades  hemolíticas  no  de- 
be administrarse  endovenosa  o intramus- 
cularmente en  el  tratamiento  de  enferme- 
dades generales  de  origen  bacteriano. 

Se  usa  localmente  en  suspensión  acuo- 
sa, en  solución  acuosa,  o en  ungüento.  En 
suspensión  acuosa  es  obtenible  en  solución 
alcohólica  o alcohólica-glicerinada ; esta 
solución  es  estable  y no  se  deteriora  con 
el  tiempo.  En  solución  acuosa  la  tirotrici- 
na cristalizada  permanece  estable  durante 
un  gran  período  de  tiempo  a la  tempera- 
tura ambiente  o guardada  en  el  refrige- 
rador. En  ungüento  graso  o crema  facilita 
el  tratamiento  ambulatorio. 

En  Dermatología  se  utiliza  en  todas 
las  dermatosis  piógenas.  El  impetigo,  las 
piodermitis,  la  dermatitis  eczematoide  in- 
fecciosa y las  dermatitis  debidas  a Strep- 
tococcus hemolyticus  son  influenciadas 
muy  favorablemente  en  pocos  días.  Las 
foliculitis  son  mejoradas  sólo  ligeramente, 
tal  vez  por  la  incapacidad  del  medicamen- 
to para  penetrar  a la  profundidad  alcan- 
zada por  la  infección  en  los  folículos  pilo- 
sos. 

Ha  sido  usada  por  varios  investiga- 
dores en  las  úlceras  crónicas,  de  etiología 
isquémica  o estásica,  y en  heridas  infec- 
tadas con  muy  buenos  resultados.  (K va- 


le, Barker,  Herrell,  Rammelkamp  y 
Keefer).  Nuestra  experiencia  no  coincide 
con  la  de  estos  autores.  En  las  ulceracio- 
nes debidas  a trastornos  vasculares  peri- 
féricos sólo  hemos  conseguido  la  desapa- 
rición de  la  infección  secundaria,  pero  ape- 
nas se  consiguió  una  muy  ligera  actividad 
en  la  cicatrización  de  las  ulceraciones. 

Se  ha  usado  también  la  Tirotricina  pa- 
ra esterilizar  la  superficie  de  heridas  y 
úlceras  infectadas  que  han  de  recibir  in- 
jertos de  piel,  evitando  así  el  esf acelo  que 
puede  producir  una  contaminación  micro- 
biana. 

Berger  obtuvo  resultados  excelentes 
con  Tirotricina  local  en  las  fístulas  infec- 
tadas de  los  quistes  dermoideos  sacrococ- 
cígeos  que  habían  resistido  al  tratamiento 
quirúrgico.  Las  fístulas  cicatrizaron  con 
el  uso  local  de  la  Tirotricina. 

III.  ESTREPTOMICINA 

Schatz,  Bugie  y Waksman  descri- 
bieron, en  1944,  la  substancia  antibacte- 
riana llamada  estreptomicina,  formada  por 
el  Streptomyces  griseus.  Sus  caracterís- 
ticas antibacterianas  eran  similares  a las 
de  la  estreptomicina  obtenida  del  strep- 
tomyces lavendulae,  pero  no  tenía  las  pro- 
piedades tóxicas  de  esta  última. 

En  los  cuatro  años  transcurridos  des- 
de los  primeros  ensayos  clínicos  ha  podido 
determinarse,  con  bastante  amplitud,  las 
indicaciones  de  esta  droga,  su  dosificación 
y su  toxicidad.  La  estreptomicina  es  ac- 
tualmente el  antibiótico  de  preferencia  pa- 
ra combatir  ciertas  infecciones  por  bacte- 
rias gram  negativas  y ácido-resistentes; 
igualmente  para  combatir  ciertos  microor- 
ganismos Gram  positivos  resistentes  a la 
penicilina. 

Se  administra  intramuscular  o subcu- 
táneamente, cada  cuatro  horas,  con  lo  cual 
se  consigue  mantener  un  nivel  de  aproxi- 
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madamente  10  unidades  por  c.c.  de  sangre. 
La  dosis  es  de  1 a 3 gm.  por  día. 

Es  peligroso  administrarla  a sujetos 
con  insuficiencia  de  la  función  renal,  sin 
investigar  regularmente  el  nivel  de  la  dro- 
ga en  la  sangre.  La  estreptomicina  se 
mantiene  en  la  sangre  mucho  más  tiempo 
que  la  penicilina,  y si  la  excreción  no  está 
equilibrada  con  las  dosis  administradas, 
pueden  alcanzarse  concentraciones  eleva- 
das que  serían  peligrosas. 

Los  fracasos  pueden  deberse  a:  P de- 
mora en  comenzar  el  tratamiento;  2"?  apa- 
rición de  una  forma  resistente  del  micro- 
organismo patógeno. 

La  aparición  de  formas  resistentes  es 
más  frecuente  y más  grave  cuando  se  em- 
plea estreptomicina  que  cuando  se  emplea 
penicilina  o sulfonamidas.  Algunas  cepas 
pueden  aumentar  su  resistencia  varios 
cientos  de  veces  a las  24  horas  de  aplicar 
por  primera  vez  la  estreptomicina. 

Accidentes  consecutivos  a la  administra- 
ción de  estreptomicina 

Son  los  siguientes: 

1®  Sensación  de  leve  quemazón  en  el  lu- 
gar de  la  inyección.  2*?  Fiebre  leve.  3®  En- 
rojecimiento de  la  piel.  4*?  Parestesia  de  la 
cara  y artralgias,  5*?  Cefalea  similar  a la 
histamínica.  6^  Taquicardia.  7°  Descenso 
de  la  presión  arterial.  8°  Cilindruria,  que 
puede  aparecer  durante  el  tratamiento,  es- 
pecialmente si  la  orina  es  ácida,  y que 
puede  evitarse  o reducirse  alcalinizando  la 
orina.  9^  Nistagmus,  del  que  se  ha  repor- 
tado ya  algún  caso.  10^  Lesión  específica 
de  los  núcleos  del  octavo  par;  éste  es  el 
accidente  más  serio  y puede  variar  desde 
un  pequeño  grado  de  mareo  y disminución 
de  la  audición  hasta  la  sordera  completa 
y permanente  que,  por  fortuna,  es  rara. 
La  lesión  del  nervio  auditivo  aparece  en 


proporción  directa  a la  cantidad  de  estrep- 
tomicina inyectada:  se  produce  en  un  90 
a 100  por  100  de  casos  cuando  se  inyec- 
tan 3 gm.  diarios ; en  un  83  por  100  cuando 
se  inyectan  2 gm.  diarios ; y en  un  12  a 17 
por  100  cuando  se  inyecta  1 gm.  diario. 
En  general  sólo  suelen  desarrollarse  los 
trastornos  del  laberinto  si  se  administra 
una  dosis  diaria  de  más  de  1 gm.  duran- 
te más  de  diez  días. 

Los  accidentes  dermatológicos  pueden 
ser  urticaria,  eritema  morbiliforme  y der- 
matitis por  contacto.  Hemos  observado 
personalmente  un  caso  de  una  enfermera 
con  dermatitis  por  contacto  en  ambas  ma- 
nos consecutiva  al  manejo  de  estreptomi- 
cina; la  prueba  intradérmica  resultó  posi- 
tiva, obteniéndose  la  desaparición  de  la 
erupción  al  cesar  el  contacto  con  el  anti- 
biótico. 

Indicaciones  de  la  estreptomicina  en 
Dermatología 

1°  Granuloma  inguinal 

Kupperman  y colaboradores  ensa- 
yaron la  estreptomicina  en  32  casos  de 
granuloma  inguinal.  Todos  respondieron 
rápidamente,  desapareciendo  los  cuerpos 
de  Donovan  en  los  frotis  de  las  lesiones 
entre  el  4®  y 14^  día.  La  dosis  empleada 
fué  de  3.3  a 46  gm.  en  total,  a razón  de  1 
gm.  diario.  Tres  pacientes  recayeron,  in- 
cluyendo dos  que  habían  recibido  menos 
de  4 gm.  de  la  droga. 

En  una  estadística  posterior,  en  enero 
de  1948,  comunica  épte  mismo  investi- 
gador haber  tratado  51  casos  con  4 gm. 
diarios  durante  5 días.  Sólo  observó  una 
recaída. 

Hirsh  Harold  y Taggart  trata- 
ron 21  pacientes  de  granuloma  con  dosis 
total  de  5 a 47  gm.  de  estreptomicina,  a 
razón  de  1 gm.  diario;  el  tratamiento  fué 
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continuado  hasta  obtener  la  completa  cu- 
ración de  las  lesiones.  Los  cuerpos  de 
Donovan  desaparecieron  al  principio  del 
tratamiento.  No  hubo  recurrencias  du- 
rante 14  semanas  de  observación. 

Harris  Samitz  trató  90  casos  de 
granuloma  inguinal,  con  una  dosis  total 
de  20  gm.  de  estreptomicina  administrada 
en  fracciones  de  4 gm.  diarios  durante  5 
días,  obteniendo  buenos  resultados. 

2.  Chancroide 

Mortata  y Saito  utilizaron  estrep- 
tomicina en  el  chancroide  experimental  del 
conejo.  Sus  resultados  justifican  el  uso 
de  la  droga  en  esta  enfermedad. 

Ross  Taggart  usó  la  estreptomici- 
na en  61  pacientes  con  chancroide;  de  ellos 
hospitalizó  42,  a los  que  administró  un 
gm.  diario  hasta  desaparición  de  las  lesio- 
nes; curaron  todos  en  un  período  de  5 a 
19  días.  Un  grupo  de  19  casos  no  fué 
hospitalizado,  recibiendo  2 gm.  diarios  en 
una  sola  dosis,  durante  5 días.  El  resul- 
tado fué  más  rápido  y más  efectivo  en 
los  hospitalizados,  a pesar  de  recibir  éstos 
una  dosis  menor  diaria.  Atribuyó  esta 
diferencia  a la  importancia  del  descanso 
en  cama. 

3.  Tuberculosis  cutánea 

Pueden  llegar  a curarse  lesiones  tuber- 
culosas cutáneas  crónicas,  pero  al  poco 
tiempo  de  interrumpir  el  tratamiento  se 
presentan  de  nuevo  las  lesiones.  Tal  vez 
ésto  se  deba  al  desarrollo  de  formas  resis- 
tentes del  microorganismo.  Se  ha  usado 
a razón  de  2 a 3 gm.  diarios  durante  30 
días  o más. 

Jellinek  trató  dos  casos  de  lupus 
vulgaris  observando  que  la  estreptomicina 
determinó  la  detención  de  las  lesiones.  Ob- 
tuvo mejores  resultados  en  la  tuberculosis 
de  las  mucosas  y en  la  ganglionar. 


Cornbleet  combinó  la  estreptomici- 
na con  el  calciferol,  utilizando  1 gm.  de 
estreptomicina  y 100,000  U.  de  calciferol 
por  día,  durante  6 a 9 semanas,  en  el  tra- 
tamiento de  5 pacientes  con  lupus  vulgaris. 
En  los  meses  siguientes  al  tratamiento 
observó  la  desaparición  de  la  actividad 
de  las  lesiones,  quedando  en  su  lugar  lige- 
ras cicatrices  atróficas,  flexibles  y rela- 
tivamente disimuladas.  Este  autor  sugie- 
re que  tal  vez  el  calciferol  haga  al  bacilo 
tuberculoso  más  sensible  a la  estreptomi- 
cina. 

Han  sido  reportados  también  algunos 
casos  de  tuberculosis  cutánea  colicuativa 

0 escrofuloderma,  en  los  que  la  estreptomi- 
cina disminuyó  el  volumen  de  los  nódulos 
y determinó  el  cierre  de  las  fístulas  exis- 
tentes. 

49  Tularemia 

En  esta  enfermedad  nos  referimos  ex- 
clusivamente al  tipo  ulcero-glandular.  Es- 
te tipo,  que  se  presenta  en  el  84  por  100 
de  los  casos,  se  traduce,  en  su  aspecto  der- 
matológico, por  una  linfadenitis  regional 
dolorosa  y una  pápula  inflamatoria  en  el 
sitio  de  inoculación;  esta  pápula  se  trans- 
forma en  pústula  y después  en  una  úlcera 
excavada  que,  al  curar,  deja  una  cicatriz 
muy  señalada. 

Se  obtiene  la  curación  de  este  tipo  con 

1 gm.  diario,  en  dosis  divididas  a inter- 
valos de  4 horas,  durante  2 a 8 días. 

Oliver  Abel  y Lee  Foshay  han 
reportado  casos  curados  rápidamente. 

59  Lepra 

Fite  y Erickson  trataron  19  casos 
de  lepra  con  úlceras  perforantes  del  pie  y 
otros  14  con  úlceras  leprosas  diversas. 
Utilizaron  preparaciones  crudas  de  estrep- 
tomicina para  aplicación  local.  Aplicaron 
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sobre  las  lesiones  gasas  humedecidas  en 
24  a 40  microgramos  de  estreptomicina 
por  c.c.  En  un  mes  consiguieron  una  com- 
pleta cicatrización  en  el  25  por  100,  y en 
dos  meses  en  el  70  por  100  de  los  casos 
tratados. 

6*?  Sífilis 

Wolcott  y Rake  estudiaron  la  acti- 
vidad antisifilítica  de  la  estreptomicina  en 
la  sifilis  experimental  del  conejo.  Com- 
probaron que  esta  actividad  es  1/3000 
menor  que  la  de  la  penicilina  G. 

Cuatro  casos  de  sífilis  fueron  tratados 
por  períodos  de  diez  días  con  cantidades 
de  10  a 20  gm.  Hubo  en  todos  mejoría, 
pero  fué  siempre  seguido  de  recidiva. 


Nuestra  experiencia  con  la  estrepto- 
micina es  la  siguiente : 

Hemos  tratado  cuatro  casos  de  granu- 
loma inguinal,  inyectando  una  dosis  total 
uniforme  de  20  gm.  de  estreptomicina,  ad- 
ministrándola en  dosis  de  0.5  gm.  cuatro 
veces  al  día,  durante  10  días.  Todos  los 
casos  respondieron  rápidamente  y no  se 
presentaron  recidivas  después  de  períodos 
de  observación  variables  de  6 a 14  meses. 

Creemos  que  la  estreptomicina  es  el 
tratamiento  de  elección  en  el  granuloma 
inguinal. 

Hemos  utilizado  la  estreptomicina  en  3 
casos  de  chancroide,  a razón  de  un  gm.  dia- 
rio, dividido  en  dos  dosis,  obteniendo  la 
curación  de  todos  los  casos  en  un  período 
de  8 a 24  días. 

En  tuberculosis  cutánea  no  tenemos  ex- 
periencia personal  de  la  efectividad  de  la 
estreptomicina.  En  la  actualidad,  y des- 
de hace  unos  días,  tenemos  en  tratamien- 
to con  estreptomicina  dos  casos  de  lupus 
eritematoso  y un  caso  de  tuberculosis  cu- 
tánea verrucosa,  sin  que  podamos  todavía 
sacar  consecuencias  definitivas  sobre  la 


utilidad  de  la  droga  en  estas  enfermeda- 
des. 

Hemos  utilizado  la  estreptomicina  lo- 
calmente en  heridas  infectadas  y en  álce- 
las de  las  piernas,  en  forma  de  curas  hú- 
medas y de  ungüento,  habiendo  obtenido 
resultados  bastante  halagadores  en  un  30 
por  100  de  los  casos,  lo  que  nos  anima  a 
seguir  una  más  amplia  aplicación. 


IV.  CLOROMICETINA 

Este  antibiótico  se  obtiene  de  filtrados 
de  Streptomyces,  aislados  del  terreno  y 
sus  componentes.  Posee  un  gran  poder 
de  inhibición  para  una  variada  cantidad 
de  microorganismos  Gram  positivos  y 
Gram  negativos. 

Como  dosis  inicial  se  dan  50  miligra- 
mos por  Kilo  de  peso,  y después  0.25  gm. 
cada  2 a 4 horas,  por  vía  oral.  Parece 
estar  exento  de  toxicidad  con  esta  dosi- 
ficación. 

Ha  sido  empleado  con  éxito  en  el  gra- 
nuloma inguinal  resistente  a la  estrepto- 
micina, a dosis  de  0.5  gm.  a 1 gm.  cuatro 
veces  al  día,  durante  5 o 10  días,  con  un 
total  de  20  gm.  Los  cuerpos  de  Donovan 
desaparecen  de  las  lesiones  3 o 5 días 
después  de  comenzar  la  administración  de 
la  cloromicetina. 

En  el  linfogranuloma  venéreo  es  muy 
favorable  esta  droga  según  comprobaron 
Smadel  y Jackson. 

No  tenemos  experiencia  personal  en  el 
uso  de  esta  droga. 


V.  AUREOMICINA 

Este  antibiótico  se  obtiene  del  Strep- 
tomyces aureofaciens,  llamado  así  porque 
este  organismo  del  suelo  produce  en  los 
cultivos  un  característico  pigmento  ama- 
rillo. 

Su  forma  de  administración  es  por  vía 
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oral,  a dosis  de  50  a 100  miligramos  por 
Kilo  de  peso  y por  día  en  las  infecciones 
severas.  En  infecciones  no  severas  se  usan 
diariamente  de  25  a 50  miligramos  por 
Kilo  de  peso.  Puede  darse  en  intervalos 
de  4 a 6 horas,  y por  un  período  de  5 a 14 
días. 

Aunque  este  medicamento  es  atóxico 
puede  desarrollarse  una  alergia  al  medi- 
camento tal  y como  sucede  con  otros  anti- 
bióticos, y que  se  traduce  por  náuseas, 
vómitos,  diarreas,  etc. 

Para  uso  local  puede  usarse  la  pomada 
de  clorhidrato  de  aureomicina,  que  contie- 
ne un  3 por  ciento  de  este  antibiótico,  y 
que  parece  ser  de  utilidad  en  las  infeccio- 
nes piógenas  superficiales,  dermatitis  pus- 
tulosas,  úlceras  secundariamente  infecta- 
das, etc. 

En  el  linfogranuloma  venéreo  es  de  uti- 
lidad, actuando  rápidamente  contra  los  vi- 
rus y también  contra  la  flora  microbiana 
secundaria. 

Philip  trató  un  caso  de  pénfigo  agu- 
do. Aunque  no  pudo  evitar  el  desenlace 
fatal,  sugiere  seguir  las  investigaciones 
con  esta  droga  confiando  en  poder  dismi- 
nuir el  porcentaje  tan  alto  de  mortalidad 
en  esta  grave  enfermedad. 

Hasta  hoy  no  podemos  decir  que  el 
pronóstico  fatal  del  pénfigo  verdadero  ha- 
ya cambiado  con  la  aureomicina. 

Abrigamos  la  esperanza  de  que  esta 
droga  pueda  brindarnos  grandes  efectos 
en  las  dermatosis  producidas  por  virus. 
Todavía  es  poca  la  experiencia  que  tene- 
mos con  la  aureomicina,  pero  hemos  podi- 
do observar  un  caso  de  herpes  zona  que 
curó  rápidamente  con  esta  droga. 


VI.  OTROS  ANTIBIOTICOS 

La  citrinina,  que  se  obtiene  del  Penici- 
llium  citrinum,  posee  propiedades  anti- 
bacterianas que  han  sido  estudiadas  por 


Wang  y Fan.  Han  tratado  infecciones 
estafilocócicas  y estreptocócicas  mediante 
aplicaciones  de  citrinina  e inyecciones  loca- 
les de  soluciones  al  1:100.  Parece  que  sus 
efectos  son  bastante  rápidos,  pero  la  inyec- 
ción produce  una  sensación  bastante  do- 
lorosa. 

Otros  antibióticos,  como  la  pyocyana- 
se,  actinomycin  A y B,  ácido  penicilínico, 
gliotoxin,  fumigatin,  claviformin,  ácido 
helvótico,  ácido  aspergílico,  flavicina,  áci- 
do gigántico  y flavacidina,  no  han  tenido 
una  aplicación  terapéutica  definida. 


CONCLUSIONES 

1^  La  penicilina  es  efectiva  en  algunas 
enfermedades  dermatológicas,  especial- 
mente en  las  dermatitis  piogénicas  o en 
las  infectadas  secundariamente.  Aplicada 
localmente  no  presenta  ventajas  conside- 
rables sobre  las  medicaciones  antipióge- 
nas  usadas  anteriormente.  De  mayor  uti- 
lidad es  administrada  por  vía  intramus- 
cular. 

2^  La  penicilina  provoca  la  rápida  de- 
saparición del  espiroqueto  y la  negativi- 
zación  serológica  y del  l.c.r.  con  tanta  se- 
guridad como  los  otros  agentes  terapéuti- 
cos, siendo  mejor  tolerada  y sin  los  ries- 
gos tóxicos  de  estos  últimos.  Por  otra 
parte,  puede  aplicarse  en  un  período  cor- 
to de  tiempo. 

Aunque  el  tratamiento  de  la  sífilis 
con  penicilina  todavía  no  ha  llegado  a un 
período  de  estabilización  podemos  afirmar, 
en  el  estado  actual  de  nuestros  conocimien- 
tos, que  es  el  agente  terapéutico  más  efi- 
caz en  algunas  formas  de  sífilis  y un  coad- 
yuvante valioso  en  otras  formas. 

49  La  terapéutica  auxiliar  con  metales 
pesados  o con  piretoterapia  tal  vez  no  sea 
necesaria  en  la  primera  serie  de  trata- 
miento de  sífilis  precoz.  Sin  embargo,  la 


ANTIBIOTICOS  EN  DERMO-SIFILIOGRAFIA  — CUQUERELLA 


315 


terapéutica  combinada  debe  instituirse  in- 
mediatamente si  la  penicilina  falla. 

5^  Las  formas  precoces  de  la  sífilis 
son  influenciadas  por  la  penicilina  en  pro- 
porción mucho  mayor  que  las  formas  tar- 
días. La  sífilis  tardía  y la  neurosífilis 
sintomática  se  benefician  más  con  el  trata- 
miento combinado  de  penicilina,  As.,  Bi.  y 
piretoterapia. 

6*^  La  sífilis  es  una  enfermedad  de 
tiempo,  cuyas  manifestaciones  avanzadas 
se  desarrollan  después  de  15  a 30  años. 
Han  sido  pocos  los  estudios  de  la  sífilis 
que  correlacionen  el  tratamiento,  curso 
clínico  y serológico  con  los  resultados  de 
autopsias.  Por  esta  razón  este  tratamien  - 
to debe  resistir  todavía  la  prueba  del 
tiempo. 

7^  En  todos  los  casos  de  sífilis  someti- 
dos a la  peniciloterapia  se  deben  efectuar 
exámenes  mensuales  clínicos  y serológi- 


eos,  durante  el  primer  año  después  del  tra- 
tamiento; cada  3 meses  durante  el  segun- 
do año;  y cada  6 meses  después  hasta 
convencerse  de  que  no  se  producen  cam- 
bios. 

8^  La  estreptomicina  es  de  gran  uti- 
lidad en  algunas  enfermedades  cutáneas, 
siendo  actualmente  el  tratamiento  de  elec- 
ción en  el  granuloma  inguinal  y en  el  chan- 
croide. 

9®  La  cloromicetina  parece  tener  un 
efecto  beneficioso  en  el  linfogranuloma  ve- 
néreo y en  el  granuloma  inguinal  resisten- 
te a la  estreptomicina. 

10^  La  aureomicina  actúa  rápidamen- 
te en  el  linfogranuloma  venéreo  y parece 
tener  un  efecto  interesante  en  las  derma- 
tosis debidas  a virus.  Es  conveniente  se- 
guir las  investigaciones  de  esta  droga  en 
este  sentido. 
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A CHILD’S  EYES,  by  Richard  G.  Scobee, 
Assistant  Professor  of  Ophthalmology, 
Washington  School  of  Medicine,  St.  Louis, 
Mo.,  C.  V.  Mosby  Co.  1939. 

This  book  has  been  written  by  Dr. 
Scobee  as  a guide  to  parents  with  children 
suffering  írom  strabismus.  Approxima- 
tely 1.5  percent  of  the  children  in  the 
United  States  have  strabismus.  All  Phy- 
sicians who  have  to  deal  with  children  in 
their  practice,  know  of  the  many  questions 
which  the  parents  ask  when  they  notice 
that  the  child  is  beginning  to  cross  his 
eyes. 

Dr.  Scobee  has  answered  in  simple 
words  these  questions  and  many  others. 
Samples  of  these  questions  are:  Will  a 
child  outgrow  crossed  eyes?  Why  not  wait 
until  ten  or  twelve  years  of  age  to  have 
the  eyes  straightened?  Does  the  cross- 
eyed child  need  to  wear  glasses  all  the 
time? 

This  book  is  intended  for  the  lay  pu- 
blic, out  all  physicians  will  benefit  by 
reading  it. 

J.  Basora-Defilló,  M.D. 


FOOD  AND  HEALTH.  By  Sherman, 
Henry  C.;  The  Macmillan  Company,  New 
York,  1947.  (revised  edition)  pp  2-90. 

Written  in  language  almost  completely 
understandable  to  the  layman,  this  un- 
usually thorough  book  is  a good  one  for 
the  physician  to  recommend  to  those  of 
his  patients  who  are  in  need  of  a better 
understanding  of  nutrition.  Yet  it  would 
do  no  harm  for  the  doctor  himself  to  read 
the  book,  for  it  is  a brief  but  authorita- 
tive and  well  documented  review  of  the 
development  of  nutritional  knowledge. 

The  main  purpose  of  the  book  is  to 
stress  the  principle  of  the  nutritional  im- 
provability  of  the  norm,  which,  the  author 
claims, 'gives  the  human  family  a new  or- 
der of  mastery  of  its  life  history.  This 
hypothesis  is  emphasized  in  each  of  the 
twenty-four  short,  well-knit  chapters. 

The  first  edition  of  this  work  was  pub- 
lished in  1934;  the  present  edition  shows 
the  result  of  extensive  revision  in  the 
light  of  recent  findings.  The  material  is 
wtd  organized  and  the  bibliography  is  im- 
pressive; however,  the  charts  and  tables 
are  so  sketchy  as  to  be  of  negligible  use 
to  the  physician. 

Manuel  E.  Paniagua,  M.D. 
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“Why  Should  I Prescribe  Pet  Milk?” 

Well,  you  want  assurance  of  high  and  dependable 
quality  in  the  milk  you  prescribe  for  babies. 


HOW  Well  Does  Pet  Milk  Meet  That  Test?  ...  It  complies, 
of  course,  with  the  Federal  Government  requirement  for  butter- 
fat  and  total  solids  content.  But  that  alone  is  not  assurance  of 
high  and  dependable  quality. 

Pet  Milk  Company  spends  hundreds  of  thousands  of  dollars 
each  year  for  testing,  protecting  and  improving  the  sanitary 
quality  of  the  fresh  milk  from  which  Pet  Milk  is  produced. 

The  experience  of  six-ty-two  years  is  brought  to  bear  on  the 
processing  of  the  fresh  whole  milk,  accomplishing  in  Pet 
Milk  the  maximum  degree  of  perfection  in  those  points  of 
essential  quality  so  highly  regarded  by  physicians  for  infant 
feeding. 

Chief  among  tnese  points  are:  absolute  and  uniform  sterility, 
protein  that  is  heat-softened  and  easily  digested,  maximum 
retention  of  nutritive  value,  uniformity  of  flavor  and  viscosity, 
and  reliable  fortification  with  vitamin  D in  the  approved 
amount  for  optimal  nutrition. 

The  combination  of  these  qualities  is  the  result  of  a policy 
to  improve  the  quality  and  increase  the  usefulness  of  evapo- 
rated milk  whenever  that  can  be  accomplished  through  farm 
improvement,  better  processing  methods  or  the  application  of 
the  latest  findings  in  nutrition  research. 


^his  is  your  assurance  of  high  and  dependable  quality  in  Pet  Milk. 


PET  MILK  COMPANY 


1472-A  Arcade  Building, 
St.  Louis  1.  Missouri 


Distribuidores:  B.  FERNANDEZ  & HNOS.,  SUCRS. 
P.  O.  Box  3629  - San  Juan,  Puerto  Rico 


nuevo  tratamiento  de 


la  diarrea  en  los 
recién  nacidos 


Diarrea  infantil,  diarrea  verde, 
diarreas  infecciosas  y ciertas 
diarreas  no  específicas  responden 
a la  terapia  con  Trilactic. 


Muchos  hospitales  y clínicas  de  los  Estados  Unidos  y de  los  países  hispanoamericanos 
informan  de  la  acción  rápida  y efectiva  de  TRILACTIC  al  cortar  las  desvitalizantes 
y críticas  diarreas  en  infantes  y niños. 

TRILACTIC  es  de  sumo  valor  para  combatir  los  brotes  epidémicos  de  diarrea 
infantil  en  las  salas>cimas.  Recientemente  ocurrió  en  cierto  hospital  que  los  diez 
recién  nacidos  en  una  sala-cuna  fueron  atacados  de  diarrea  intensa.  La  terapia 
indicada  fué  solamente  de  TRILACTIC — TRILACTIC  adicionado  a la  fórmula 
preparada  para  24  horas — y las  evacuaciones  volvieron  a ser  normales  en  todos  los 
casos  de  uno  a tres  días  después  de  iniciar  el  tratamiento  y ni  un  solo  recién  nacido 
perdió  la  vida. 


TÜILACTIC 


una  forma  poli-molecular  cristalina  de  ácido  láctico  con  caldo  J 
fósforo,  alfa  y beta  lactosa. 


inhibe  los  organismos  invasores 
y restablece  la  flora  acidúrica  normal. 

TRILACTIC  es  una  fórmula  bioquímica,  especialmente  perfeccionada,  para  corregir 
los  estados  diarreicos.  Con  rapidez,  con  seguridad  y con  eficacia,  TRILACTIC 
(1)  inhibe  y destruye  las  bacterias  colónicaR  invasoras,  y (2)  restablece  la  flora 
acidúrica  favorable,  tan  esencial  para  las  evacuaciones  normales. 

En  frascos  de  120,  220  y 500  gramos. 

Literatura  detallada  puede  obtenerse  de  los  distribuidores  de 
TRILACTIC  en  cada  país. 


PROFESSIONAL  ^ LABORATORIES 

INC. 

21  HUDSON  STREET,  NUEVA  YORK  13,  E.  U.  A. 
Distribuidores  exclusivos  para  Puerto  Rico: 
PELEGRINA  & LLORENS,  INC. 

P.  O.  Box  3631  - San  Juan,  P.  R. 


Sulfato  Ferroso, 


Desecado,  F.E.U 

. .162.0 

mg. 

Clorhidrato  de  Tlamina 

(Vitamina  BO  

..  1.0 

mg. 

Riboflavina  (Vitamina  Bi)  . . 

..  1.0 

mg. 

Acido  Ascórbico  (Vitamina  C) 

. . 15.0 

mg. 

Niacinamida* 

..  4.0 

mg. 

Ciorhidrato  de  Piridoxina 

Vitamina  Be**  

..  0.5 

mg. 

Pantotenato  de  Calcio**  . . . 

..  0.5 

mg. 

Acido  Fólico 

. . 0.75 

mg. 

Concentrado  de  Hígado  . . . 

. .162.0 

mg. 

El  tratamiento  satisfactorio  de  las 
anemias  hipocrómicas  requiere  algo 
más  que  sales  ferrosas:  las  vitami- 
nas y el  hígado,  combinados  con 
el  hierro,  han  probado  ser  eficaces 
coadyuvantes  para  el  restableci- 
miento de  la  sangre  a su  estado  nor- 
mal. Hemosules  *Warner^  contiene 
no  solamente  hígado  y cantidades 
adecuadas  de  sales  ferrosas,  sino 
también  considerables  cantidades 
equilibradas  de  las  vitaminas  del 
complejo  B,  incluyendo  ácido  fólico 
— todo  lo  cual  ha  demostrado  ser 
importante  para  el  proceso  regene- 
rativo de  hematíes. 
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tMarca  registrada 


HEMOSULES  será  de  beneficio 
en  pacientes  agotados  o de  peso 
bajo  del  normal,  y también  en 
aquellos  que  necesiten  fortifi- 
carse durante  la  convalecencia  de 
enfermedades  infecciosas. 

Presentación:  'MemosuUs  'Warner' 
cápsulas  hemalmicas  — en 
frascos  de  4S  y 96  cápsulas 


WILLIAM  R.  WARNER  & CO.,  INC. 

113  WEST  18th  ST.,  NEW  ' DRK  11,  N.  Y. 


terapia  antíbiótíca  local  eficaz 


sin  reacción  tóxica  o alérgica 
en  infecciones  bucofaríngeas 


lozílles 

pastillas  de  tirotricina  y propesina 


He  aquí  las  venta¡as  que  poseen  las  Pastillas  Lozílles 
de  propesina  y tirotricina,  de  los  Laboratorios  White: 

ACCION  BACTERICIDA  LOCAL  RAPIDA  Y EFICAZ  . . . 

en  gran  número  de  infecciones  grampositivas  bucolarín* 
geas,  que  son  tan  frecuentes  hoy  día. 


, I 

1 


INOCUAS...  f 

En  contraste  con  la  penicilina  de  uso  local,  la  tirotricina 
no  da  lugar  a reacciones  inflamatorias  o de  la  sensibilidad. 

La  tirotricina  es  atóxica  localmente  y los  jugos  gástricos 
la  hacen  inactiva  en  el  estómago,  con  lo  que  se  evitan 
posibles  efectos  secundarios  sistemáticos. 

ANALGESIA  LOCAL  RAPIDA  Y PROLONGADA  ... 

La  propesina  (no  tóxica,  no  irritante)  que  contienen  ■ 
proporciona  alivio  inmediato  al  dolor  y la  irritación  ■ 
locales,  y una  analgesia  local  más  prolongada  que  la  benzo-  I 
caína  sin  efecto  notable  en  la  sensibilidad  del  paladar.  B 

Medicos  y dentistas  las  recomiendan  como  anal-W 
gésico  y bactericida  para  la  boca  y la  garganta.» 

pastillas 

White  Laboratories,  Inc.,  Newark  7,  N.  J.,  E.  U.A.  • Fabricantes  de  Productos  Farmacéuticos 

Distribuidores:  FRANCISCO  N.  CASTAGNET 

San  Juan,  Puerto  Rico  i 
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El  Mol-iron  de  Juaits  es  un  complejo  estable  de  óxido  de 
molibdeno,  cuya  potencialidad  ferrosa  en  la  anemia  hipo- 
crómica  ha  sido  comprobada  en  recientes  investigaciones.  En 
un  compuesto  (co-precipitado)  de  sulfato  ferroso,  ofrece 
estas  características. 

Aumento  hemoglobínico.  Los  pacientes  que  toman  ta- 
bletas de  Mol-iron  experimentan  con  un  tratamiento  más 
corto,  un  aumento  considerable  de  hemoglobina  por  término 
medio. 


Mejor  tolerancia.  Con  este  nuevo  agente  hemopoyético 
los  efectos  secundarios  gastrointestinales  son  mucho  menos 
frecuentes,  aun  en  pacientes  que  han  demostrado  intoleran- 
cia a otros  preparados  a base  de  hierro. 

Campo  clínico  más  extenso.  Es  más  eficaz  que  otros  pre- 
parados en  las  anemias  hipocrómicas,  cualquiera  que  sea  su 
etiología,  en  las  hemorragias  crónicas  y en  las  deficiencias 
- nutritivas. 


Ponga  a prueba  las  Tabletas  Mol-iron  en  los  casos  de  mayor 
intolerancia  de  hierro.  Le  sorprenderán  sus  buenos  resultados. 


tabletas 


iron  de  Juaits 


SULFATO  FERROSO  MOLIBDENICO 


White  Laboratories/  Inc.,  Newark  7,  N.  J.,  E.U.A.  • Fabricantes  de  Productos  Farmacéuticos 
Distribuidores:  FRANCISCO  N.  CASTAGNET 
San  Juan,  Puerto  Rico 


Liquido 


Multi -beta 

-para  corregir  insuficiencias  en 


lo  dieto  infontil 


Al  suplementar  la  dieta  infantil  corriente  coo 
vitamina  B se  podrá  notar  un  aumento  de  peso  rápido  e 
inmediato,  reduciéndose  a veces  la  anorexia,  irritabilidad, 
espasticidad  y los  trastornos  digestivos. 

Cinco  gotas  diarias  de  Líquido  Multi-beta  Wliice’s, 
como  suplemento  a la  dieta  infantil  corriente,  propor- 
cionan los  faaores  vitamínicos  B en  cantidad  proporcio- 
nada a la  insuficiencia  media  en  dicha  dieta. 

Es  agradable  y fácil  de  tomar,  miscible  en  mezclas 
lácteas,  jugo  de  naranja  y otros  líquidos  y en  alimentos 
blandos.  Se  puede  tomar  directamente  dd  cuentagotas. 
Notablemente  estable. 


1 M.F.Oaynor  y R.H.D«nn«t  «n  Journal 
of  Pediatries,  Abril  1934 

2 B.R.  Hoobler  en  Journal  of  American 
Medical  Association,  Feb.  28,  1931 

3 M.V.  Poole,  B.M.  Hamil,  T.B.Cvooley 
e I.  G.  Macy  en  American  Journal  of 
Disease  in  Children,  Oct.  1937 


White  Laboratories,  Inc.,  Newark  1,  N.  J.,  LU.A.  • Fabricantes  de  Productos  Farmacéuticos! 

Distribuidores:  FRANCISCO  N.  CASTAGNET 
San  Juan,  Puerto  Rico 


A los  Señores  Médicos 
de  San  Juan  y Santurce 

Nos  permitimos  recordarles  que  en  caso  de  urgencia  los  se- 
ñores médicos  que  necesiten  del  servicio  de  nuestras  farmacias 
en  San  Juan  o en  Santurce,  durante  las  altas  horas  de  la  noche, 
pueden  llamar  personalmente  a los  encargados  de  dichas  farma- 
cias, al  teléfono,  como  sigue: 

Para  servicios  en  San  Juan:  2-6544 

Para  servicios  en  Santurce:  2-7002  2-6831 

Los  señores  médicos  pueden  tener  la  seguridad  de  que  serán 
inmediatamente  atendidos  en  dichos  casos  de  necesidad. 

No  se  atenderán,  sin  embargo,  llamadas  hechas  por  personas 
particulares  que  no  puedan  usar  el  debido  discernimiento  sobre 
la  urgencia  o necesidad  de  las  llamadas. 

FARMACIA  BLANCO,  INC. 

(San  Juan  - Santurce) 


. . . toda  una  noche  de  suefio 

para  el  paciente  que  sufre  de  . . . 

ASMA  BRONQUIAL  - FIEBRE  DE  HENO  - URTICARIA 

Los  síntomas  nocturnos  de  muchos  trastornos  alérgicos  se  controlan  con  éxito  con: 

LUASMI N 

CAPSULAS  y TABLETAS  CON  RECUBRIMIENTO  ENTERICO 

(para  acción  rápida)  (para  acción  retardada) 

Una  cápsula  de  LUASMIN,  administrada  cuando  se  requiera,  y suplementada  con  una 
tableta  con  recubrimiento  entérico,  hará  posible  que  casi  cualquier  paciente  pueda  go- 
zar de  los  beneficios  de  toda  una  noche  de  sueño,  reduciendo  asi  a su  mínimo  la  ten- 
dencia a que  recurran  los  síntomas  el  día  siguiente. 

Cada  cápsula  o cada  tableta  con  recubrimiento  entérico  contiene: 

Acetato  sódico  de  teofllina  (3  granos)  192  mg. 

Sulfato  de  efedrina  (%  grano)  32  mg. 

Fenobarbital  sódico  (Ve  grano)  32  mg. 

También  hay  cápsulas  y tabletas  de  media  fórmula  para  niños  o para  adultos  cuvos 
síntomas  sean  leves. 

Sírvase  solicitar  literatura  descriptiva  y muestras  profesionales. 

BREWER  & CO.,  Worcester,  Mass.,  EE.UU. 

Químicos  Farmacéuticos  desde  1852 


THE  NEW  YORK  POLYCLINIC 


ESCIJKI.A  DE  MEDICINA  Y HOSPITAL. 

(Organizada  en  1881) 

La  Primera  Institución  Médica  de  América  para  Postgraduados 


PARA  EL 

Cirujano  General 

Curso  combinado  que  comprende:  cirugría  ge- 
lógica»  ginecología  y urológica.  Asistencia  a con- 
neral»  c.  traumática,  c abdominal,  gastro-entero* 
ferencias,  presencia  a operaciones,  examen  pre- 
operatorio y post-operatorlo  de  enfermos  así  como 
un  curso  ulterior  en  las  salas.  Patología,  radio- 
logía, fisioterapia.  Demostraciones  en  el  cadáver 
sobre  anatomía  quirúrgica,  cirugía  torácica,  anes- 
tesia regional.  Cirugía  operatoria  y ginecológica 
en  el  cadáver. 


Ojos,  Oídos,  Nariz  y Garganta 

Curso  combinado  completo  de  un  año  acadé- 
mico (0  meses).  C onslste  de  asistencia  a clínicas, 
prensencla  en  operaciones,  conferencia»,  demostra- 
ciones de  casos  y demostraciones  en  el  cadáver; 
operaciones  de  ojos,  oídos,  nariz  y garganta  en 
el  caoaver^  uisecolones  del  cuello  y la  cabeza 
(cadáver)  ; demostraciones  clínicas  y en  el  cadá- 
ver sobre  broncoscopía  cirugía  de  la  laringe  y 
cirugía  facial;  refracciones;  roentgenología;  pa- 
tología, bacteriología;  y embriología:  fisiología; 
neuro-anatomía;  anestesia;  fisioterapia;  alergia; 
examen  pre-operatorio  y post-operatorlo  de  pa- 
cientes en  las  salas  y clínicas.  También  cursos 
cortos  de  repaso  (3  meses). 


Obstetricia  y Ginecología 

Un  curso  completo.  En  Obstetricia:  conferen- 
cia; clínica  prenatal;  presencia  a partos  norma- 
les y operatorios;  operatoria  obstétrica  (mani- 
ciuí). 

En  Ginecologrla : conferencias;  exploración  clí- 
nica ; presencia  de  operaciones ; examen  pre-ope- 
ratorio de  pacientes;  ciínioa  post-operatoria  de 
las  pacientes  en  las  salas. 

Patologria  obtétrica  y ginecológica;  anestesia 
regional  (en  cadáver).  Asistencia  conferencias  en 
Obstetricia  y Ginecología. 


Proctoiogía  y 
Gastroenteroiogía 

Curso  combinado  que  comprende  asistencia  a 
clínicas  y conferencias;  instrucción  en  exámenes, 
diganóstlco  y tratamiento;  presencia  en  opera- 
ciones; visita  a las  salas  de  enfermos;  demostra- 
ción de  casos;  patología;  radiología;  anatomía 
proctoiogía  operatoria  en  el  cadáver. 
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CLINICA  QUIRURGICA 

Clínica  Dr.  Susoni 
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Director 
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CLINICA  ORIENTE 

HOSPITAL 

Dr.  Maldonado 

Humacao,  P.  R. 

Hato  Rey,  P.  R. 

MEDICINA  Y CIRUGIA 

GENERAL 

Fundada  en  1933 

Institución  fundada  en  el  1943 

DR.  CESAR  DOMINGUEZ 

Director 

Dr.  Eduardo  D.  Maldonado 

Director 
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HOSPITAL 

CLINICA 

PAVIA 

Dr.  M.  Juliá,  Inc. 

Santurce,  P.  R. 

Fundada  en  el  año  1925 

ENFERMEDADES  NERVIOSAS 

INSTITUCION  FUNDADA 

Y MENTALES 

EN  EL  1926 

Hato  Rey,  Puerto  Rico 

Dr.  Manuel  Pavía  Fernández 

Dr.  Mario  Julia 

Director 

Director 
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alivia  el  dolor  y reduce  la  conges- 
tión en  el  tratamiento  de 

. . . CONDICIONES 

RESPIRATORIAS 

. . . AFECCIONES 

GLANDULARES 

...  INFLAMACIONES 
NEURO-MUSCU- 
LARES 

Una  aplicación  dura  de  8 a 12 
horas. 

NUMOTIZINE,  INC. 

900  N.  Franklin  St.,  Chicago, 

E.  U.  A. 

Distribuidores:  FRANCISCO  N.  CASTAGNET 
San  Juan,  P.  R. 


segundó^ 
que  se 
convierten  en 
»■  MINUTOS 


Cuando  el  d«(aioil«oo,  la 
•xcitaclón  o la  «xtrama  falloa  «on 
causas  d*  Insomnio  los  segundas 
parecen  minutos.  En  estos 
cosos  el  sueno  profundo  puede  concillarse  en  quince 
• veinte  minutos  con  la  administración  de  'Seconal  Sódico'  (Barbiturato  Propll-metlh* 
carblnll'olll  Sódico,  Lilly).  El  efecto  hipnótico  de  este  barbitfirico 
termina  en  menos  de  ocho  horas  y el  paciente  continóa  durmiendo 
sin  ayudo  de  medicamentos  hasta  que  se  despierta  completamente  fresco 
y sin  experimentar  efectos  secundarlos.  Entre  los 
barbltórlcos  Lilly,  el  'Seconal  Sódico'  es  el  de  acción  mós  rópida  y duración  mós  corta. 


El  'Seconal  Sódico'  se  suministra  en  pólvules 
de  0.1  g (No.  240)  y 0.05  g (No.  243). 
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, ® descremada  y leche 


Mead  joHKt^o^a 

’evAN3vi¿^^g;  ,^o:.  ev'a  , 


Especialmente  preparada  para  la  alimentación  in^ 
fantil.  Util  en  la  época  calurosa  y climas  cálidos 
y en  todos  los  casos  en  que  se  desee  una  leche 
hipograsosa. 

Disponible  en  latas  de  454  gm.  y 2.27  kg, 


‘“■ilKrJ 


P.  O.  BOX  3081  — SAN  JUAN,  P.  R. 


No  hay  leche  más  sana 
para  bebés  que  KLIM 


Klim  es  leche  de  vacas  escogidas,  sometidas  a 
la  prueba  de  tuberculina.  Los  inspectores  de 
Klim,  no  solamente  vigilan  minuciosamente 
la  leche  — sino  también  examinan  periódica- 
mente las  vacas. 

PRUEBAS  DE  LABORATORIO 

La  leche  para  Klim  es  sometida  también  a 
rígidas  pruebas  en  el  laboratorio.  ¡Antes  de 
aceptar  la  leche,  se  examina  seis  veces  ...  y 
durante  su  elaboración,  se  examina  muchas 


veces  más  — para  resguardar  su  pureza,  uix 
Formidad  y seguridad! 

Klim  es  envasada  al  vacío,  resguardando 
así  su  alta  calidad  y la  uniformidad  del  con- 
tenido de  las  latas  en  tal  forma,  que  ni  si- 
quiera el  aire  puede  entrar  y alterar  su  pu- 
reza. Klim  es  leche  pura  de  vaca,  sólo  se  le 
ha  extraído  el  agua. 

¡Puede  usted  recetar  Klim  para  bebés  sin 
reserva! 


KLIM 

LA  PREFERIDA 
EN  TODO  EL  MUNDO 


Para  información  profesional  y tablas  de  alimentación  acerca  de  Klim  diríjase  a; 

THE  BORDEN  COMPANY,  350  MADISON  AVENUE,  NEW  YORK  17,  N.  Y.,  U.  S.  / 


Distribuidores  para  Puerto  Rico: 

PLAZA  PROVISION  COMPANY,  Fortaleza  104,  San  Juan,  P.  R. 


SULAMYD  FOCUSES  ON  THE 


colon  bacillus 


eoittinbnest  «cause  of  urinary  tract  infections 


RECOVERY  or  improvement  in  98%  of  200  cases  of 
acute  and  chronic  infections  of  the  urinary  tract 
was  noted  by  Welebir  and  Barnes, ^ typical  of  the 
brilliant  results  achieved  with  Sulamyd.  For 

prophylaxis,  too, 

SULAMYD 

( Suljacetimide-Schering) 
is  the  chemotherapeutic  agent  nf  choice.  In  a group 
of  4,000  women  treated  prophylactically  with 
various  sulfonamides  after  pelvic  surgery,  Sulamyd 
proved  the  most  effective,  reducing  urinary  com- 
plications to  less  than  1%.® 

HIGH  DEGREE  OF  SAFETY  is  coupled  with  this 
remarkable  antibacterial  action.  Highly  soluble 
either  in  alkaline  or  acid  urine  and  rapidly  elimi- 
nated by  the  kidneys  in  high  concentration,  Sulamyd 
has  an  extremely  low  toxicity,  far  less  than  that 
of  other  sulfonamides.^  Concrement  formation  has 
never  been  reported  with  Sulamyd. 

SULAMYD  (Sulfacetimide-Schering)  Tablets  of 
0.5  Gm.  in  bottles  of  100  and  1000.  Bottles  of 
5.0  Gm.  powder  for  laboratory  determinations 
of  urine  and  blood  concentrations. 


BIBLIOGRAPHY:  (I)  Wesson,  M.  B.;  West.  J.  Surg.  49:662,  1941. 
(2)  Welebir,  F.,  and  Barnes,  R.  W.:  J.A.M.A.  117:2132,  1941.  (3) 
Younge,  P.  A.:  Urol.  & Cutan.  Rev.  49:422,  1945.  (4)  Kearns,  W.  M., 
in  discussion  on  Herrold,  R.  D.:  Wisconsin  M.  J.  41 :467,  1942. 


RPORATION  • BLOOMFIELD,  NEW  JERSEY 


ilN  CANADA,  SCHERINC  CORPORATION  LIMITED,  MONTREAL 


SULAMYD*  searches  out  and  attacks  B.  coli  so  rap- 
idly that  “results  that  follow  its  use  are  uncanny. 
Occasionally  the  urine  is  sterile  at  the  end  of 
one  day’s  treatment.”^ 


Distribuidores:  CESAR  CASTILLO,  INC. 
Calle  Tetuán  155  - San  Juan,  P.  R. 


Adecuada  a los 
requerimientos 
de  cada  niño 


Dryco  es  un  alimento  ideal— no  sólo 
para  niños  normales  y saludables, 
sino  para  aquellos  que  no  progresan  en 
su  desarrollo. 

Dryco  es  rica  en  proteína— baja  en 
grasa,  en  proporción  de  2.7  a 1.0.  Esta 
fórmula  básica  asegura  amplias  pro- 
teínas para  un  desarrollo  vigoroso  y 
saludable. 

Dryco  es  moderada  en  carbohidrato, 
el  que  puede  aumentarse  según  las  ne- 
cesidades del  niño.  Sin  agregarle  azúcar, 
suple  una  alimentación  modificada  en 
sus  contenidos  de  grasa  y carbohidrato, 
que  es  ideal  para  niños  que  requieren 
alimentación  especial. 

En  Dryco  los  glóbulos  de  grasa  han 


sido  reducidos  y son  fáciles  de  digerir. 
Dryco  contiene  las  Vitaminas  A,  Bi,  B2 
y D necesarias  para  el  niño  normal,  de 
acuerdo  con  las  especificauones  estable- 
cidas por  autoridades  en  nutrición  in- 
fantil. 


Recete  Dryco.  Tan 
nutritiva  como  la 
leche  materna. 

DRYCO 


Para  informes  profesionales  y tablas  de  alimen-  - 
ración  diríjase  a: 


THE  BORDEN  COMPANY, 
350  Madison  Avenue, 
New  York  17,  N.  Y.,  U.  S.  A. 


Distribuidores  para  Puerto  Rico: 
FELIX  A.  RODRIGUEZ 
Sagrado  Corazón  602  - Santurce,  P.  R. 


LOS  ANGELES 


CALIFORNIA 


NION  CORPORATION 


Each  Cakicop  Cenigins: 
DICAICKJM  PHOSPHATE  • . 290  mg. 

CALCIUM  GLUCONATE 190mg. 

VITAMIN  D (Irr.  Yeosf).  .375  USP  Units 


encourage 

Palienl-Doclor  Cooperation 
When  Calcium  Therapy  is  Prescrihed 

Mental  anxiety,  when  induced  by  aversion 
to  prescribed  therapy,  adds  to  the  patient’s 
physical  distress.  Objection  to  calcium  , 
may  be  overcome  by  substituting  dosage' 
in  more  agreeable  form.  CALCICAPS... 
an  easy-to-swallow,  capsule-shaped 
tablet ...  provide  suitable  supplement  for 
young  or  old,  where  diagnosis  reveals  a 
deficiency  in  calcium  and  phosphorus. 

Calciwafers  are  a pleasant  tasting 

wafer  containing  double  the  potency  of 
CALCICAPS. 

Calcicaps  with  Iron  are  especially 

suitable  in  pregnancy,  when  the  need  for 
calcium,  phosphorus  and  iron  increases. 

Calcicaps,  Calciwafers  and 

Calcicaps  with  Iron  contain  an  ade- 
quate amount  of  VITAMIN  D essential 
for  calcium  absorption. 


CALCIWAFERS  Each  wafer  contains: 
Dicalclum  Phosphate  580  mg. 

Calcium  Gluconate  380  mg. 

Vitamin  D 750  USP  Units 

Boxes  of  50  and  250 

CALCICAPS  Each  Calcicap  contains: 
Dicalcium  Phosphate  290  mg. 

Calcium  Gluconate  190  mg. 

Vitamin  D 375  USP  Units 

Bottles  of  100  and  500 


CALCICAPS  with  IRON  Each  Calcicap  with 
Iron  contains; 

Dicalcium  Phosphate  290  mg. 

Calcium  Gluconate  190  mg. 

Ferrous  Gluconate  64  mg. 

Vitamin  D 375  USP  Units 

Bottles  of  100  and  500 


Los  Angeles.  California 


JOAQUIN  BELENDEZ  SOLA,  INC. 
P.  0.  Box  1188  — San  Juan,  P.  R. 


Un  Adelanto  Importante  en  el  Tratamiento 
de  la  Anemia  Perniciosa 


*Cobione  es  la  marca 
registrada  de  Merck  & 
Co.,  Inc.  para  la  Vita- 
mina Bi2  Cristalina. 


COBIONE’^. . . la  Vitamina  Bu  en 
forma  pura,  cristalina. . . 

• eficaz  en  cantidades  de 
microgramos 

• no  produce  efectos  tóxicos 
cuando  se  administra  en  do- 
sis indicadas 

Se  ha  establecido  definitivamente  las 
ventajas  de  la  Vitamina  B12  pura, 
cristalina,  el  agente  contra  la  anemia 
perniciosa  recientemente  aislado  en  los 
Laboratorios  de  Investigación  de 
Merck  & Co.,  Inc. 

Los  estudios  clínicos  demuestran  que 
el  Cohione  produce  un  ascenso  rápido  de 
los  reticulocitos,  seguido  de  un  aumento 
igualmente  satisfactorio  de  glóbulos 
rojos.  Es  eficaz  en  el  tratamiento  de  la 
anemia  perniciosa,  incluyendo  sus  com- 
plicaciones neurológicas,  cuando  aiín  no 
se  han  producido  cambios  patológicos 
irreversibles.  El  Cobione  es  también 
eficaz  en  la  anemia  macrocítica  de  tipo 
nutritivo  y en  el  esprue  tropical  y no 
tropical. 

Gracias  a su  alta  potencia,  se  obtiene 
beneficios  terapéuticos  con  cantidades 
mínimas.  Parece  que  el  Cohione  no  pro- 
duce efecto  tóxico  alguno  cuando  se 
administra  en  las  dosis  indicadas. 

Se  envía  literatura  a solicitud 

COBIONE 


INSTRUMENTOS 
OPTICOS 
BAUSCH  & LOMB 


La  Lámpara  de  Hendidura  de  Poser 


QÍSEÑADA  por  B & L,  la  Lámpara  de 
Hendidura  de  Poser  para  el  diagnós- 
tico diferencial  en  la  patología  del  ojo, 
presenta  muchas  ventajas  en  biomicros- 
copia.  La  iluminación  brillante  del  tipo 
Koeppe  lleva  una  hendidura  ajustable. 
Un  microscopio  gran  angular  y binocular 
de  16x  permite  abarcar  toda  la  córnea. 
Oculares  con  puntos  ópticos  largos  fa- 
cilitan el  examen  rápido  del  campo  an- 
cho. Ambos  brazos  rotan  alrededor  del 


ojo  del  paciente  como  centro.  Es,  pues, 
una  lámpara  indispensable  para  el  of- 
talmólogo. 

H.  V.  CROSCH  CO. 

Calle  Comercio  402 
San  Juan,  Puerto  Rico 

BAUSCH  & LOMB 

Optical  Co.  - Rochester,  N.  Y.,  E.  U.  A 
Fundada  en  1853 


¡Ahora,  En  un  Alimento— Toda  la 
Nutrición  que  Los  Niños  Necesitan! 


Un  Alimento  Con  Todo  la  Nutrición  Ne- 
cesaria . . . Bíolac  es  leche  modificada,  ajus- 
tada científicamente  para  proporcionar  en  un 
solo  alimento  infantil,  las  ventajas  nutriciona- 
les  y digestivas  de  la  leche  humana.  Bíolac  pro- 
porciona los  componentes  alimenticios  esen- 
ciales, equilibrados  correctamente  para  un 
desarrollo  saludable  y normal. 

1<  Bíolac  contiene  proteínas  concentra- 
das. Bíolac  asegura  el  aumento  proteínico 
requerido  durante  la  infancia,  porque  com- 
pensa las  deficiencias  biológicas  de  la  leche 
de  vaca. 

2«  Bíolac  contiene  grasa  en  cantidades 
adecuadas.  El  contenido  de  grasa  en 
Bíolac  ha  sido  ajustado  de  modo  que  con- 
venga al  niño.  Los  glóbulos  de  grasa  son 
homogeneizados  para  satisfacer  los  requi- 
sitos nutricionales  sin  exceder  la  capacidad 
digestiva  del  sistema  digestivo  del  niño. 

9»  Bíolac  contiene  lactosa  adicional.  Para 
aumentar  el  contenido  de  carbohidrato,  se 
le  agrega  lactosa  adicional  (azúcar  natural 
de  la  leche  de  pecho).  La  lactosa  ayuda  al 
niño  a desarrollar  un  sistema  digestivo  nor- 
mal, e infiuye  favorablemente  a la  utiliza- 
ción correcta  del  calcio. 


4.  Bíolac  es  enriquecido  en  vitamina  y 
hierro.  Las  Vitaminas  A,  Bi,  D y hierro 
se  han  agregado  en  cantidades  iguales  o que 
superan  los  requisitos  establecidos.  Bíolac 
contiene  Vitamina  B2,  calcio  y fósforo  en 
cantidades  suficientes  para  satisfacer  las 
necesidades  del  niño.  La  Vitamina  C debe 
ser  introducida  según  el  desarrollo  del  niño. 

5.  Bíolac  es  fácil  de  recetar.  Porque  Bíolac 
contiene  hierro,  vitaminas  y carbohidratos 
adicionales,  porque  está  ajustado  para  satis- 
facer los  requisitos  digestivos  y nutriciona- 
les del  niño.  Agregándole  Vitamina  C a su 
debido  tiempo,  Bíolac  proporciona  todos 
los  elementos  esenciales  para  asegurar  una 
dieta  equilibrada  que  supla  los  requisitos 
establecidos. 

6.  Bíolac  es  fácil  de  preparar.  ¡Mezcle 
Bíolac  con  agua  acabada  de  hervir — eso  es 
todo!  Una  fórmula  completa  para  todo  el 
día  se  prepara  rápida  y fácilmente,  sin  me- 
didas complicadas. 

THE  BORDEN  COMPANY 

350  Madison  Avenue,  New  York  City 

Bíolac  es  excelente  leche  de  voco,  modificada.  Méz- 
clela con  agua  pura  y obtendrá  una  alimentación 
infantil  equilibrada. 


Distribuidores  para  Puerto  Rico: 
FELIX  A.  RODRIGUEZ 
Sagrado  Corazón  602  - Santurce,  P.  R. 


OtüTiOHS 

\ntravenous 


\ntramuscu\^ 


to  relieve  nausea  and  vomiting 
of  pregnancy  and  in  adoles- 
cent acne 


PYRIBEXIH 


iPyridoxine  HCI  Thiamine  Chloride) 
Each  1 cc  contains: 

Vitamin  Bl 50  mg 

Vitamin  B6 50  mg 

VIALS  OF  10  cc 


IROBLEX 


for  use  in  hypochromic  and 
tritional  anemias 

IROBLEX 

(Iron  - Liver  - B Complex) 
Each  cc  contains: 

Thiamine  HCl  (Bl)  lOO. 

Riboflavin  (B2)  0.5 

P)ridoxine  HCl  (B6)  ..  ..  1. 

NICOTINAMIDE  . 50 

IRON  CACODYLATE  10. 

LIVER  (10  U.S.P.  UNITS 

PER  CC)  0.2 

Phenol  (As  preservative)  0.5% 

VIALS  OF  10  cc 


NION  CORPORATION  los  angeles  38,  california 

JOAQUIN  BELENDEZ  SOLA,  INC. 

P O,  BOX  1188,  SAN  JUAN,  PUERTO  RICO 


vííy</ 


Improved 

Formula 


Dextri-Maltose 

Simple  louse. . . 

WITH  EVAPORATED  MILK 


OR 

WITH  WHOLE  MILK 


Heal  until  ctlmosl 
boiling  and  stir 
in  Dextri-Maltose. 


Boil  gently 
for  three 
minutes. 


. . . FOR  38  YEARS  COW’S  MILK -DEXTRI-MALTOSE  FORMULAS 
HAVE  BEEN  EMPLOYED  BY  PHYSICIANS  TO  MEET  THE  VARY^ 
ING  NUTRITIONAL  REQUIREMENTS  OF  SICK  AND  WELL  IN- 
FANTS. MEAD  JOHNSON  & CO.,  EVANSVILLE  21,  IND.,  U.S.A. 

P.  O.  BOX  3081  — SAN  JUAN,  P.  R. 


"bu  yoü!^ 


„£flOPAUSAL  PrnUTS-- 

CONVENIENT  EFFECTIVE 
ORAL  THERAPY 


CONJUGATED  ESTROGENS 

(equine)  f 


• When  an  oral  estrogen  is  employed,  such 
as  “Premarin,”  a gradual  physiological  ad- 
justment can  be  effected.  By  a controlled 
“tapering-off”  process  the  patient  can  be 
accustomed  to  decreasing  estrogen  production. 

o “Premarin”  is  highly  potent;  even  severe 
and  well-established  cases  usually  show  a sat- 
isfactory response  to  treatment. 

o Although  highly  potent,  “Premarin”  is  ex- 
ceptionally well  tolerated;  unpleasant  side 
effects  are  seldom  noted. 

• “Premarin”  is  a natural  estrogen  . . . con- 
jugated estrogens  (equine). 

• “Premarin”  therapy  conserves  the  physi- 
cian’s time;  office  consultations  are  kept  at 
minimum. 

• “Premarin”  is  accepted  by  the  A.M.A. 
Council  on  Pharmacy  and  Chemistry. 


tablet  contains  1.25  mg.  of 

/°9ens  in  their  naturolly-occurrini 
'^‘er-soluble  conjugated  form  eX 
®ssed  as  sodium  estrone  sulphate 

^MTION:  To  be  used 
■ ® prescription  of  a 

be  dangerous, 
ysician  on  request. 


Standardized  by  colorimetric  and  biological 
methods  and  supplied  with  the  approval  of  The 
Hesearch  Institute  of  Endocrinology,  McGill 
University,  under  direction  of  Dr.  J.  B.  Collip. 


AYERST,  McKENNA  AND  HARRISON  ROUSES  POINT,  N.  Y.  NEW  YORK  16,  N.  Y.  MONTREAL,  CANADA 

DISTRIBUTOR;  WYETH  INTERNATIONAL  LIMITED,  22  East  40th  Street,  New  York  City 


Distribuidores:  FRANCISCO  N.  CASTAGNET 
Santurce,  P.  R. 


[quemadurasI 

Rápido  restablecimiento  en  las  | heridaF  < 

® t. .'íiásiawí. 


1 ULCERAS  1 


Quemaduras  de  segundo  y tercer 
grado  que  comprenden  un  25% 
de  superficie  cutánea. 


El  único  tratamiento  fueron 
apósitos  de  Ungüento  de  Vitamina 
A & D White's  que  hizo  innece- 
sario la  dermopéndesis. 


Contribuye  a uno  pronta  cicatrización  y a la 
formación  epitelial,  con  satisfactorio  alivio  en 
los  casos  de  quemaduras,  heridas  de  lenta 
cicatrización,  úlceras  indolentes,  lesiones  • 
avulsivas,  heridas  postoperatorias,  fisuras  del  , 
pezón  y otros  muchos  estados  dermatológicos.  J 


UNGÜENTO  DE  VITAMINAS 


& 


WHITE’S 

para  cicatrizaciones  rápidas 


White  Laboratories,  Inc.,  Newark  7,  N.  J.,  E.  U.A.  • Fabricantes  de  Productos  Farmacéuticos 

Distribuidores:  FRANCISCO  N.  CASTAGNET 
Santurce,  P.  R. 


What  their 
mothers  will 
tell  you . . . 


Libby’s  exclusive  process  of  homo- 
genization provides  these  advanta- 
geous features  in  Libby’s  Baby  F oods : 
Rupture  of  cellulose  capsules;  uni- 
form dispersion  of  food  solids  through- 
out the  food  mass;  absence  of  liquid 
separation;  easier  availability  of  nutri- 
ents. Mothers  will  tell  you  their  chil- 
dren like  Libby’s,  that  the  satin-smooth 
texture  of  Libby’s  makes  for  ready 
acceptance  by  the  infant.  And  mothers 
appreciate  the  fact  that  Libby’s  Baby  Foods 
flow  freely  through  regular  size  nipple  open- 
ings when  mixed  with  the  milk  formula. 


Beets  • Carrots  • Green  Beans  • Peas  • Spinach  • Spash  • Vegetable  Soap  • Mixed 
Vegetables  • Garden  Vegetables  • Liver  Soup  • Vegetables  with  Bacon  • Vegetables 
with  Beet  and  Barley  • Vegetables  with  Lamb  • Apples  and  Apricots  • Apples  and 
Prunes  • Apple  Sauce  • Apricot-Farina  • Peaches  • Peaches-Pears-Apricots  • Pears 
and  Pineapple  • Prunes  (with  Pineapple  Juice  and  Lemon  Juice)  • Custard  Pudding 


When  the  results  in  all  published  cases  of  arthritis  treated  with  Ertron® — Steroid 
Complex,  Whittier  are  analyzed  it  is  found  that  82.2%  showed  significant 
improvement.  Reporting  on  a series  of  158  cases  of  proved  arthritis  treated 
with  Ertron  primarily,  plus  orthopedic  appliances  and  physical  medicine  in  | 
association,  investigators  found  that  "in  91.8%  of  the  cases  improvement  of  | 
some  degree  was  evidenced  while  complete  failure  occurred  in  8.2%."*  For  a j 
complete  resumé  of  the  literature,  see  “A  Report  to  the  Medical  Profession."  I 

A copy  will  be  mailed  to  you  on  request.  |j 

*A  Clinical  Study  of  T80  Cojej  of  Arthritis — Magnusort,  P,  B.,  McElvenny,  R.  T.,  and  Logan,  i 
C.  E. — J.  Michigan  State  Med.  Soc.  46.71  {January}  1947 


ERTRON 

STEROID  COMPLEX,  WHITTIER 

ERTRON  Copsules;  Each  capsule  contains 
5 mg.  of  activation-products  biologically 
standardized  having  an  antirachitic  activity  | 
of  fifty  thousand  U.S.P.  units. 

Bottles  of  50  and  100  capsules. 

ERTRON  Parenteral:  Each  ampule  contains 
activation-products,  in  sesame  oil, 
biologically  standardized  having  an 
antirachitic  activity  of  fíve  hundred  thousand 
U.S.P.  units.  Packages  of  six  1 cc.  ampules. 


Distributors  in  Puerto  Rico: 

Pelegrina  & Horens 

P.  O.  Box  3631  — San  Juan 


Señor  Doctor,  ¿Dónde  ya  ha  visto 
usted  estas  76  palabras? 

"INGREDIENTES:  Combinación  de  leche  entera,  secada  al  vacío, 
modificada  con  enzimas  de  la  malta,  dextrosa,  azúcar,  ex- 
tracto de  cebada  malteada  y harina  de  trigo  entero,  cacao  y 
sal.  El  contenido  natural  de  vitaminas  y minerales  ha  sido 
reforzado  por  la  adición  de  Vitamina  A (extracto  de  aceite 
de  hígado  de  pescado).  Vitaminas  Bi  (Clorhidrato  de  Tia- 
mina),  B2(G)  (Riboflavina),  D2  (Ergosterol  irradiado),  y 
P-P  (Niacinamida),  Fosfato  de  Calcio,  Pirofosfato  de 
Hierro,  sabor  artificial  (vainillina)  y Vainilla.” 


Estas  76  palabras  aparecen  en  la  etiqueta  de  ingredientes  en  cada  lata  de 
Hemo  Borden’s  — y que  aseguran  a usted  la  buena  calidad  nutritiva  de  esta 
bebida  alimenticia,  fortificada  con  vitaminas  y minerales. 


NOTA;  lo  Tofela  «¡we  sigue  muesfro  da  un  J»  cloro  y fácü  el  contenido  vitoraínieo 
y de  minerales  de  Hemo  íom?fir«t5o  con  las  necesidades  mínimas 
diarias  del  adulto,  de  estos  elementos  esenciales. 


HEMO  COMPARADO  CON  LAS  NECESIDADES 
MINIMAS  DIARIAS  DEL  ADULTO 


Requerimientos 
Mínimos  Diarios 
de  los  Adultos* 


Vitamina  A 
Vitamina  Bi 
Vitamina  62(0) 
Vitamina  D 
Niacinamida 
Hierro 
Calcio 
Fósforo 


IVb  onzas  ó 38 
gramos  de  Hemo  en 
polvo  (2  porciones) 


4000  Unid.  Int. 
333  Unid.  Int. 

2 miligramos 

400  Unid.  Int. 

* * 

1 0 miligramos 
750  miligramos 
750  miligramos 


4000 

333 

2 

400 

1 0 mgms. 
14.7 
376 
288 


2 porciones  de  Hemo 
en  2 vasos  de  a 8 onzas 
(240  c.c.)  de  leche 

4900 

400 

3 

410 

10.3  mgms. 
15.7 
950 
750 


*Según  han  sido  establecidos  por  el  Administrador  Federal  de  Seguri- 
dad  bajo  la  autoridad  de  la  Ley  Federal  de  Alimentos  y Drogas  de 
los  Estados  Unidos. 

**Los  requerimientos  mínimos  diarios  del  adulto  aun  no  definitiva- 
mente establecidos. 


Hemo  "Bordens 


ELABORADO  POR  LOS  FABRICANTES  DE  KLIM 


Envasado  en 
latas  de  1 libra 
ó 453  gramos 
(24  porciones) 


Hechopof  THE  B O R p E N C O M PAN  Y,  NEW  YORK,  N.  Y.,  E.  U.  A. 


Distribuidores  para  Puerto  Rico: 

PLAZA  PROVISION  COMPANY,  Fortaleza  104,  San  Juan,  P.  R. 


Microscopio  Spencer 
Modelo  IS  MLH 

MICROSCOPIOS  PARA  LABORATORIO  MEDICO  Y MAYOR 


i;  I OS  Microscopios  Médicos  y los  para  Labora- 
" torio  Avanzado  han  sido  desarrollados  pa- 
Ti  ra  proveer  la  adaptabilidad,  alcance  de  aumentos 
I y facilidad  que  se  necesitan  en  los  laboratorios 
^ para  la  medicina,  la  salud  pública,  los  usos  indus- 
‘ tríales,  y las  universidades.  Estos  son  los  micros- 
copios Spencer  que  los  estudiantes  de  medicina 
I suelen  elegir  para  su  entrenamiento  de  colegio  y 
r experiencia  subsiguiente.  Con  equipos  ópticos  in- 
t dividualizados,  llenan  los  requisitos  de  todos  los 
colegios  de  medicina. 

Años  de  experiencia  han  determinado  las  com- 
ibinaciones  ópticas  que  brindan  el  mejor  alcance 
I posible  de  aumento  y resolución  para  los  diferen- 
»tes  tipos  de  ooservación  y estudio. 

Para-  el  laboratorio  médico,  la  combinación  que 
* se  suele  elegir  consta  de  tres  objetivos. 

16  mm.  (“seco  bajo”)  lOX 
4 mm.  (“seco  alto”)  44X  y 
1.8  mm.  inmersión  de  aceite  95X. 


Un  condensador  de  la  misma  abertura  numérica 
(N.  A.)  como  el  objetivo  de  inmersión  de  aceite 
(N.  A.  1.25)  se  necesita.  Dos  oculares,  6X  y lOX 
completan  los  requisitos. 

El  objetivo  de  16  mm.  es  divisible;  cuando  el 
elemento  anterior  se  quita,  el  objetivo  se  hace 
un  sistema  de  32  mm.  con  un  campo  mayor  de 
vista  y un  aumento  inicial  de  4X. 

El  objetivo  de  4 mm.  tiene  una  N.A.  de  0.66  la 
que  provee  una  distancia  larga  de  trabajo,  para 
el  contaje  de  la  sangre  o para  el  examen  de  te- 
jidos. 

El  objetivo  de  inmersión  de  aceite  de  1.8  mm. 
se  usa  para  la  bacteriología,  la  citología  y otros 
trabajos  que  requieren  una  fuerza  alta. 

Los  aumentos  alcanzados  por  las  varias  com- 
binaciones de  ocular  y objetivo  van  desde  24X 
hasta  950X. 

Estos  microscopios  los  tenemos  en  existencia 
para  entrega  inmediata. 


PUERTO  RICO  OPTICAL  COMPANY 

San  Juan,  P.  R. 

Agentes  Exclusivos  de 

AMERICAN  OPTICAL  COMPANY 

Southbridge,  Mass. 


The  ^cCc^£'  Hematopoietic 


For  Intramuscular  Use 


^ FOLIC  ACID 


Viat  10  cc. 

MARRO-B.  2 

Each  1 cc.  contains: 

Red  Bone  Marrow  Extract 
Equivalent  to  fresh 


tissue  ....  lOGms. 
Liver  Injection  U.S.P. 

Crude  ....  2 Units 

Spleen  Extract  Equiv. 

to  fresh  tissue  . . 2 Gms. 

Folic  Acid  ....  2 mgs. 

Phenol 0.5% 


^ SPLEEN  EXTRACT 


Vial  10  cc. 

MARRO-B.  10 

Each  1 cc.  contains: 

Red  Bone  Marrow  Extract 


Equivalent  to  fresh 
tissue  ....  10  Gms. 

Liver  Injection  U.S.P.  10  Units 
Spleen  Extract  Equiv. 

to  fresh  tissue  . . 2 Gms. 

Folic  Acid  ....  2 mgs. 

Phenol 0.5% 


^ RED  BONE  MARROW  EXTRACT 


The  ^cCeCíí  Hematinic 

For  Peroral  Use 


I IRON 

^ FOLIC  ACID 

^ "INTRINSIC  FACTORS" 


MARRO-B. 

Each  capsule  contains: 

Red  Bone  Marrow  Extract  1-100  50  mg. 


Whole  Liver 200  mg. 

Whole  Spleen 25  mg. 

Whole  Duodenum 25  mg. 

Whole  Stomach  Lining  ...  25  mg. 

Iron  Gluconate 32  mg. 

Folic  Acid 0.2  mg. 


RED  BONE  MARROW  EXTRACT 


Van  Dersem  Products 


NEW  YORK,  N.  Y 


Which  would  you  prescribe 


for  Infant 

NATURALLY,  you’d  choose  a name  you 
know. . , one  worthy  of  your  confidence. 
AND  CARNATION  protects  your  recom- 
mendation with  the  most  scrupulous 
standards  of  safety,  uniformity  and 
nutritional  value. 

EVERY  DROP  of  Carnation  Milk  is 
processed  with  "prescription  accuracy” 

— in  Carnation’s  own  plants  under 
Carnation’s  own  continuous  supervi- 
sion, That  is  why  you  can  have  com- 
plete confidence  in  Carnation.  It  is 


Feeding? 

evaporated,  homogenized,  enriched  in 
vitamin  D,  and  sterilized,  under  the 
most  rigid  controls.  Constant  tests  and 
vigilant  inspection  are  your  guarantee 
that  every  can  bearing  the  name  Car- 
nation meets  the  highest  requirements 
of  the  medical  profession. 

NO  WONDER  8 out  of  10  mothers 
who  use  a Carnation  formula  say,  "My 
doctor  recommended  it!”  It’s  the  milk 
you  can  confidently  prescribe  by  name 
— day  in  and  year  out. 


Carnation  Evaporated  Milk 
is  an  especially  suitable  milk  for  infant 
feeding  and  for  bland  and  special  diets. 


The  Milk  Every  Doctor  Knows 


Medicación  natural  antirraquítica 

El  Aceite  de  Hígado  de  Bacalao  Concentrado  de  Juaits  proporciona 
las  potentes  y naturales  vitaminas  antirraquíticas  A y D-  Dos  gotas 
equivalen  vitamínicamente  a una  cucharadita  (dosis  diaria  mínima 
según  la  F.E.U.)  de  aceite  de  hígado  de  bacalao,  312  unidades  de 
la  vitamina  D derivadas  exclusivamente  del  aceite  de  hígado  de 
bacalao,  3-120  unidades  de  la  vitamina  A obtenidas  de  un  concen- 
trado de  aceite  de  hígado  de  bacalao  normalizado  con  aceites  de 
pescado. 

Esta  medicación  es  económica  y eficaz.  En  dosis  mayores  para 
las  madres  el  Aceite  de  Hígado  de  Bacalao  Concentrado  de  Juaits 
se  ofrece  en  cápsulas.  Cada  una  equivale  en  potencia  vitamínica 
a 4 cucharaditas  ( 16  cc.)  de  aceite  de  hígado  de  bacalao.  También 
lo  hay  en  tabletas. 

Para  el  niño,  para  la  madre 


¡ ACEITE  DE  HIGADO  DE  BACALAO  CONCENTRADO 

L 

V/hite  Laboratories,  Inc.,  Newark  7,  N.  J.,  E.U.A.  • Fabricantes  de  Productos  Farmacéuticos 

Distribuidores:  FRANCISCO  N.  CASTAGNET 
San  Juan,  Puerto  Rico 


JUAITS 


ESTADOS  CARENCIALES 
HIPOVITAMINiCOS  B y C . | 

VITAMIÑÓnRAPIA  ESPECIBICÁ  ] 
POR  VIA  INYECTABLE  CON  . 


Potente  fórmula  a base  del  Complejo  Vitamínico  B 
y Acido  Ascórbicó  en  forma  deshidratada  por  pí 
método  exclusivo  de  Hofítizadón,  lo  que  asegura  la 
estabilidacf  perfecta  de,  dichos  elementos  con  re- 
tención íntegra  de  su  efectividad  terapéutica. 

Posologío:  Una  vócula  de  lYO  B-C  por  vía  intra*- 
muscutar  o endovenosa. 

Rp.  "LY©  B-C" 

Vócula  de  5 cc.,  con  un  frasquito  de  agua  destilada. 


• PHILADELPHIA  !,  PA.,  E.  U.  A. 


SHARP  & DOHM  E 


Vitamin  Bu  per  unit  of  weight,  is  the  most  effective 

antianemic  substance  known  • SPIES  FT  AL.I  J.  *■  M.  A.  139i621,  1949 

RUBRAMIN 

SQUIBB  vitamin  B12  concentrate 

now  in  plentiful  supply 

► essentially  painless,  protein-free  aqueous  solution 

► approximately  the  same  cost  as  Liver  Extract 

1 cc.  ampuls,  each  ampul  containing  15  micrograms  of 
vitamin  B12.  Boxes  of  5. 

Dosage  for  15  microgram  RUBRAMIN  is  the  same  as  that  for 
15  unit  Liver  Extract. 


J 


SQIIIBB  manufactueing  chemists  to  the  medical  profession  since  1858 


lomhiío  de  las  anemias  macrocíticas  e hípocrómícás 


marca  de 

SOLUCION  DE  ACIDO 
FOUCO 


TOUCO 


mídj,  lian  hecho  posible  la  elahoracióií'  de 
un  grupo  de  productos  destinados" al  trata*/^..Tj 
'"^1' miento 'de'  todí©¡''las  ,fomas„'comunes''de'«^3 


FOtVRON  I.ejíeríe''(Cip8díás 'de  :Aóido  ' 
’ '’'Fóíico  y Hierro)— para  el  trktakáento  de  las 
í"  , anemias  macrocíticas.  ér'liipóérpniícas'^  pero 

especialmente  para  las  hipoféirricas. 


Cada  cápsula  cmitíette  1\1  mg,  de  Acido'*;.’ :] 
; Fdlico  y 0, 194  gra.  de'snlfató  ferroso  anhidro*  'i>  J 

FOlViTS  Ledérh  (Tabletas  ^y  Sokcidn 


FOLVitÉ '"(Acido  Mico)  con  EXTRACTO' 
HEPATICO  Lederle  para  el  tratamiento  de 
‘ casos 'rebeldes  de  anemia  macrocítica'  espO- 


donhfíáimdúncst'  ÍS'íi.  'pbr,^c*  de  Extracts 

Hepático  y 5 mg.  de  Aci-  ' \ 
do  Falico 

1 tj, 'porree,  de  Ex&aéío'';4|| 
-Hepático  Crudo  y 1 m^"de 

Acido  Fóííco  tolvite: 

2 ü,  poi:^vpc*  éé  Extóctó'¿|¿| 
Hepático  Crudo  y 2 mgt  dei^^^ 
'Acido  Fóííro  ‘FOraTE^^f 


1 


" 's 

IDERLE  LABORATORIES  DIVISION 


American  Cyanamid  Company  ^ • 30  Rockefeller  Plaza 


New  York  20,  N.  Y. 


need  not  be  unseasoned 


sodium-free  seasoning  agent 


New  York  13,  N.  Y.  . Windsor,  Ont. 


NEOCURTASAL,  trademark  reg.  Ur$.  ^Canada 


$fASONINa  > 
FOR  SAl 
iSOOlUMi  m 


CON9T»Ttift<; 

fcrmote,  ftw  CONSÍÍTUINTS; 
i itJ 


Neocurtasal,  the  new  seasoning  agent 
for  salt  (sodium) -free  diets,  tastes  and 
looks  like  table  salt.  Patients  permitted 
to  sprinkle  Neocurtasal  to  suit  their 
taste  follow  dietary  directions  without 
grudging  hesitation.  2 oz.  shakers  and 
8 oz.  bottles. 


© 


¡EOCÜRTfSfL 


The  businesses  formerly- conducted  by  WinfhTop  Chemkol  Compony,  Inc. 
'ond  Frederick  Stearns  & Company  ore  now  owned,  by  Winthrop-Steoms  |i 


PROFESSIONAL  BUILDING  - Ave.  de  Diego  308 
Sant  urce,  P.  R. 


BOLETIN  DE  LA  ASOCIACION  MEDICA 

DE  PUERTO  RICO 

Publicado  mensualmenfe  bajo  la  dirección  de  la  Junta  Editora 


VOL.  XLI 


OCTUBRE,  1949 


NUM.  10 


TRATAMIENTO  DEL  TUBERCULOMA  CEREBRAL  CON 
DI-HIDROESTREPTOMICINA- 

PEDRO  J.  DURAND,  M.D. 

Yega  Baja,  P.  R. 


Fuera  de  su  asociación  con  una  menin- 
gitis tuberculosa,  la  tuberculosis  del  cere- 
bro, en  si,  es  un  hecho  raro.  Cuando  ocu- 
rre lo  hace  en  forma  de  tubérculo  solita- 
rio, o tuberculoma,  que  también  podría- 
mos llamar  absceso  tuberculoso.  Lo  vemos 
generalmente  en  niños  o adolescentes  ata- 
cando el  cerebelo  más  frecuentemente.  So- 
lamente con  rareza  encontramos  un  tubér- 
culo solitario  en  el  cerebro  o encéfalo. 

De  todos  los  tumores  del  cerebro  for- 
man estos  1.67f,  envolviendo  la  corteza 
del  cerebelo  en  un  75-807-  Cuando 
se  operaban,  a los  3 meses  desarrollaban 
una  meningitis  tuberculosa.  El  pronós- 
tico era  mejor  en  el  tipo  cerebral  pero 
la  mortalidad  era  muy  alta,  ascendiendo 
hasta  437c  o más.  Desde  el  punto  de  vis- 
ta clínico,  los  tuberculomas  pueden  divi- 
dirse en  2 grupos:  1 — el  sintomático  y 2 
aquellos  asociados  con  evidencia  clínica  de 
enfermedad  intracraneal.  El  primer  gru- 
po o sea  el  asintomático,  no  se  diagnostica, 
o escapa  inadvertido.  El  segundo  grupo, 
se  puede  subdividir  en  (a)  aquellos  cuyos 
síntomas  son  idénticos  a una  meningitis 
tuberculosa.  Estos  son  los  más  frecuen- 
tes, son  pequeños  y múltiples  y ocurren  en 
los  primeros  años  de  vida  asociados  a una 

* Presentado  durante  la  Asamblea  Anual  de  la 
Asociación  Médica  del  Distrito  de  Arecibo,  23 
de  octubre  de  1949. 


tuberculosis  generalizada,  (b)  aquellos  en 
los  cuales  los  síntomas  son  atribuidos  al 
tuberculoma  en  sí.  Estos,  como  ya  dije, 
forman  un  pequeño  grupo  y es  a éste  a) 
que  pertenece  el  caso  específico  que  pre- 
sentamos hoy. 

Como  ocurre  en  otros  tipos  de  tumores 
o abscesos  sus  síntomas  pueden  ser  locales, 
simplemente  indicativos  de  presión  intra- 
craneal aumentada.  Estos  pueden  ocurrir 
en  cualquier  edad  y en  personas  con  un 
solo  foco  extracraneal,  generalmente  en  los 
pulmones,  como  también  ocurrió  en  el  caso 
a que  me  refiero  en  este  día. 

Las  características  patológicas  de  un 
tuberculoma  son  iguales  a las  de  las  lesio- 
nes tuberculosas  en  cualquier  otro  órgano. 
No  voy  a entrar  en  detalles,  sólo  menciona- 
ré que  el  tuberculoma  fibrocaseoso  (intra- 
encefálico)  es  la  lesión  de  tipo  granuloma- 
toso  que  con  más  frecuencia  encuentran 
los  patólogos  en  el  cerebro.  Lo  mismo  ocu- 
rren en  la  primera  década  que  en  las 
demás;  son  dos  veces  más  frecuentes  en 
los  hombres  que  en  mujeres,  y lo  ven  co- 
mo una  lesión  única  en  dos  terceras  par- 
tes de  los  pacientes,  y lo  mismo  aparecen 
en  la  fosa  posterior  que  a lo  largo  de  toda 
la  región  supratentorial. 

INFORME  DE  UN  CASO 

En  abril  30  de  1949  el  Dr.  Rodríguez 


320 


BOLETIN  DE  LA  ASOCIACION  MEDICA  DE  PUERTO  RICO 


Olmo  refirió  a mi  consulta  de  Vega  Baja 
a un  joven  de  23  años  de  edad,  blanco  y re- 
sidente del  Bando  Hato  Bajo  de  Arecibo. 

Las  quejas  principales  del  paciente  para 
entonces  eran:  tos,  expectoración,  y pér- 
dida de  peso. 

Historia  médica  pasada:  Enfermedades 
propias  de  la  niñez.  Nunca  había  estado 
hospitalizado.  No  había  sufrido  ninguna 
operación.  Hacía  un  año  recordaba  haber 
tenido  expectoración  sanguinolenta  pero 
había  continuado  en  su  trabajo  sin  guar- 
dar cama  ni  recibir  tratamiento  hasta  ha- 
cía como  3 meses  cuando  comienza  la  his- 
toria de  la  enfermedad  presente.  Había 
tenido  un  fuerte  catarro  (según  él)  acom- 
pañado de  tos,  expectoración,  fiebre  y pér- 
dida de  10  libras  de  peso.  Fué  a la  clínica 
Susoni  de  Arecibo,  le  tomaron  radiografía 
del  pecho.  Hicieron  el  diagnóstico  de  T. 
B.  pulmonar  y luego  lo  refirieron  a mi  con- 
sulta para  tratamiento. 

Examen  físico  en  4/30/49: 

Temp.  37.6.  Examen  negativo  excepto 
por  limitación  expansión  del  tórax  en  su 
lado  derecho  y estertores  crepitantes  en  el 
mismo  lado.  La  placa,  ya  ustedes,  la  vie- 
ron y el  esputo  positivo  para  bacilo  de 
Koch.  Diagnóstico:  T.  B.  pulmonar  cró- 
nica activa  de  tipo  fibrocaseoso. 

Para  abreviar  el  historial  debemos  de- 
cir que  Se  le  aplicó  neumotórax  en  el  lado 
derecho  en  combinación  con  estreptomici- 
na para  tratar  de  controlar  el  otro  lado. 

Recibió  en  total  9 insuflaciones  empe- 
zando el  tratamiento  en  mayo  3 y suspen- 
diéndose el  28  del  mismo  mes.  Ese  día 
28  fué  cuando  me  di  exacta  cuenta  de  su 
complicación  cerebral  y comprendiendo  la 
seriedad  del  mismo  no  creí  prudente  se- 
guir tratando  los  pulmones  cuando  el  pa- 
ciente se  me  iba  a morir  del  cerebro. 


Hacía  unos  cuantos  días  que  el  pacien- 
te cuando  venía  a la  consulta  se  me  que- 
jaba de  mareos.  Al  principio  creí  que  era 
la  estreptomicina,  pero  después  de  sus- 
pender la  misma  y continuar  éstos  y cada 
vez  más  notables  decidí  hacerle  un  exa- 
men neurológico  lo  mejor  posible  a mi  al- 
cance. Y este  fué  el  resultado: 

1 —  Todos  los  nervios  craneales  libres 
excepto  el  nervio  óptico.  El  paciente  no 
podía  leer  el  cartel  en  20/200  siendo  más 
notable  en  el  ojo  derecho. 

2 —  Los  reflejos  abdominales  estaban 
reducidos.  Los  reflejos  del  lado  derecho 
hiperactivos  pero  no  exagerados. 

3 —  No  tenía  Babinski,  ni  Clonus,  ni 
Hoffman. 

4 —  El  gusto  y el  olfato  eran  normales. 

5 —  No  presentaba  disturbios  sensoria- 
les. 

6 —  Coordinación:  Romberg  positivo.  La 
ataxia  que  presentaba  no  era  como  la  que 
vemos  en  el  borracho  y en  lesiones  del 
cerebelo,  médula,  pons,  etc.  Era  notable  la 
incoordinación  con  los  ojos  cerrados  y en 
la  obscuridad. 

Examen  del  fondo  del  ojo:  Dr.  Vargas: 

Palidez  del  disco.  No  presentaba  edema 
de  la  papilla,  tubérculos  del  ceroideo,  pará- 
lisis del  oculomotor,  nistagmo,  ni  desvia- 
ción conjugada.  Con  este  examen  fué  po- 
sible eliminar  los  craneales  3,  4,  6 y me- 
ningitis tuberculosa.  En  meningitis  tu- 
berculosa vemos  con  frecuencia  cambios  en 
el  fondo  como  neuritis  óptica,  edema  de 
la  papilla,  y tubérculos  del  ceroideo. 

Perimetría  (Dr.  Ricardo  Fernández). 

Hemianopsia  homónica  derecha. 

Laborotorio:  (hospital  de  Distrito  de 
Arecibo). 

Serología — Negativa. 

Esputo — Positivo  para  bacilo  de  Koch. 

Orina — N egati  vo. 

Heces:  ovas  de  tricocéfalos. 

Líquido  cefalorraquídeo — 
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FIG.  3.  Estudio  radiográfico  de  los  pulmones 
después  de  haber  recibido  60  gms.  de  di-hidro- 
estreptomicina. 
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wbc-4:  smear-Negativo  para  T.  B.:  pe- 
llicle— no:  41  mgs.  glucosa  100  cc. ; 38 
mgs.  de  proteínas  totales;  coloidal,  reac- 
ción de  Lange-normal. 

Kahn  y Kline — negativo. 

Curso  de  la  enfermedad: 

El  día  2 de  junio  a las  8:30  A.M.  desa- 
rrolló hemi  anestesia  de  todo  el  lado  iz- 
quierdo del  cuerpo.  Fuerte  dolor  de  ca- 
beza más  notable  en  la  región  occipital.  No 
tuvo  vómito.  Le  duró  este  ataque  una 
hora  y media.  Luego  quedó  perfectamen- 
te bien  hasta  5 días  más  tarde  cuando  le 
repit-ó  un  poco  más  fuerte.  Esta  vez  le 
duró  dos  horas  y media.  Le  afectó  el  mis- 
mo lado.  Una  semana  más  tarde,  o sea, 
el  15  de  junio  sufrió  una  hemi-anestesia 
total  pero  esta  vez  de  todo  el  lado  derecho. 
Fuerte  dolor  de  cabeza.  Vómito.  Le  em- 
pezó a las  10:00  A.  M.  y le  duró  hasta  las 
2:00  A.  M.  Esta  vez  tuvo  afasia.  Una 
afasia  de  nombre.  Oía  bien  y entendía  to- 
do pero  no  podía  hablar.  Por  ejemplo, 
tenía  sed  y no  podía  pedir  agua.  Decía 
qui.  El  Dr.  Santos  lo  vió  ese  día.  Días 
antes  habíamos  discutido  el  caso  y él  mis- 
mo lo  refirió  al  Instituto  Oftálmico. 

Allí  estudiaron  los  camaos  visuales  ha- 
ciendo un  diagnóstico  de  Hemianopsis  ho- 
mónima derecha  y sospeclando  tumor  ce- 
rebral. 

DISCUSION: 

Los  tuberculomas  cerebrales  son  difí- 
ciles de  diagnosticar  a menos  que  no  haya 
otro  foco  de  la  infección  tuberculosa  en 
el  cuerpo  que  nos  dé  una  idea  de  la  etio- 
logía. Con  la  evidencia  de  la  enferme- 
dad pulmonar  y la  rapidez  on  que  surgió 
la  complicación  cerebral  pencamos  en  un 
absceso  tuberculoso.  Eliminaiiios  la  posibi- 
lidad de  un  tumor  por  ser  más  lento  su  de- 


sarrollo. La  perimetría  reportada  por  el 
Dr.  Fernández  nos  situó  la  lesión  en  el  lado 
izquierdo  del  cerebro,  ya  fuera  en  el  área- 
visual  cortical,  en  el  trayecto  óptico  o en  * 
las  radiaciones  ópticas.  Los  otros  sín- 
tomas estudiados  cronológicamente  nos 
fueron  localizando  el  tuberculoma  en  el  ló- 
bulo temporal  izquierdo.  Vamos  a mencio- 
nar los  síntomas  y señales  neurológicos  se- 
gún fueron  apareciendo,  describiendo  su 
importancia  de  localización. 

1 —  Defecto  visual  y mareos:  Este  pa-, 
cíente  se  quejó  primeramente  de  mareos.. 
Al  principio  leves,  pero  luego  iban  aumen- 
tando gradualmente.  Estos  paralelos  con 
la  pérdida  de  la  visión.  Los  disturbios  de 
la  visión  pueden  causar  mareos.  Y esto  p 
en  sí  no  significa  enfermedad  vestibular.  , 
Cushing  le  ha  dado  gran  importancia  a los  t 
defectos  visuales  producidos  por  lesiones  i 
del  lóbulo  temporal.  Encontró  que  se  po-  ■ 
día  depender  de  la  perimetría  y en  33  de  ' 
39  casos  encontró  defectos  que  se  podían  i 
atribuir  a envolvimiento  del  lazo  temporal  I 
de  las  radiaciones  ópticas,  variando  estos  i 
defectos  desde  hemianopsias  (como  en  es-  -j 
te  caso)  hasta  las  completas. 

2 —  Señales  cereberales:  Estas  hacen  i 
el  diagnóstico  muy  difícil  y están  presen-  • 
tes  frecuentemente  en  tumores  témpora-  t 
les.  Los  defectos  visuales,  sin  embargo, 
ayudan  a localizar  la  lesión. 

Disturbios  sensoriales:  Ocurren  en 
muchas  lesiones  temporales,  en  el  lado  con- 
tralateral. La  anestesia  no  es  marcada. 
Pueden  desarrollar  parálisis  contralateral 
pero  no  marcada.  La  anestesia  puede  afec- 
tar todo  un  lado  o parte.  Este  caso  tuvo 
hemi-anestesia  total  del  lado  derecho  que 
le  duró  14  horas.  Anteriormente  tuvo  lo 
mismo  en  el  lado  izquierdo  que  le  duró 
IV2  y 2(4  horas. 

4 — En  estas  lesiones  puede  observarse 
reflejos  abdominales  ausentes  o reducidos  | 
y reflejos  hiperactivos  a veces  asociados  t 
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''  FIG.  4.  Perimetria  informada  por  el  Dr.  Ricardo  F.  Fernández 
antes  del  tratamiento. 


1 


FIG.  5.  Esquema  de  los  trayectos  ópti- 
cos y radiaciones  ópticas.  La  lesión  estaba 
localizada  en  el  lóbulo  temporal  Izquierdo 
afectando  el  lazo  temporal  de  las  radia- 
ciones ópticas. 


FIG,  6,  Perlmetría  del  paciente  informada  por  el  Dr.  Ricardo  F, 
Fernández,  el  dia  30  de  agosto  4a  1949,  después  del  tratamiento. 
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con  Babinski,  Hoffman  y Clonus.  Este 
paciente  sólo  tuvo  los  reflejos  abdominales 
reducidos  y los  reflejos  patelares  y del 
brazo  hiperactivos  en  el  lado  derecho. 

5 —  Afasia:  Esta  tiene  valor  de  locali- 
zación. Este  paciente  tuvo  una  afasia  de 
nombre,  como  dijera  Eagleton,  quien  con- 
sidera los  disturbios  de  la  palabra  (patog- 
nomónicos).  Estos  casos  no  pueden  pro- 
nunciar palabras  corrientes  — por  ejem- 
plo— el  paciente  por  decir  agua  decía  “qui”. 
Como  el  centro  de  la  palabra  “speach” 
“center”  es  unilateral  ocurre  en  el  lado  iz- 
quierdo en  personas  diestras. 

6 —  No  tuvo  disturbios  auditivos,  ni 
cambios  en  el  sentido  del  gusto  y del  olfa- 
to. 

7 —  Nunca  tuvo  halucinaciones  visua- 
les. Lesiones  temporales  que  afectan  el 
trayecto  óptico  producen  cuadros  bien  for- 
mados y las  del  lóbulo  occipital  son  vagas. 

8 —  Nistagmo:  Nunca  desarrolló  nis- 
tagmo.  Esto  ayudó  a localizar  la  lesión 
en  el  encéfalo  y eliminar  cerebelo.  Clíni- 
camente lesiones  del  cerebelo  con  frecuen- 
cia producen  nistagmo  porque  los  núcleos 
vestibulares  son  sometidos  a presión. 
Cords,  Holmes  y Fox  han  demostrado  que 

COMMENTS  BY  DR. 

The  success  of  Doctor  Durand’s  man- 
agement of  this  most  interesting  case  can 
be  judged  by  the  hale  and  hearty  appear- 
ance of  the  patient. 

Before  the  advent  of  Streptomycin  the 
treatment  of  tuberculomas  which  prod- 
uced cerebral  symptoms  usually  fell  to  the 
role  of  the  neurosurgeon.  In  attempting  to 
remove  these  lesions,  the  frequent  result 
was  a spilling  of  active  bacilli  into  the 
subarachnoid  space  with  the  production 
of  a fatal  tuberculous  meningitis.  Perhaps 
now  better  surgical  results  can  be  antici- 
pated. 


el  nistagmo  no  lo  causa  el  defecto  en  la 
visión.  Este  caso  confirma  esta  observa- 
ción. 

Tratamiento:  Recibió  0.5  Gm.  de  di- 
hidro-estreptomicina  dividida  en  dos  dosis 
diarias,  por  vía  intramuscular,  cada  12 
horas,  por  un  término  de  3 meses. 

RESUMIAN: 

Presentamos  un  caso  de  Tuberculoma 
solitario  afectando  el  lóbulo  temporal  iz- 
quierdo. 

La  di-hidroestreptomicina  es  efectiva 
en  el  tratamiento  de  estas  lesiones. 

No  podemos  afirmar  con  certeza  el 
tiempo  probable  de  tratamiento.  En  este 
caso  usamos  un  total  de  60  gramos  y el 
paciente  continúa  completamente  bien  al 
cabo  de  4 meses  de  observación  frecuente. 
La  perimetría  es  esencial  en  el  diagnóstico 
de  lesiones  del  lóbulo  temporal. 
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NATHAN  RIFKINSON 

In  evaluating  the  merits  of  streptomy- 
c'n  on  the  healing  of  the  tuberculoma  in 
Doctor  Durand’s  case  the  question  comes 
up,  how  we  know  that  a tuberculoma  was 
present  in  the  first  place,  especially  since 
no  air  studies  were  done  and  the  actual 
iR  urological  findings  were  meagre. 

Tuberculomas,  like  tubercles  elsewhere, 
destroy  the  tissue  they  invade  and  only 
when  quite  large,  produce  enough  edema 
about  the  lesion  to  cause  sufficient  in- 
crease in  intracranial  pressure  which  may 
then  be  seen  in  papilledema.  Therefore, 
absence  of  edema  of  the  discs  does  not 
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rule  out  a cerebral  lesion.  Large  tumors 
may  be  present  in  the  cerebral  hemi- 
pheres,  and  as  long  as  they  do  not  en- 
croach on  the  free  flow  of  the  cerebro- 
spinal fluid  papilledema  will  not  occur. 

The  visual  fields  which  show  a partial 
right  quadrantal  defect  would  tend  to 
place  the  lesion  in  the  left  temporal  lobe 
where  a portion  of  the  fibers  of  Meyer’s 
loop  was  probably  encroached  upon.  Fur- 
ther evidence  that  the  lesion  was  in  the 
left  temporal  lobe  is  brought  out  by  the 
fact  that  the  patient  who  is  right  handed, 
developed  a temporary  aphasia,  and  as  in 
a later  description  by  Doctor  Durand,  was 
undoubtedly  a nominal  aphasia. 

The  fact  that  the  aphasia  cleared  up 
quickly  and  the  visual  fields  became  nor- 
mal while  under  treatment  would  indicate 
that  there  was  no  actual  destruction  of  the 
areas  involved  but  that  they  were  en- 
croached upon  by  the  circumscribed  ede- 
ma about  an  active  lesion.  As  the  lesion 
became  quiescent  under  therapy,  the  ede- 
ma decreasd  relieving  the  pressure  on  the 
visual  and  sensory  speech  areas  located  in 
the  temporal  lobe. 

It  is  somewhat  difficult  to  explain  the 
shifting  hypesthesia  from  one  side  of  the 
body  to  the  other  when  we  assume  the 


lesion  to  have  been  in  the  left  temporal 
lobe. 

Frequently  patients  with  cerebral  mani- 
festations are  not  too  reliable  in  their 
answers  when  sensory  examinations  are 
done. 

One  can  imagine  the  progressive  stages 
of  healing  in  the  cerebral  lesion  when  one 
views  the  serial  chests  X-rays  which 
shows  the  clearing  up  of  the  parenchy- 
mal activity. 

It  is  interesting  that  Doctor  Durand 
used  1|2  gram  of  Streptomycin  daily  and 
produced  such  fine  results.  It  probably  in- 
dicates what  has  been  suspected  for  some 
time,  that  the  body  can  utilize  just  so 
much  of  this  expensive  drug,  the  excess 
being  waste. 

It  would  also  be  interesting  to  take 
stereoscopic  x-rays  of  the  skull  in  the  next 
month  or  so,  to  see  whether  healing  of 
the  lesion  has  been  followed  by  calcifica- 
tion. 

Personally,  I have  no  doubt  that  a tu- 
berculoma was  present  in  the  left  tem- 
poral lobe,  probably  one  of  small  size,  and 
that  a cure  has  been  effected.  The  im- 
portance of  this  case  cannot  be  under- 
estimated and  I again  commend  Doctor 
Durand  for  his  most  careful  and  inter- 
esting presentation. 
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ANAL  FIBROSIS 

ITS  SIGNIFICANCE  IN  BENIGN  ANORECTAL  CONDITIONS 

R.  V.  GORSCH,  M.D. 

New'  York,  N.  Y. 


Anal  fibrosis  may  be  an  important 
primary  as  well  as  secondary  factor  in  the 
benign  anorectal  conditions.  The  degree 
of  morbidity  provoked  by  it  is  often  dis- 
regarded, but  it  well  may  be  the  more 
dyskinetic  factor  and  failure  to  evaluate 
its  significance  may  result  in  inadequate 
treatment. 

“Pectenosis” — pectenitis  or  the  pecten 
band  are  the  most  common  forms  of  anal 
fibrosis.  The  etiology  as  well  as  the  exact 
pathological  status  of  these  conditions  is 
however,  controversial. 

In  1919,  Miles, ^ described  a constrict- 
ing band  of  fibrosis  of  the  anal  canal 
which  he  termed  the  pecten  band,  empha- 
sizing its  etiological  significance  to  inter- 
nal hemorrhoids. 

In  1932,  Abel-  described  the  same  con- 
dition in  greater  detail,  and  presented  the 
concept  that  hypertonicity  or  spasm  of 
the  anal  musculature  producing  a passive 
congestion  of  the  anal  canal,  resulted  in 
the  deposition  of  fibrous  tissue,  mainly  in 
the  pecten. 

In  1933,  Mechling,®  commenting  on 
“pectenosis”,  agreed  with  Miles  and  Abel 
as  to  its  organic  nature,  and  described  its 
important  symptomatology,  considering 
surgical  division  of  the  fibrosis  as  pref- 
erably to  dilatation  or  divulsion. 

In  1934,  Morgan,^  emphasized  the  sig- 
nificance of  “pectenosis”  in  minor  ma- 
ladies of  the  anal  region. 

Daniels,^  in  1936,  considered  the  fibro- 
sis of  the  anal  intermuscular  septum  as 
the  essential  pathology  in  “pectenosis”. 

In  1938,  Buie,®  described  and  empha- 


sized the  importance  of  recognizing  the 
contracted  anus  and  stressed  the  etiologic- 
al significance  of  infectious  processes  (in- 
fection of  the  anal  crypts)  which  Miles 
and  Abel  considered  less  important.  Abel, 
in  particular,  emphasized  the  local  passive 
congestion  as  the  more  important  etiolo- 
gical factor  in  the  formation  of  fibrous 
tissue.  In  this  respect  he  differs  with  the 
present  tendency  which  rather  emphasizes 
infections  as  of  more  importance. 

Both  factors  may,  of  course,  be  opera- 
tive and  it  may  be  difficult  to  assess  the 
relative  importance  of  congestion  or  in- 
fection in  the  pathogenesis  of  a particular 
case.  However,  one  is  impressed  with  the 
fact  that  the  majority  of  established  in- 
fectious processes  of  the  anorectal  tissues 
is  associated  with  more  or  less  spasm  and 
fibrosis.  Infection  produces  hyperemia, 
spasm,  passive  congestion,  local  histami- 
nia,  cellular  sludging  and  ultimate  fibro- 
sis. 

Spiesman,'  has  recently  presented  an 
histopathological  and  surgical  study  of 
“pectenosis”  in  which  he  has  attempted 
to  clarify  the  confusion  between  the  nor- 
mal anal  pecten  and  the  pathological  fi- 
brosis “pectenosis”.  (Fig.  1) 

Terminology 

The  following  are  commonly  confused: 
The  pecten  — an  anatomical  term,  refers 
to  that  portion  of  the  anal  canal  between 
the  anorectal  line  above  and  the  anal  in- 
termuscular septum  below. 

“Pectenosis”  or  pectenitis  — a patho- 
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Fig.  1. — Case  2.  Stain  Van  Giesen’s;  L.  P.:  120X. 
Shows  a pecten  band,  2,300  miera  in  thickness 
taken  from  a patient  suffering  from  ana-1  fissure 
and  pectenosis  of  several  years’  duration.  The 
pecten  band  presents  dense  fibrosis. 

(After  Spiesman) 

logical  term,  refers  to  an  intermuscular 
fibrosis  or  a fibrotic  hyperplasia  of  the 
pecten  area,  usually  more  prominent  in 
the  posterior  commissure. 

Pecten  band  — a pathological  term, 
refers  to  a more  or  less  annular  pecteni- 
tis,  producing  a circular  fibrotic  ring,  of 
varying  density,  restricting  anal  dilata- 
tion. It  is  commonly  associated  with  ad- 
vanced hemorrhoidal  disease  and  it  is  an 
etiological  factor  in  hemorrhoidal  strangu- 
lation. 

Contracted  anus,  anal  contraction, 
myositis-sphincterica,  etc.,  are  pathologic- 
al terms,  referring  to  contractions  result- 
ing from  advanced  fibrosis  or  “pecteno- 
sis”. All  of  the  above  mentioned  terms 
refer  essentially  to  varying  degrees  of  the 


same  pathological  process,  regardless  of 
the  basic  etiology. 

Anal  stenosis  — stricture  of  the  anal 
canal  or  anus — pathological  terms,  usual- 
ly refer  to  congenital,  post-operative  or 
malignant  narrowing  of  the  anal  outlet. 

Anatomico-Pathological  Considerations 

The  pecten  refers  to  the  upper  third 
of  the  anal  cahal,  extending  from  the 
dentate,  pectenate,  anorectal,  etc.,  line 
above  to  the  anal  intermuscular  septum 
below.  It  varies  from  5 to  7 mm.  in  length. 

(Fig.  2). 

It  should  be  emphasized  here  that  the 
pecten  includes  the  fibroareolar  tissue  be- 
low the  anoderm.  This  subpecten  tissue, 
is  continuous  with  the  submucosa  of  the 
lower  rectum — the  annulus  hemorrhoidal- 
is,  and  into  it  extend  the  anal  ducts  and 
preformed  anal  glands  which  may  drain 
into  the  bottom  of  the  anal  crypts.  These 
glands  often  extend  out  into  the  substance 
of  the  anal  musculature.  This  subpecten 
tissue  has  been  overlooked  and  the  crypts 
over-emphasized  in  anorectal  disease.  This 
tissue,  the  important  site  for  anal  focal 
infection  and  not  the  crypts,  is  readily  in- 
vaded by  a variety  of  infectious  processes 
involving  the  lower  rectum  and  anal  canal, 
through  rupture  of  the  anoderm  or  through 
the  crypts.  It  is  not  unlikely  that  it  is  also 
invaded  more  often  than  supposed  by  direct 
gravitation  of  the  infectious  process  from 
the  submucosa  of  the  rectum.  The  infec- 
tion once  having  reached  the  subpecten 
tissue  becomes  trapped,  as  it  were,  and 
may  extend  through  the  anal  muscu- 
lature to  the  ischiorectal  tissues,  or  it 
may  extend  directly  below  the  epithelium 
of  the  anal  canal  to  reach  the  perianal 
spaces.  This  is  the  common  pathway  in 
rectal  gonorrhea  and  the  tuberculous  pro- 
cess. The  pecten  tissue  is  particularly  pre- 
disposed to  fibrosis  and  vascular  stasis  at 
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FIO.  2.  The  Pecten.  A.  The  external  anal  sphincter;  B.  The  Levator  or 
Ani  Muscle;  C.  The  Dentate  Line;  D.  The  Intermuscular  Septum.  E.  The 
Anal  Skin. 


the  level  of  the  anal  intermuscular  sep- 
tum because  of  the  prominent  anastomo- 
tic capillaries  from  overlapping  lymphatic 
and  venous  radicals.  The  internal  and  ex- 
ternal hemorrhoidal  plexuses  with  their 
connecting  channels  pass  through  the  pec- 
ten area.  It  is  surrounded  by  the  fibrous 
lower  edge  of  the  internal  sphincter  mus- 
cle, and  the  fibroelastic  extensions  of  the 
longitudinal  muscle.  The  proximity  of  the 
irritating  infectious  processes  to  the  sen- 
sitive dentate  line,  provokes  anorectal 
muscular  spasm  followed  by  vascular  con- 
gestion and  inadequate  lymphatic  drain- 
age. These  constitute  definite  predisposing 
factors  to  a deposition  of  fibrous  tissue. 
The  fibrosis  usually  predominates  in  the 
posterior  commissure  but  may  involve  the 
entire  pecten  area  resulting  in  the  so- 
called  “pecten  band”  or  the  more  or  less 
contracted  anal  canal. 

FIBROSIS  AND  FISSURE 

Fissure-in-ano  is  the  most  common 
anorectal  condition  associated  with  anal 


fibrosis  and  in  which  “pectenosis”  assu- 
mes the  greatest  importance  from  the 
etiological,  pathological,  and  therapeutic 
standpoint.  We  have  already  presented 
our  views  concerning  the  etiology  of  fis- 
sure in  which  we  stressed  the  presence  of 
the  pathological  background  of  fibrosis 
which  fixes  the  posterior  anoderm  and 
the  anorectal  fibrom.uscular  shelf.  These 
factors  offer  an  explanation  for  the  chro- 
nicity  and  the  failure  of  sound  healing  in 
fissure.  There  may  be  some  question  as 
to  whether  the  “pectenosis”  always  pre- 
cedes the  fissure  but  clinically  nevertheless 
we  agree  with  Abel-,  that  it  is  uncommon 
to  find  a chronic  fissure  in  a patient 
without  a pecten  band  or  pectenosis. 

It  is  noteworthy  here  that  once  the 
fissure  becomes  chronic,  with  abscess  and 
sinus  formation,  a secondary  fibrosis  is 
laid  down  which  invades  the  anal  mus- 
culature and  particularly  the  strong  in- 
termuscular septum  posteriorly.  This  is 
very  important  in  the  surgical  treatment 
of  fissure.  It  presents  two  problems  in 
anal  fibrositis. 
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The  elasticity  and  dilatability  of  the 
anal  canal  in  the  chronic  fissure  patient 
are  decreased  to  a greater  or  less  degree 
depending  essentially  on  three  factors — 
the  extent  of  the  pectenosis;  the  secon- 
dary inter-and  intramuscular  fibrosis  and 
the  degree  of  anal  spasm  or  so-called  “hy- 
pertrophy” of  the  anal  musculature,  par- 
ticularly the  subcutaneous  portion. 

The  chronic  fissure  patient  is  a sur- 
gical patient  and  should  be  so  treated.  The 
altogether  too  prevalent  practice  of  making 
the  feces  conform  to  a contracted  anal 
canal  by  the  habitual  use  of  catharsis 
is  substitutive  therapy  promoting  the 
terrors  of  defecation  and  depriving  these 
patients  of  the  desirable  euphoria  fol- 
lowing a complete  and  satisfactory  eva- 
cuation. Moreover  it  predisposes  them  to 
complicating  anorectal  infections  and  re- 
mote gastro-intestinal  disturbances. 

In  the  surgery  of  fissure  we  again 
desire  to  emphasize  the  complete  division 
of  the  subcutaneoua  portion  of  the  external 
sphincter,  incision  or  excision  of  the  pecten 
band  and  the  secondary  fibrosis  as  in- 
dicated, together  with  an  adequate  pos- 
terior skin  drainage  incision  as  the  mini- 
mum essential  steps.  Associated  patholo- 
gical conditions  must  obviously  be  re- 
moved. The  advisability  of  incising  the 
deeper  portions  of  the  external  muscle  or 
the  internal  depends  entirely  on  the  in- 
dications of  the  particular  case  at  hand. 
Experience  must  often  decide  this.  In 
the  chronic  anal  fissure  the  “pectenosis” 
and  secondary  fibrosis  are  the  most  im- 
portant pathology. 

HEMORRHOIDS  AND  ANAL  FIBROSIS 

The  precise  role  which  fibrosis  and 
infection  play  in  the  etiology  of  hemor- 
rhoids is  not  definitely  established. 
Nevertheless  pectenosis  and  hemorrhoids 


are  commonly  associated  and  it  is  not 
unreasonable  to  assume  that  internal 
hemorrhoids  may  result  from  chronic  in- 
fection which  involving  the  submucous 
space  — the  annulus  hemorrhoidalis  — 
gravitates  into  the  pecten  and  anal  mus- 
culature and  produces  fibrosis.  Internal 
hemorrhoids  once  established,  predispose 
to  “pectenosis”  by  chronic  passive  con- 
gestion, irritation,  lymphatic  stasis  and 
reflex  anal  sphincter  spasm.  About  fifty 
per  cent  of  patients  with  pectenosis  have 
internal  hemorrhoids.  Perianal  or  rectal 
suppuration  may  be  initiated  by  chronical- 
ly infected  hemorrhoids. 

When  pectenosis  or  the  pecten  band, 
is  present  it  predisposes  the  hemorrhoids 
to  the  common  complication  of  strangula- 
tion — the  so-called  “attack  of  piles”  — 
in  which  prolapse,  thrombosis,  edema,  pain 
and  anal  spasm  are  prominent  features. 

It  should  be  emphasized  here  that  a 
“pectenosis”  particularly  a “pecten  band” 
is  a definite  contra-indication  to  the  in- 
jection treatment  of  hemorrhoids  and 
conversely  the  incision  of  the  pecten  band 
is  a sine  qua  non  to  a satisfactory  and 
complete  hemorrhoidectomy.  Several  proc- 
tologists routinely  incise  the  anal  muscula- 
ture in  the  posterior  commissure  following 
a hemorrhoidectomy.  This  incision  should 
include  any  “pectenosis”  and  when  indi- 
cated is  sound  surgery. 

In  the  surgical  removal  of  hemorrhoids 
the  pecten  band  may  prevent  adequate 
and  satisfactory  exposure  and  it  is  often 
only  after  division  of  the  band  that  the 
entire  hemorrhoidal  masses  are  completely 
visualized  and  surgically  exposed.  One 
should  never  hesitate  to  incise  the  anal 
musculature  and/or  the  pecten  band  to 
secure  adequate  and  satisfactory  exposure 
of  the  hemorrhoids.  In  these  cases  divul- 
sion  and  efforts  directed  to  stretch  the 
pecten  band  are  contra-indicated,  and  only 
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increase  the  fibrosis  and  the  anal  contrac- 
tion. 

A failure  to  recognize  the  pecten  band 
in  the  performance  of  a hemorrhoidectomy 
may  result  in  post-operative  stricture  since 
the  trauma  of  the  operation  itself  some- 
times also  unduly  narrows  the  anal  canal, 
particularly  in  the  so-called  “proctoplastic 
type”  of  hemorrhoidectomy. 

“Pectenosis”  may  likewise  be  a factor 
in  provoking  excessive  intra-abdominal 
pressure  in  the  act  of  traumatic  defeca- 
tion. 

FISTULA  AND  FIBROSIS 

More  speculation  than  exact  knowledge 
exists  concerning  the  true  sites  of  origin 
and  the  concise  tissue  routes  traversed 
by  infectious  processes  in  the  patholysis 
of  the  various  perianal  and  perirectal  sup- 
purative processes  with  their  usual  re- 
sulting fistula  formation.  This  applies  in 
particular  to  the  tuberculous  fistula  and 
those  fistula-in-ano  presumably  arising 
from  infections  in  the  genito-urinary  or- 
gans, which  may  finally  rupture  into  the 
anal  canal  or  rectum. 

However,  this  may  be,  in  those  fistula 
of  definite  enterogenous  origin  there  is 
little  doubt  and  repeated  clinical  confir- 
mation that  the  infectious  process  usually 
traverses  the  anal  musculature  to  reach  the 
perianal  spaces.  Infection  reaches  the 
pecten,  as  already  noted,  through  the  re- 
cesses of  the  crypts,  by  direct  penetration 
through  the  anal  epithelium  or  which  we 
consider  also  important  by  gravitation 
from  the  submucosa  of  the  rectum.  The 
ducts,  not  the  crypts,  and  the  preformed 
anal  glands,  the  lymphatics,  and  the  peri- 
vascular interstices  we  consider  the  im- 
portant sites  of  bacterial  invasion. 

Involvement  of  the  pecten  to  a greater 
or  less  degree  is  one  of  the  important 


stages  in  the  patholysis  of  fistulae  and 
the  great  majority  of  demonstrable  inter- 
nal openings  of  fistulae,  are  unquestiona- 
bly found  posteriorly,  at  the  level  of  the 
intermuscular  septum  where  the  fascial 
prolongations  are  prominent  and  where 
the  larger  ducts  and  blood  vessels  reach 
the  pecten  area. 

Fibrosis  is  an  extremely  important 
consideration  in  fistula  surgery.  Excision 
or  at  least  incision  of  the  inner  terminal 
portion  of  the  fistulous  track  through  the 
pecten  and  the  anal  musculature  or  the 
intermuscular  septum  is  the  most  im- 
portant step.  Futile  attempts  to  find  the 
internal  opening  immediately  increase  the 
chances  for  recurrence.  The  pectal  patho- 
logy of  fistula  would  seem  to  indicate  that 
complete  excision  of  the  fistulous  track 
may  be  a more  rational  procedure  than  is 
incision.  Excision  increases  the  chances 
of  directly  observing  the  relation  of  the 
internal  opening  to  the  anorectal  mus- 
culature — the  most  important  and  es- 
sential point  in  fistula  surgery.  It  likewise 
increases  the  opportunity  of  observing 
possible  off-shoots  and  sidetracks,  later- 
ally or  below  the  rectal  mucosa  or  else- 
where. 

Once  the  pecten  tissues  have  been  in- 
vaded the  infection  may  burrow  around 
the  anal  canal  and  finally  traverse  the 
musculature  at  a different  point.  This 
may  explain  the  tortuosity  sometimes  en- 
countered in  fistulae  and  it  would  seem 
to  emphasize  that  a careful  preoperative 
inspection  and  a meticulous  palpatory  as 
well  as  steroscopic  x-ray  examination, 
should  sometimes  precede  fistula  surgery. 

The  recurrence  of  fistula  always  adds 
a further  surgical  barrier  of  fibrosis  to 
the  original  “pectenosis”  and  increases  the 
difficulty  of  delineating  the  true  and  ori- 
ginal internal  opening,  predisposing  to 
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further  recurrence  and  sometimes  to  in- 
continence and  inoperability. 

ANAL  FIBROSIS  AND  PRURITUS  ANI 

Pruritus  ani  is  still  one  of  the  proctolo- 
gic enigma  and  the  innumerable  conditions 
mentioned  as  possible  etiological  factors 
attest  to  the  difficulties  of  the  problem. 
The  term  pruritus  is  a poor  one  since  it 
offers  nothing  toward  the  pathogenesis. 
Clinically  one  is  often  impressed  with  the 
marked  skin  changes  in  certain  individuals 
entirely  free  of  itching,  and  vice-versa. 
This  applies  also  to  associated  anorectal 
pathology  and  one  must  not  wax  too  en- 
thusiastic about  curing  the  pruritus  ani 
patient  with  surgery. 

Many  cases  have  a hypersensitivity 
(allergy)  of  the  perianal  skin  and  anoderm 
in  which  histamine  or  histamine-like 
bodies  produce  the  pruritus  and  the  atopic 
dermal  changes. 

The  precise  role  which  anal  fibrosis  or 
“pectenosis”  plays  in  the  particular  pruri- 
tus case  is  difficult  to  evaluate.  Theoreti- 
cally, they  predispose  to  pruritus  through 
venous  congestion,  infection,  local  hista- 
minia,  muscular  hypertonicity  and  glan- 
dular hyperactivity.  Some  patients  have 
all  of  these  with  no  pruritus.  Pruritus 
is  often  considered  a symptom  of  “pec- 
tenosis”. 

In  our  experience  the  pruritic  patients 
with  a definite  chronic  anal  fissure  with 
“pectenosis”  are  frequently  relieved  by 
surgical  excision  of  the  fissure  with 
sphincterotomy.  Abel  states  that  “when 
no  other  pathological  condition  exists  in 
the  rectum  pruritus  of  these  patients  may 
be  cured  by  performing  the  operation  of 
“pectenotomy”. 

Differential  Diagnosis 

It  is  of  considerable  surgical  importan- 
ce to  carefully  differentiate  and  evaluate 


between  true  advanced  anal  fibrosis  or 
“the  contracted  anus”  and  chronic  sphinc- 
ter spasm  alone.  The  latter  condition  is 
very  commonly  found  in  the  ulcer  type 
patient  — the  so-called  sympatheticotonic 
or  spasmophilic  individual — and  is  usually 
amenable  to  medical  measures  in  the  ab- 
sence of  other  anorectal  pathology. 

Chronic  anal  and  levator  spasm  al- 
though entirely  functional,  may  never- 
theless provoke  a high  degree  of  anal  obs- 
truction which  if  long  continued  produces 
the  chronic  congestion,  stasis  and  ultimate 
fibrosis  or  “pectenosis”  as  described  by 
Abel. 

The  anorectal  musculature  is  highly 
responsive  to  emotional  psychogenic  sti- 
muli particularly  anxieties  and  frustra- 
tions of  a sexual  nature  and  some  individ- 
uals are  habitually  “anal  spastics”.  Spasm 
may  primarily  involve  the  internal  sphinc- 
ter, a common  finding  in  the  so-called 
“irritable  colon”,  spastic  colon  or  “mucous 
colitis  syndrome”.  These  patients  are 
“pre-neurotics”. 

Surgery  should  be  carefully  considered 
in  this  type  of  patient.  The  infection  of 
an  oil  soluble  anesthetic  (anucaine)  with 
gentle  dilatation  should  be  tried  before 
radical  measures  are  advised. 

Moreover  a simple  anesthesia  of  the 
anal  sphincters  may  settle  the  differential 
between  actual  organic  fibrosis  of  the  anal 
canal  and  a functional  contraction  or 
stenosis. 

Treatment 

Fibrosis  of  the  anal  canal  may  provoke 
a high  degree  of  defecatory  dyskinesia 
with  secondary  neuroses.  Its  treatment  is 
not  always  simple. 

The  extent  of  the  anal  fibrosis,  signi- 
ficant to  the  selected  therapy,  particularly 
in  fissure  and  hemorrhoids  requires  care- 
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ful  evaluation.  A simple  so-called  “pec- 
tenotomy”  is  commonly  recommended  in 
fissure  surgery.  In  some  cases  this  sim- 
ple division  may  be  sufficient.  However, 
we  consider  that  complete  division  of  the 
subcutaneous  portion  of  the  external 
sphincter  muscle  is  indispensable  to  ade- 
quate drainage,  sphincter  relaxation  and 
to  the  prevention  of  a recurrence  of  fis- 
sure. In  the  occasional  case  of  advanced 
anal  contraction  or  stenosis,  usually  fol- 
lowing surgery,  division  of  all  the  fibrous 
tissue  and  musculature  to  the  puborectalis 
loiTCil  is  sometimes  necessary. 

"^ivulsion  is  not  recommended.  It 
violates  basic  principles  of  adequate  drai- 
vffv'e.  It  may  in  some  cases  be  considered 
satisfactory  but  the  incidental  trauma,  not 
easy  to  judge,  may  actually  increase  sub- 
sequent fibrosis.  In  elderly  patients  divul- 
sion  has  been  followed  by  permanent  in- 
continence. 

When  surgery  is  contra-indicated, 
gradual  dilatation  following  the  injection 
of  an  oil  soluble  anesthetic  (anucaine)  is  a 
useful  procedure.  In  the  rectal  neurotic 
and  so-called  spasmophiliac  it  preferably 
should  be  the  treatment  of  choice. 

In  hemorrhoidal  surgery,  division  of 
the  “pecten  band”  is  essential  for  adequate 
operative  exposure.  Complete  division  of 


the  subcutaneous  sphincter  either  pos- 
teriorly or  in  line  with  one  of  the  lateral 
hemorrhoidal  stumps  may  be  the  more 
important  part  of  the  operation. 

SUMMARY 

1.  The  terminology  and  patholysis  of 
anal  fibrosis  (pectenosis)  has  been  discus- 
sed. 

2.  Adequate  evaluation  of  anal  fibro- 
sis in  the  etiology  and  treatment  of  the 
commoner  anorectal  conditions  has  been 
stressed. 
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EL  USO  DEL  NEUMOPERITONEO  EN  LAS  GRANDES 

EVENTRACIONES* 

ANTONIO  H.  SUSONI,  M.D. 

Areciio,  P.  R. 


La  reparación  de  las  grandes  eventra- 
ciones  cualquiera  que  sea  su  origen,  cons- 
tituye uno  de  los  problemas  más  arduos 
con  que  se  confronta  el  cirujano.  Las  fas- 
cias  y músculos  se  retraen  en  tal  forma 
que  crean  a veces  una  brecha  de  tal  mag- 
nitud que  la  aproximación  de  estas  estruc- 
turas es  frecuentemente  imposible,  y cuan- 
do se  consigue  es  a costa  de  establecer  un 
aumento  peligroso  de  la  presión  intra-ab- 
dominal.  Los  órganos  que  habían  abando- 
nado por  un  tiempo  más  o menos  largo  la 
cavidad  peritoneal  propiamente  dicho,  al 
ser  devueltos  a ésta  lo  hacen,  podríamos 
decir,  bajo  protesta  activa,  estableciendo 
en  la  cavidad  celíaca  una  verdadera  pug- 
na por  ocupar  el  mayor  espacio  posible  y 
esto  en  detrimento  desde  luego  de  los  de- 
más órganos  abdominales  y torácicos.  Co- 
mo consecuencia  puede  sobrevenir  un  defi- 
cit cardio-vásculo-respiratorio  que  acarree 
un  desenlace  fatal.  Por  otra  parte  en  los 
casos  favorables  donde  los  resultados  no 
son  mortales,  la  recidiva  es  casi  siempre 
la  secuela  más  frecuente,  especialmente 
cuando  hay  que  operar  en  estado  de  incar- 
ceración  o estrangulación. 

El  neumoperitoneo  como  tratamiento 
preoperatorio  ha  venido  a resolver  este  di- 
fícil y grave  problema.  Este  procedimien- 
to lo  preconizó  por  primera  vez  un  ciruja- 
no argentino,  el  Dr.  Iván  Goñí  Moreno  en 
el  año  1940.  Seis  años  más  tarde  presen- 
tó un  brillante  trabajo  ante  la  Academia 
Argentina  de  Cirujanos,  en  donde  mencio- 
na la  experiencia  propia  en  un  número 
relativamente  grande  de  pacientes,  e in- 

•  Presentado  durante  la  asamblea  anual  de 
la  Asociación  Médica  del  Distrito  de  Areclbo  ce- 
lebrada el  domingo,  23  de  octubre  de  1949, 


cluye  en  su  artículo  los  resultados  obteni- 
dos por  cirujanos  argentinos,  sudamerica- 
nos, europeos  y norteamericanos  que  uti- 
lizaron este  método  luego  de  conocer  su 
comunicación  preliminar  del  año  1940.  To- 
dos estos  cirujanos  encomian  la  técnica  y 
demuestran  con  los  resultados  que  obtu- 
vieron respectivamente,  el  valor  inestima- 
ble de  este  tratamiento  preoperatorio. 

En  mi  viaje  por  la  República  Argentina 
en  1946  tuve  la  ocasión  de  conocer  perso- 
nalmente al  Dr.  Iván  G.  Moreno,  quien  me 
informó  del  trabajo  que  acababa  de  pu- 
blicar. Ofreció  darme  una  copia  de  su 
publicación  pero  por  estar  yo  en  vísperas 
de  viaje  me  fué  imposible  volver  a visi- 
tarlo como  me  había  comprometido.  Hago 
esta  aclaración  porque  como  verán  más 
adelante  cuando  utilicé  su  procedimiento 
desconocía  completamente  la  técnica  según 
la  recomendaba  su  autor.  Sin  embargo,  a 
pesar  de  que  no  nos  ajustamos  a las  can- 
tidades de  aire  que  él  recomienda  ni  la 
forma  y manera  de  determinar  el  momen- 
to oportuno  para  la  intervención,  obtuvi- 
mos excelentes  resultados. 

De  acuerdo  con  el  Dr.  Goñi  Moreno:  La 
cantidad  de  aire  que  se  debe  inyectar  en 
la  primera  sesión  de  neumoperitoneo  no 
debe  sobrepasar  1500  cc  y hace  la  salvedad 
de  que  algunos  pacientes  apenas  toleran 
más  de  500  cc  en  ninguna  de  las  sesiones  y 
él  considera  esta  circunstancia  como  una 
contraindicación  para  la  operación.  Por 
consiguiente,  el  neumoperitoneo  tiene  un 
valor  de  prueba  para  determinar  la  opera- 
bilidad  del  caso.  Usualmente  se  aumenta 
progresivamente  la  cantidad  de  aire  hasta 
llegar  a 5 o 6 litros  por  sesión  de  insufla- 
ción, las  cuales  serán  repetidas  semanal- 
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mente.  El  momento  oportuno  para  la  in- 
tervención quirúrgica  lo  determina  a base 
de  la  estabilización  de  los  registros  espiro- 
métricos  y del  aflojamiento  de  la  tensión 
músculoaponeurótica.  En  ese  momento 
dice  el  Dr.  Goñi  Moreno  que  es  posible 
comparar  después  de  las  sucesivas  sesio- 
nes de  neumoperitoneo  el  aflojamiento 
progresivo  a nivel  de  los  flancos.  La  es- 
tabilización de  los  registros  espirométri- 
cos  indican  como  muy  bien  expresa  el  au- 
tor la  reactivación  de  la  función  respirato- 
ria, ya  que  a pesar  de  que  el  aire  a cierta 
presión  impide  la  amplitud  de  los  movi- 
mientos diafragmáticos,  la  curva  de  la  ca- 
pacidad vital  tiende  a estabilizarse  después 
de  algunas  insuflaciones  de  aire. 

Para  ser  breve  voy  a mencionar  los 
datos  más  importantes  del  caso  que  voy 
a presentarles. 

Se  trata  de  la  señora  J.  K.,  obesa,  de 
60  años  de  edad,  residente  en  Arecibo,  P. 
R.,  quien  en  el  año  1940  fué  operada  por 
un  distinguido  compañero  de  San  Juan, 
P.  R.,  habiéndosele  practicado  una  perineo- 
rrafia,  colporrafia  anterior,  extirpación  de 
un  quiste  ovárico  derecho,  y fijación  uteri- 
na. Poco  tiempo  después  desarrolló  una 
hernia  incisional  que  progresivamente  fué 
transformándose  en  una  verdadera  even- 
tración.  En  varias  ocasiones  tuvo  fenóme- 
nos de  incarceramiento,  pero  pudieron  ser 
tratados  conservadoramente.  En  enero  1945 
a las  10:30  P.  M.  fué  llevada  a la  Clínica 
Dr.  Susoni  con  una  incarceración  de  10  ho- 
ras de  duración.  Fué  intervenida  de  emer- 
gencia y a pesar  de  que  pudo  cerrarse  la 
herida  por  planos,  se  reprodujo  la  hernia 
nuevamente.  Se  le  recomendó  se  operase 
antes  de  que  se  repitiera  el  episodio  de  atas- 
camiento, sin  embargo  no  se  decidió  por  la 
intervención.  En  febrero  1947  nuevamen- 
te sufrió  otro  accidente  similar.  Esta  vez 
estuvimos  a punto  de  resecar  dos  asas 
intestinales,  pero  luego  de  aplicarle  com- 


presas húmedas  de  suero  salino  tibio,  ob- 
servamos que  tenían  suficiente  circulación. 
Se  encontró  asas  intestinales  adheridas 
entre  sí,  segmentos  del  omento  mayor 
también  se  hallaban  adheridos  al  saco  y al 
peritoneo  parietal.  Conseguimos  cerrar 
la  brecha  no  obstante  de  tener  proporcio- 
nes alarmantes,  pero  sin  éxito  ulterior.  La 
eventración  volvió  a repetirse. 

Como  esta  vez,  luego  de  haber  sido 
dada  de  alta  la  paciente  venía  sintiéndose 
cada  vez  peor,  decidió  dejarse  operar  en 
frío.  Le  aconsejé  tratamiento  con  el  neu- 
moperitoneo y con  ese  fin  se  la  envié  al 
distinguido  compañero  Dr.  Rodríguez  Pas- 
tor, quien  a su  vez  la  puso  en  manos  del 
compañero  Dr.  J.  Arruza. 

En  Octubre  10,  1947  le  inyectó  500  cc 
de  aire. 

Octubre  13,  1947  700cc. 

Octubre  15,  1947  SOOcc. 

Octubre  17,  1947  950cc. 

Octubre  27,  1947  900cc. 

Noviembre  1,  1947  lOOOcc. 

Noviembre  8,  1947  llOOcc. 

Noviembre  15,  1947  llOOcc. 

Debo  manifestarles  que  esta  señora  en 
sus  últimas  cuatro  aplicaciones  iba  a San 
Juan  y regresaba  a Arecibo  en  un  “jeep”, 
que  era  el  único  medio  de  transportación 
que  disponía.  La  paciente  interrumpió  el 
tratamiento  por  las  molestias  que  esto  le 
ocasionaba,  y cuando  me  enteré  ya  habían 
pasado  15  días  de  su  última  sesión.  A 
pesar  de  ello  decidimos  operarla  y el  día 
30  de  noviembre  procedimos  a ello.  Abri- 
mos el  vientre  y con  gran  sorpresa  nuestra 
no  encontramos  adherencia  de  clase  algu- 
na, las  asas  intestinales  estaban  contraídas 
y libres,  el  meso  delgado  y en  parte  trans- 
lúcido. Nos  dió  la  impresión  de  que  aquel 
vientre  era  demasiado  grande  para  su  con- 
tenido, por  cuya  razón  nos  fué  sorprenden- 
temente fácil  imbricar  las  estructuras  apo- 
neuróticas. 
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El  curso  post-operatorio  fué  satisfac- 
torio con  excepción  del  primer  y segundo 
día  que  estuvo  un  poco  disnéica  e intran- 
quila, sin  embargo  el  vientre  se  mantuvo 
flácido  y sin  distención.  Al  octavo  día  se 
le  removieron  las  suturas,  pero  encontra- 
mos que  había  secreciones  serosas  de  color 
amarillo  opalino  bastante  abundantes  al 
extremo  que  llegué  a pensar  en  una  fís- 
tula vesical.  Dichas  secreciones  duraron 
algún  tiempo  pero  me  convencí  de  que  se 
trataba  más  bien  de  una  licuación  del  te- 
jido adiposo,  quizás  debido  a trastornos 
circulatorios  ocasionados  por  la  extensa  di- 
sección que  hubo  que  realizarse  para  disec- 
tar  las  estructuras  aponeuróticas. 

Fué  dada  de  alta  el  día  16  de  enero  de 
1948  y sigue  muy  bien  hasta  la  fecha. 

Resumiendo  lo  antes  dicho  podemos 
concluir  que  el  procedimiento  del  neumo- 
peritoneo  como  tratamiento  preoperatorio 
simplifica  grandemente  la  técnica  en  las 
eventraciones  de  grandes  proporciones. 

Creemos  estar  autorizados  a pensar  que 
la  absorción  del  tejido  adiposo  visceral  tie- 
ne relación  con  las  insuflaciones  de  aire 


en  la  cavidad  abdominal.  También  es  con- 
veniente señalar  que  la  presión  dentro  del 
vientre  producida  por  el  neumoperitoneo, 
se  opone  a la  distención  de  las  asas  intes- 
tinales por  los  gases,  permitiendo  que  el 
tono  de  sus  fibras  musculares  sea  sufi- 
ciente para  contrarrestar  la  distención  de 
estas  visceras.  De  ser  constante  esta  ob- 
servación creemos  contribuye  al  éxito  de 
este  método. 

Me  permito  llamar  la  atención  también 
al  hecho  de  que  no  se  encontró  adheren- 
cias en  el  vientre  de  esta  paciente,  a pesar 
de  haber  sido  intervenida  en  varias  ocasio- 
nes y aunque  es  difícil  suponer  que  el  neu- 
moperitoneo pueda  haber  sido  responsable 
de  este  feliz  hallazgo,  es  sin  embargo  con- 
veniente tenerlo  en  consideración. 

Debo  señalar  nuevamiente  que  de  acuer- 
do con  los  resultados  que  obtuvimos  en  es- 
te caso  y que  son  comparables  con  los  ya 
publicados  por  otros  autores,  podemos  de- 
cir que  no  es  necesario  insuflar  grandes 
cantidades  de  aire  para  obtener  resulta- 
dos excelentes. 
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SULPHYDRYL  IN  EYE  BURN 

ANDRES  MONTALVO,  M.D. 

Santurce,  Puerto  Rico 


During  the  past  two  decades  there 
have  been  published  in  the  medical  litera- 
ture sundry  reports  on  the  experimental 
use  of  sulphydryl  solutions  as  a healing 
agent. 

A search  for  better  healing  stimulants 
has  been  undertaken  by  numerous  invest- 
igators for  many  years.  In  1919  Clark^  re- 
ported on  the  importance  of  proteins  in 
healing.  Among  some  later  works  on  this 
line,  we  may  recall  the  experiments  done 
by  Harvey  and  Howes^  which  established 
the  fact  that  fibroplasia  is  markedly  in- 
creased by  a high  protein  diet,  although 
its  initiation  is  not  affected  by  such  a re- 
gimen. Later  on,  vitamin  C was  ascribed 
also  an  important  role  in  wound  healing 

The  topical  use  of  countless  chemical 
agents  and  substances  to  promote  healing 
have  had  their  periodical  advocates.  Rein- 
man® in  1930,  and  later  on  Brunsting  and 
Simonsen,^  reported  on  the  use  of  certain 
sulphydryl-containing  compounds  as  heal- 
ing stimulants.  Sutton®  in  1937  confirmed 
the  assertions  presented  by  the  above. 

In  the  oxidation-reduction  processes  of 
living  cells,  proteins  containing  sulphur- 
bearing amino  acids  have  been  accepted 
to  play  an  important  role.  For  example,  in 
the  oxidation  of  cysteine  [SHCH2CH  (NHo) 
COOH]  to  cystine  [HOOC(NH2)CHCH2 
S-SCH2CH(NH2)C00H]  the  sulphydryl 
radical  (SH)  is  oxidized  to  a disulfide 
(-S-S).  The  tripeptide  glutathione,  which 
is  present  in  most  living  cells,  yields  glu- 
tamic acid,  cystein  and  glycine  when  sub- 
jected to  hydrolysis.  The  role  of  glutathio- 
ne as  a catalyst  in  oxidation  reactions  in 
nature  is  believed  to  be  connected  with 


the  change  of  the  sulphydryl  group  to  the 
disulfide  form. 

In  corneal  respiration,  the  sulphydryl 
radical  of  amino  acids  is  accepted  to  be  of 
primordial  importance  in  the  mobilization 
of  oxygen.®  With  such  a physico-chemical 
and  physiological  background,  the  use  of 
sulphydryl  solutions  to  promote  healing 
can  at  least  be  theoretically  sound.  Accu- 
mulated experimental  works  indicate  that 
theory  in  this  case  is  practicable. 

Dr.  H.  S.  Kuhn'^  presented  an  excel- 
lent report  on  this  subject.  This  investiga- 
tor demonstrated  the  practical  value  of 
sulphydryl  solution  for  the  treatment  of 
eye  burns.  During  our  stay  at  Dr.  Kuhn’s 
Clinic  last  year,  we  had  the  privilege  of 
taking  part  in  the  use  of  a sulphydryl  so- 
lution to  treat  burns  of  the  eyes  and  ad- 
nexa. During  the  past  year.  Dr.  J.  L.  Mon- 
talvo Guenard  and  the  author  of  this 
paper,  have  been  using  in  their  private 
practice  a similar  therapeutical  technique 
for  such  accidents,  with  a supply  of  a so- 
lution containing  sulphydryl,  which  was 
kindly  given  to  the  author  by  Dr.  Kuhn, 
for  use  in  Puerto  Rico. 

Our  experience  with  sulphydryl  solu- 
tion treatment  for  chemical  and/or  ther- 
mal burns  of  the  eye  and  adnexa  has 
amounted  to  20  cases  only.  The  applica- 
tion of  this  therapy  has  yielded  far  bet- 
ter results  in  our  hands  than  any  other 
previously  used  method.  The  effective- 
ness of  such  treatment  comprises  a mark- 
ed reduction  in  the  duration  of  the  acute 
disability  period,  as  well  as  a reduction 
in  final  disabilities.  This  is  evaluated  upon 
comparison  with  similar  cases  treated  by 
us  (and  observed  elsewhere)  with  pro- 
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viously  used  routines.  An  extensive  inves- 
tigation with  controlled  studies  and  accu- 
mulation of  statistical  data,  can  only  be 
carried  out  adequately  in  large  public 
service  institutions.  Institutions  such  as 
contract  hospitals  for  workmen  compensa- 
tion cases,  or  the  charity  hospitals  in 
Puerto  Rico,  have  the  opportunity  to  ad- 
mit a high  number  of  eye  burn  cases  and 
are  consequently  in  an  ideal  position  to 
undertake  large  scale  studies  of  such 
treatment,  provided  of  course,  that  it  is 
instituted. 

Sulphydryl  solution  will  probably  be- 
come sooner  or  later  a part  of  the  thera- 
peutic armamentarium  of  active  general 
practitioners  in  the  United  States  and 
Puerto  Rico.  It  is  our  purpose  to  present 
to  this  group  of  our  medical  profession 
some  points  which  we  consider  of  interest 
and  of  great  importance  in  the  application 
of  this  therapeutical  agent  in  eye  burn 
cases.  Undoubtedly,  a good  number  of  eye 
burns  can  be  successfully  treated  with  sul- 
phydryl solution  by  the  general  practitio- 
ners. At  least,  such  cases,  or  any  other 
of  a more  serious  nature,  may  have  the 
benefit  of  receiving  the  best  available  first 
step  toward  a definitive  treatment,  which 
should  logically  be  continued  by  the  oph- 
thalmologist. 

Certain  advanced  information  on  this 
new  therapy  will  prepare  the  way  for  the 
advent  of  its  generalized  use,  and  will  also 
tend  to  stress  uniformity  in  its  applica- 
tion. 

We  used  in  our  cases  the  recommended 
1:20  dilution  in  castor  oil  of  concentrated 
HYDROSULPHOSOL  (T.M.  Reg.  U.  S. 
Pat.  Office  for  E.  C.  Lientz  and  Co.,  Inc.), 
prepared  from  a stock  of  the  concentrate. 
HYDROSULPHOSOL  is  a solution  of  or- 
ganic sulphur  complexes  bearing  sulphy- 
dryl. Although  it  is  chemically  a solution, 
it  has  been  reported  to  be  a supersatura- 


ted one  which  liberates  colloidal  sulphur.'^ 
These  chemical  facts  probably  offer  an  ex- 
planation for  the  name  given  to  the  pro- 
duct. That  is,  HYDROSULPHOSOL,  for 
sake  of  simplicity,  can  be  considered  as  a 
“sol”  (colloidal  dispersion)  of  sulphur 
containing  complexes  carrying  the  sulphy- 
dryl radical:  a sulphydryl-“sol”,  or  a hy- 
drosulpho-“sol”.  This  is  purely  a personal 
assumption  which  might  not  be  correct. 
The  stress  given  to  this  point  will  be  ex- 
plained below. 

To  clarify  any  possible  doubts  that 
might  be  in  the  minds  of  our  bilingual 
medical  profession  as  to  the  chemical  na- 
ture of  this  product,  due  to  innate  pecu- 
larities  in  our  phonetics,  we  consider  that 
a brief  discussion  of  some  of  the  medical- 
ly used  sulfonamides  is  in  order  at  this 
point.  The  sulfonamides  are  basically  ami- 
ne derivaties  of  p-amino  benzene  sulfonic 
acid  (H2N-C6H4-S020H).  Sulfanilamide 
(H2N-C6H4‘S02NH2)  is  its  primary  amine 
derivative,  Sulfapyridine  has  a pyridine 
ring  substituting  one  hydrogen  atom  of 
sulfanilamide  and  its  formula  can  be  ex- 
pressed as  2-para  aminobenzene  sulfona- 
midopyridine  (H2N'C6H4  ‘SOaNH'CsHsN). 
In  sulfathiazole  the  pyridine  ring  of  sul- 
fapyridine is  substituted  by  a thiazole 
ring  (having  sulphur  and  azo  components) 
and  its  formula  may  be  expressed  as  2- 
para-aminobenzene  sulfamidothiazole  (Hj 
N-CgH4-S02NH-SCH3N). 

It  can  thus  be  readily  deducted  that 
these  sulfonamides  have  distinct  and  indi- 
vidual physico-chemical  properties  as  a 
group  which  are  quite  different  from  the 
characteristics  and  properties  of  the  sul- 
phydryl solution  named  Hydrosulphosol. 
This  product  is  used  as  a healing  pro- 
moter and  it  has  not  been  presented  as 
having  either  bactericidal  or  bacteriosta- 
tic properties. 

After  having  thus  described  briefly 


338 


BOLETIN  DE  LA  ASOCIACION  MEDICA  DE  PUERTO  RICO 


the  physico-chemical  nature  of  the  sulphy- 
dryl  solution  under  discussion  and  stres- 
sed upon  its  sole  use  as  a healing  pro- 
moter, a discussion  on  its  actual  use  in 
chemical  and/or  thermal  burns  of  the  eye 
adnexa  will  follow. 

As  is  the  case  with  any  other  thera- 
peutic agent,  its  effectiveness  is  enhanced 
with  the  application  of  certain  basic  pre- 
requisites. Therefore,  proper  first  aid 
treatment,  proper  handling  of  the  dam- 
aged tissues,  and  the  use  of  adequate  bac- 
teriostatic measures  are  all  of  paramount 
importance. 

Free  use  of  water  is  the  ideal  first 
aid  measure  in  these  cases.  Industries 
with  definite  eye  burn  hazards  should 
have  at  hand  eye  irrigating  units  (eg. 
Benson  Unit).  Running  water  flowing 
over  the  injured  tissues  for  15-20  minutes 
has  saved  many  eyes.  Attempts  to  neutra- 
lize chemically  the  insulting  agent  has 
been  long  ago  discarded  as  useless.  At  all 
times,  these  cases  should  be  treated  dili- 
gently and  with  extreme  gentleness  to 
the  injured  tissues.  The  presence  of  in- 
fection calls  for  extra  care,  as  Hydrosul- 
phosol  is  not  antiseptic  nor  bacteriostatic. 
In  case  of  infection,  the  local  use  of  a 30% 
solution  of  sodium  sulfacetimide  is  recom- 
mended. The  use  of  bacteriostatic  agents 
in  ointment  base  is  not  of  our  preference, 
but  this  assertion  would  imply  a prolon- 
ged digression  which  we  do  not  intend  to 
make  in  this  paper. 

Patients  suffering  from  eye  burns  are 
almost  invariably  under  severe  emotional 
distress  because  of  pain  and  fear  of  losing 
eyesight.  A few  words  of  reassurance  will 
be  greatly  helpful.  A topical  anesthetic 
agent  such  as  pontocain,  butyn,  etc., 
should  be  instilled  as  soon  as  possible.  Al- 
most invariably,  a mydriatic  drug  (homa- 
tropine,  atropine)  should  follow.  With  the 
patient  reclined  face  up  and  in  a hori- 


zontal plane,  the  conjunctival  sac  is  then 
completely  filled  with  the  1:20  Hydrosul- 
phosol  solution  in  castor  oil,  and  the  ad- 
jacent burned  skin  is  painted  gently  and 
thoroughly  with  the  solution.  A pressure 
bandage  is  then  applied. 

This  treatment  will  suffice  in  mild 
cases  and  can  be  repeated  every  24  hours, 
if  necessary.  More  severe  cases  require 
shorter  intervals  between  treatments.  As 
it  was  mentioned  above,  the  application 
of  this  simple  technique  is  at  present  the 
best  definitive  treatment  available  for 
minor  eye  burn  cases,  or  at  least,  it  re- 
presents the  best  initiation  of  such  a 
treatment  in  more  severe  cases,  which  re- 
quire extra  care  by  an  ophthalmologist. 

Mild  cases  respond  fast  to  this  therapy, 
requiring  in  many  instances  just  one 
treatment.  Pain  is  surprisingly  eased  in 
a short  time.  The  use  of  analgesic  drugs 
is  thus  markedly  minimized.  Invariably 
this  therapy  will  stand  as  a time  saver, 
insuring  lower  incidence  of  complications 
and  a decrease  in  disabilities. 

SUMMARY 

1 —  The  use  of  a sulphydryl  solution 
(Hydrosulphosol)  as  a healing  agent  for 
the  treatment  of  burns  of  the  eyes  and 
adnexa  has  been  pi'esented  to  the  medical 
profession  of  Puerto  Rico. 

2 —  The  physico-chemical  nature  of 
this  product  has  been  briefly  covered.  A 
comparison  between  Hydrosulphosol  and 
some  of  the  commonly  used  sulfonamides 
was  brought  up,  to  clarify  any  possible 
doubts  in  nomenclature  that  might  be  in 
the  minds  of  our  bilingual  medical  pro- 
fession. 

3 —  Its  generalized  use  by  our  medical 
profession,  especially  in  rural  regions 
where  an  ophthalmologist  may  not  be 
available,  will  mean: 


SULPHYDRYL  IN  EYE  BURN  — MONTALVO 


33P 


a — A complete  treatment  in  milder 
cases,  or  at  least,  adequate  initia- 
tion of  the  best  available  defi- 
nitive treatment  in  more  severe 
cases,  until  such  cases  are  seen 
and  followed  up  by  an  ophthalmo- 
logist. 

b — A time  saver. 

c — A device  to  lower  the  incidence  of 
complications  from  such  accidents, 
to  diminish  final  disabilities  and 
to  definitely  reduce  expenses  for 
the  patients. 

d — The  saving  of  many  eyes. 
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THE  CARE  OF  THE  NEUROGENIC  BLADDER  WITH 
SPECIAL  REGARD  TO  TRANSURETHRAL  RESECTION* 

GEORGE  E.  MURRAY,  M.D. 

Mayagüez,  P.  R. 


The  problem  of  neurogenic  bladder 
dysfunction  has  probably  been  the  cause 
of  more  confusion  than  any  other  disease 
of  the  urinary  tract.  Bladder  dysfunction 
may  be  seen  in  any  pathological  condition 
of  the  spinal  cord,  such  as  in  central  ner- 
vous system  syphilis,  multiple  myeloma, 
diabetes,  trauma  and  tumor.  Bladder  dys- 
function with  resultant  residual  urine  and 
infection  has  been  estimated  as  being  the 
commonest  cause  of  death  in  transverse 
myelitis. 

As  a result  of  our  increased  knowledge 
of  neurogenic  control  of  micturition,  we 
have  begun  to  approach  this  problem  on  a 
more  rational  basis.  Our  goal  is  to  have 
a paraplegic  patient  who  is  continent  of 
urine,  free  of  infection  in  the  urinary 
tract,  and  passes  his  urine  every  two  to 
four  hours  under  voluntary  control. 

At  this  time,  the  author  wishes  to 
briefly  review  the  nerve  supply  to  the 
bladder.  The  preponderance  of  clinical  and 
experimental  evidence  has  shown  us  that 
the  parasympathetic  autonomic  nervous 
system  arising  from  the  sacral  segments 
2,  3 and  4,  and  reaching  the  bladder 
through  the  nervi  erigentis,  exerts  the 
primary  control  of  micturition.  Both  sen- 
sory and  motor  fibers  are  carried  to  the 
detrusor  muscle  of  the  bladder  through 
these  nerves.  The  pudendal  nerve  arising 
from  sacral  segments  1,  2,  3 and  4 sup- 
plies semi-voluntary  control  to  the  com- 
pressor urethrae  muscle.  The  sympathe- 
tic autonomic  nervous  system  has  little  or 
no  action  on  the  detrusor  muscle  of  the 

* Read  at  the  Arecibo  District  Medical  Society 
Meeting,  Nov.  14,  1948. 


bladder.  The  primary  function  of  the 
sympathetic  nerves  is  innervation  of  the 
blood  vessels,  trigone  and  seminal  vesi- 
cles. A reflex  center  is  present  in  the  cord, 
thought  to  be  either  in  the  conus  medul- 
laris  or  in  the  sacral  segments  of  the  cord, 
which  releases  the  contractile  response  of 
the  detrusor  muscle  when  stretching  of 
the  detrusor  takes  place.  This  action  cons- 
titutes the  bladder  spinal  arc.  The  higher 
centers  are  thought  to  be  inhibitory  to 
this  arc  and  allow  the  bladder  to  become 
filled.  When  the  detrusor  muscle  is  suf- 
ficiently stretched  to  increase  the  sensory 
stimuli  enough  to  reach  the  conscious  le- 
vel voluntary  restraint  of  the  inhibitory 
impulses  takes  place  and  the  act  of  mic- 
turition occurs. 

Thus  we  see  there  are  three  points  at 
which  this  neurogenic  control  may  be  in- 
terrupted, resulting  in  three  distinct  types 
of  bladder  dysfunction:  (Fig.  1) 
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FIG.  I 

(1)  The  atonic  bladder,  in  which  there 
is  interruption  of  the  posterior  sensory 
roots  of  the  nervi  erigentis  with  loss  of 
the  spinal  arc  due  to  loss  of  sensory  im- 
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pulses.  These  bladders  are  distinguished 
by  having  a low  pressure  with  large  capa- 
city of  urine,  large  residual  and  paradoxi- 
cal incontinence. 

(2)  The  autonomous  bladder,  a lesion 
of  the  sacral  portion  of  the  cord  or  the 
conus  medullaris  or  the  anterior  roots  of 
the  pelvic  nerves  would  result  in  impair- 
ment of  motor  impulses  reaching  the  de- 
trusor muscle  and  sustained  integral  con- 
tractions of  the  detrusor  muscle  are  no 
longer  possible.  This  type  of  bladder  is 
characterized  by  a moderately  increased 
tonus,  moderate  hypertrophy  of  the  de- 
trusor muscle,  large  residual  urine,  and 
paradoxical  incontinence. 

(3)  The  automatic  bladder,  a lesion  of 
the  spinal  cord  above  the  sacral  level 
would  result  in  impairment  of  the  higher 
inhibitory  impulse»  to  the  detrusor  mus- 
cle, the  spinal  arc  remains  intact,  and  the 
detrusor  muscle  responds  to  stimuli  with 
well  sustained  forceful  contractions;  this 
type  of  bladder  is  characterized  by  mark- 
ed increased  tonus  with  decreased  bladder 
capacity,  residual  urine  is  always  present^ 
but  it  is  found  to  be  less  than  in  either 
of  the  first  two  types,  incontinence  of 
urine  is  always  present  and  it  is  found  to 
be  of  the  active  type  of  incontinence. 

Briefly,  the  anatomic  relationships  of 
the  spinal  cord  and  the  vertebral  column 
are  recalled.  Between  the  inferior  borders 
of  the  11th  thoracic  vertebrae  and  the 
middle  of  the  first  lumbar  vertebrae  are 
found  all  of  the  lumbar  and  sacral  seg-* 
ments  of  the  spinal  cord.  Realization  of 
this  relationship  clearly  demonstrates  to 
us  why  the  clear-cut  clinical  picture  of  the 
autonomous,  atonic  and  automatic  blad- 
ders as  portrayed  in  text-books  is  seldom 
ceen. 

The  treatment  of  the  acute  phase,  the 
so-called  “spinal  shock"  phase  of  the  non- 
functioning bladder,  has  been  widely  dis- 


cussed in  the  literature.  This  is  particular- 
ly true  of  transverse  myelitis  following 
trauma.  Suffice  to  say  here  that  the 
author  prefers  to  immediately  institute 
in-dwelling  urethral  catheter  drainage 
with  tidal  irrigation. 

As  to  the  treatment  of  the  chronic 
phase  of  the  neurogenic  bladder  and  the 
recognition  of  the  chronic  phase  of  the 
neurogenic  bladder,  it  is  found  that  ap- 
proximately 10  to  14  or  more  weeks 
after  the  establishment  of  the  trans- 
verse myelitis,  bladder  contractions  be- 
come present.  When  these  contractions 
appear  we  know  that  the  spinal  arc  has 
become  re-established  and  the  chronic 
phase  is  entered.  This  is  particularly  im- 
portant to  watch  for  in  traumatic  injuries 
of  the  spinal  cord. 

At  this  time,  the  patient’s  bladder  is 
carefully  evaluated.  By  use  of  the  cystos- 
cope  and  of  the  cystometer  one  arrives  at 
a clarification  of  the  type  of  neurogenic 
bladder  that  is  present. 

If  the  patient  is  found  to  be  suffering 
from  either  an  atonic  or  an  autonomous 
type  of  bladder  dysfunction,  we  have  to 
decide  whether  to  maintain  the  man  on  in- 
dwelling urethral  catheter  drainage  with 
tidal  irrigation  or  to  institute  suprapubic 
drainage  with  a permanent  cystostomy 
wound.  Many  urologists  prefer  to  use  the 
in-dwelling  urethral  catheter  with  tidal 
irrigation.  In  theory,  this  should  work  out 
very  well,  however,  in  practice,  we  find 
a number  of  difficulties  arising,  such  as 
uncontrollable  bladder  infection  and  the 
high  incidence  of  periurethral  phlegmo- 
nous formations.  In  practice,  it  has  been 
found  that  at  least  90  per  cent  of  the  pa- 
tients who  must  be  maintained  on  ca- 
theter drainage  will  sooner  or  later  have 
to  be  handled  by  use  of  the  permanent 
suprapubic  cystostomy.  Objectionable 
though  this  treatment  may  be  with  the 
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necessity  of  changing  the  suprapubic  tube 
and  the  daily  irrigations  of  the  bladder, 
and  the  general  discomfort  and  odor  that 
is  present,  still,  with  either  the  atonic  or 
the  autonomous  bladder,  we  are  usually 
forced  to  use  this  drainage. 

In  considering  the  treatment  of  the 
automatic  type  of  bladder,  the  changes 
that  are  found  in  the  dynamic  of  this 
bladder  must  be  correlated  with  the  con- 
ditions that  are  found  in  this  bladder.  In 
the  automatic  bladder  we  find  an  incom- 
patible condition:  the  detrusor  muscle  is 
hypertonic  and  hypertrophied,  the  expul- 
sive force  is  often  found  to  be  greater 
than  in  the  normal  bladder  and  still  the 
bladder  cannot  empty  itself.  In  searching 
for  an  answer  to  this  phenomenom  it  was 
noticed  that  the  internal  vesicle  sphincter, 
viewed  through  the  cystoscope,  always 
j.  appeared  to  be  obstructive  in  character. 
It  is  to  be  recalled  that  the  internal  vesicle 
sphincter  has  never  been  demonstrated  to 
be  a true  sphincteric  muscle  but  is  believed 
by  many  to  be  the  origin  and  insertion  of 
the  detrusor  muscle  wherein  it  joins  to 
the  prostatic  urethra.  Following  along, 
this  train  of  thought,  it  appears  rational 
to  expect  that  hypertrophy  of  the  detru- 
sor muscle  should  cause  the  outlet  of  the 
bladder  to  become  decreased  in  diameter; 
and  furthermore,  that  if  this  obstruction 
were  removed,  the  residual  urine  might 
become  abolished. 

Following  along  these  lines,  there  have 
appeared  writings  of  Emmett,  Thompson,, 
Bumpus  and  others,  who  show  their  re- 
sults by  removing  as  little  as  1-1|2  grams 
of  obstructive  tissue  from  the  bladder 
neck.  One  point  of  emphasis  must  be  pres- 
sed here,  in  order  to  obtain  satisfactory 
results : it  is  mandatory  that  the  resection 
be  carried  around  the  entire  circumferen- 
ce of  the  bladder  neck;  and  one  word  of 
caption  must  be  injected  here  to  those 


who  may  sometime  carry  out  a transure- 
thral resection  on  one  of  these  patients. 

It  must  be  remembered  that  here  we  are 
working  in  an  infected  bladder  whose 
walls  are  more  or  less  stiffened  and  whose 
blood  vessels  do  not  contract  in  the  nor- 
mal manner.  Hemostasis  must  be  care- 
fully and  meticulously  controlled  to  pre- 
vent severe  post-operative  hemorrhages. 
Furthermore,  to  evaluate  the  prognosis  of 
the  elimination  of  the  residual  urine  in 
these  bladders,  a method  of  cystometo- 
graphy  has  been  used  whereby  the  func- 
tioning potential  bladder  is  more  comple- 
tely evaluated  by  the  following  means:  i 
using  a mercury  cystometer,  the  bladder 
was  filled  at  50  cc.  increments  with  a 
reading  taken  with  the  patient  at  rest  and 
with  the  patient  straining  at  utmost  to 
void.  This  was  repeated  until  bladder  ca- 
pacity was  reached.  The  upper  and  lower 
curves  were  then  reconstructed  and  the 
average  in  mm.  of  mercury  between  these 
two  lines  was  determined  to  be  the  void- 
ing potential  of  the  individual  and  thus 
the  functional  capacity  of  the  bladder  was 
determined.  If  the  voiding  potential  is 
found  to  be  less  than  15  mm.  Hg.,  regard- 
less of  how  high  the  intravesical  pressure 
may  have  been,  the  prognosis  of  a good 
result  following  transurethral  resection  is 
not  favorable  and  either  suprapubic  or 
urethral  drainage  is  advised.  (Fig.  2). 

It  must  be  emphasized  here  that  each 
patient  must  be  individualized.  It  is  not 
wished  to  convey  the  impression  that  all 
patients  with  neurogenic  bladders  of  any 
type  should  be  subjected  to  transurethral 
resection  of  the  detrusor  muscle.  If  a pa- 
tient is  in  the  final  stages  of  metastatic 
carcinoma,  or  if  he  has  a high  transverse 
myelitis,  such  that  he  is  unable  to  move 
his  hands,  he  is  far  better  maintained  on 
either  urethral  in-dwelling  catheter  or 
suprapubic  cystostomy  drainage.  How- 
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ever,  if  a man  has  a neurological  lesion  of, 
say,  thoracic  10,  with  good  control  of  his 
hands,  and  he  is  otherwise  ready  for  walk- 
ing school,  but  his  bladder  is  infected,  or 
he  is  tied  down  by  urethral  catheter  drain- 
age or  cystostomy  drainage,  then,  trans- 
urethral resection  should  be  considered  as 
a major  part  of  the  rehabilitation  of  this 
patient  to  a normal  livelihood. 

By  this  procedure,  many  patients  who 
were  on  what  was  thought  to  be  confine- 
ment to  bed  and  permanent  disability  with 
either  permanent  cystostomy  or  perma- 
nent urethral  catheter  drainage,  may  be 
returned  to  close  to  normal  function. 

The  author  has  had  the  opportunity  to 
care  for  and  treat  twenty-nine  patients 
with  transverse  myelitis  of  the  spinal 
cord.  In  twenty-six  of  these  patients  the 
causative  factor  was  trauma.  Metastatic 
hypernephroma,  Hodgkin’s  disease  and 
multiple  myelomata  was  the  cause  in  the 
other  three  patients. 

Of  these  patients,  the  patients  with 
the  metastatic  hypernephroma,  with  the 
multiple  myelomata  and  seven  of  those 
who  were  caused  by  trauma,  and  whose 
neurological  level  was  between  Cb  and  C4 
were  treated  by  permanent  suprapubic 
cystostomy  drainage;  two  others  who 
were  suffering  from  traumatic  transverse 
myelitis  were  maintained  on  urethral  ca- 
theter drainage  with  tidal  irrigation  be- 
cause their  levels  were  also  so  high  as  to 
preclude  the  use  of  their  hands.  Two  of 
the  other  patients  with  transverse  myeli- 
tis required  nothing  more  than  instruction 
and  urinary  antiseptics.  The  patient  with 
Hodgkin’s  disease  and  sixteen  patients 
with  traumatic  transverse  myelitis  were 
treated  by  transurethral  resection.  Of 
these  sixteen,  one  was  subsequently  car- 


ried on  suprapubic  drainage  (Fig.  3).  Here 
is  presented  a reconstructed  cystometro- 
gram  of  this  patient.  You  will  note  the 
extremely  low  voiding  potential  of  13  mm. 
of  mercury.  This  man  had  fallen  150  feet 
of  a cliff  during  the  war  and  although  his 
high  neurological  level  was  T 10,  it  was 
impossible  to  ascertain  the  extent  of  cord 
damage  below  this  point.  Because  of  the 
low  voiding  potential,  suprapubic  drainage 
was  advised  from  the  outset.  However, 
this  man  elected  to  try  the  transurethral 
method  first.  After  resection,  he  was  not 
relieved  of  either  his  infection  or  his  re- 
sidual urine  or  his  incontinence.  He  was 
then  placed  on  permanent  cystostomy 
drainage.  Of  the  other  sixteen  patients  re- 
sected, all  were  free  of  infection  and  void- 
ed every  two  to  four  hours.  All  were  con- 
tinent of  urine;  however,  they  had  to 
watch  the  clock  and  be  sure  they  did  not 
overstay  their  time,  in  order  to  prevent 
their  trousers  from  becoming  wet.  Two  of 
these  men  have  subsequently  married,  se- 
ven of  them  have  left  the  hospital  and  are 
working.  There  has  been  one  death  (Fig 
4).  This  patient  was  home  on  leave  and 
returned  to  the  hospital  in  a moribund 
condition.  Autopsy  was  performed,  no 
cause  of  death  was  found.  However,  his 
urinary  tract  was  free  of  disease.  The 
author  has  no  follow-up  of  the  remaining 
patients. 

SUMMARY 

A resumé  of  therapy  of  neurogenic 
bladder  dysfunction  has  been  presented, 
which  includes  the  indications  and  the  ra- 
tional basis  for  transurethral  resection  of 
the  hypertrophied  detrusor  muscle. 
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RESPIRATORY  KINESIOLOGY:  SOME  PROBLEMS 

JUAN  MANUEL  NAGERA,  M.D.* 


Even  if,  according  to  Jiménez  Diaz 
“respiration  is  not  the  mere  act  of  venti- 
lating the  lungs”,  and,  avoiding  the  error 
of  Lavoisier  who  attributed  exclusively  to 
them  the  “breath”  function  mentioned  in 
the  Bible  or  the  “vital  breath”  of  the  an- 
cient Egyptians,  from  the  kinesiological 
standpoint  respiratory  mechanics  is  un- 
doubtedly the  mediate  or  immediate  aim 
of  our  technics.  This  is  a very  complex 
problem  which  has  been  already  dealt 
with  in  many  aspects  by  the  sagacious 
French  clinicians  of  the  beginning  of  this 
century  (Rosental  particularly),  but  we 
owe  the  new  advances  above  all  to  the  work 
done  in  the  United  States  of  North  Ame- 
rica. 

I want  to  review  in  this  paper  only  a 
few  of  the  many  problems  to  which  our 
daily  work  has  directed  our  attention, 
without  pretending  to  exhaust  all  or  any 
of  the  subjects. 

From  the  kinephilactic  standpoint 
IKinefilaxis,  from  Kinen:  to  move;  fila- 
xi?:  watch  or  protection,  preventative  di- 
rective of  Kinesiology),  we  dare  say  that 
temporary  para-dysfunction,  stigma  of 
the  sedentary  life  of  today:  The  masses 
do  not  know  how  to  breathe,  that  is,  do 
not  know  howto  ventilate  their  lungs  right. 
This  has  been  crucially  demonstrated  by 
the  excellent  spirographic  experiments  of 
Bailing  (J.S.I.,  19-591-1940)  in  university 
students,  which  confirm  our  eclectic  cli- 
nical criterium  with  which  we  develop 
Kinesiology  in  Argentine. 

In  this  respect,  I also  consider  a per- 
i nicious  factor,  the  disproportionate  devel- 
I opment  in  these  times  of  sports  which  ex- 

t 

j • Professor  of  Kinesiology,  Faculty  of  Medical 
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ercise  the  organism  synthetically  with- 
out a previous  analysis,  base  of  every  phy- 
lo  and  entogenic  progress,  and  which  in 
this  case  would  be  represented  by  gym- 
nastics. 

In  fact,  sports,  (excepting  the  superior 
thoracic  speed  sports)  develop  only  abdo- 
mino-diaphragmatic  respiration,  which  is 
insufficient  and  inconvenient  to  attain  a 
greater  respiratory  vital  capacity;  and  if 
in  the  infant  the  problem  is  not  very 
serious  since  because  of  anatomical  con- 
ditions the  thorax  molds  itself  to  the 
lungs,  in  the  adult,  where  the  scarce  pa- 
rietal malleability  does  not  allow  such 
molding  to  the  lungs,  the  question  pre- 
sents great  social  and  individual  impor- 
tance, for  it  explains  one  of  the  danger- 
ous consequences  to  which  this  bad  prac- 
tice leads:  tuberculosis  of  sport  people, 
which  is  frequent  in  wrestlers,  boxers, 
football  players,  etc.  The  remedy  lies  in 
coming  back  to  an  eclectic  and  healthy 
criterium,  “not  to  put  the  cart  before  the 
oxen”  (Romero  Brest)  and  to  prepare  the 
sportman  physically  and  psychically  by  a 
previous  physical  education  adequate  to 
his  age  and  sex. 

From  the  kinesitherapeutic  standpoint 
(Kinesitherapy) , from  kinesis,  movement, 
and  therapy,  treatment,  therapeutic  di- 
rective of  Kinesiology)  there  exists  a con- 
the  importance  of  respiratory  re-education 
and  gymno-exercising  is  so  great  and 
the  advantages  and  indications  of  its  ap- 
plication so  numerous,  that  it  is  enough 
to  remember  the  frequency  of  the  triad 
of  Thooris:  “Thinness  and  anemia,  fatig- 
ability and  abulia”,  to  understand  well 
Rosenthal’s  observation  that  these  are 
“patients  who  devour  and  do  not  assimi- 
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late”,  and  that  those  who  practice  respira- 
tory kinesitherapy  in  the  convalescence  of 
acute  or  chronic  rhino-bronchopathic  pro- 
cesses “never  know  thinnes”. 

In  oto-rhino-laryngology  it  is  a com- 
mon mistake  not  to  prescribe  respiratory 
re-education  of  the  child  operated  for  ade- 
noids, because  the  specialist  thinks  that 
the  simple  removal  of  the  mechanical  obs- 
tacle is  enough  to  re-establish  physiolo- 
gical respiration  (nasal,  complete,  rhythmi- 
cal and  sufficient,  according  to  Rosen- 
thal), forgetting  that  the  living  subject 
responds  biologically.  Very  often  have 
physical  therapists  unsuccessfully  called 
attention  to  this  matter  (III  International 
Physical  Therapy  Congress,  Paris,  1910, 
communications  of  Hofbaner,  Siems,  Le 
Munter,  Rosenthal,  etc.)  The  disadvant- 
ages of  buccal  respiration  are  numberless ; 
emphysema  of  the  vertices,  hiliar  conges- 
tion, flattening  of  the  diaphragm,  dryness 
of  the  mouth,  etc.  Two  words  about  tech- 
nic: we  apply  as  a whole  Rosenthal’s  me- 
thod of  physiological  respiration ; “To  love 
simplicity”,  as  the  French  author  says; 
“to  do  everything  as  close  as  possible  to 
the  natural  way”  for  “the  nasal  fossae  are 
the  vestibule  of  the  respiratory  pathways, 
according  to  Castex ; nothing  of  other  pro- 
cedures such  as  Pescher’s  (spiroscopic) 
method  which  is  so  much  in  fashion ; 
everything  else  is  accessory  to  the  simple 
act  of  breathing  deeply,  slowly,  rhythmic- 
ally, nasally.  The  simple  respiratory  insuf- 
ficiencies, the  respiratory  abulic  and  dys- 
rythmic  patients  are  the  functional  cases 
which  are  most  successfully  treated  with 
kinesitherapy. 

But  there  are  also  numerous  respira- 
tory pathological  conditions  — medical, 
tuberculosis,  surgical — which  are  bene- 
fitted  by  Kinesiology.  The  problem  of 
thoracic  deformities  is  very  interesting: 
We  have  successfully  applied  the  formula 


of  Heckel,  the  author  of  “Myotherapy”. 
In  every  system  there  are  two  parts 
which  are  intimated  related,  the  noble  or- 
gans and  its  accessory  organs,  a fact 
which  is  notorious  in  the  gonads  but 
which  applies  also  to  the  respiratory  sys- 
tem. Consequently,  we  pay  almost  no  at- 
tention to  the  thorax  but  we  aim  at  the 
lungs  which  we  develop  by  different  me- 
thods, (suffocation,  trunk  exercises  and 
respiratory  exercises  and  we  have  ob- 
tained in  children  important  improve- 
ments, not  only  organic  but  principally 
functional. 

In  regards  to  the  kinesitherapeutic 
treatment  of  asthma  we  disagree  with 
the  majority  of  the  Anglo-Saxon  writers 
whom  we  know  about  two  principal 
points : first,  they  mix  up  re-education 
and  gymno-exercise,  two  parts  of  the 
kinesic  prescription  which  we  distinguish 
perfectly;  second,  they  mistake  asthma 
itself  for  its  most  frequent  sequela,  the 
bronchogenic  emphysema  which  follows 
it  almost  as  closely  as  the  shadow  follows 
the  body;  and  they  direct  their  technics  to 
the  treatment  of  the  latter  which  they 
base  on  expiratory  gymnastics.  We  accept 
the  latter  in  regards  to  emphysema  (Tech- 
nics of  Sanger,  Rosenthal,  London  Asth- 
ma Council,  etc.),  but  in  regards  to  asth- 
ma itself,  when  it  has  not  yet  progressed 
to  emphysema,  we  do  not  hesitate  in  pres- 
cribing also  deep  inspirations  and  suffo- 
cation, in  order  to  modify  the  soil  and 
sedate  the  tendency  to  spasm. 

What  about  kinesitherapy  in  pulmo- 
nary tuberculosis?  During  the  active  pe- 
riod the  aphorism  of  Kuss  — “the  active 
tuberculous  patient  most  not  even  breath 
deeply” — is  valid ; but  in  the  re-adapta- 
tion of  the  clinically  arrested  tuberculous 
patient,  in  the  convalescence  of  serofibri- 
nous pleurisy  there  can  be  no  discussion: 
it  is  not  possible  in  such  cases  to  throw 
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the  patient  again  into  daily  activity  with- 
out further  training  and,  with  a very 
careful  control  of  the  process  so  as  to 
avoid  a re-activation,  we  consider  an  in- 
dispensable part  of  such  training  walking 
with  respiratory  exercises  and  adequate 
ergotherapy. 

Undoubtedly  the  last  field  conquered 
by  respiratory  kinesitherapy  is  thoracic 
surgery.  We  have  just  held  in  Buenos  Ai- 
res the  first  meeting  of  this  specialty  and 
one  of  its  vows  was  to  establish  the  in- 
dispensable need  to  count  on  our  collabora- 
tion in  the  case  of  non-tuberculous  di- 
seases as  well  as  in  the  cases  of  thoraco- 
plasty, (with  its  consecutive  problems  of 
the  shoulder  and  the  homonymous  scolio- 
sis). In  this  respect  English  medical  li- 
terature maintains  (Brock)  “that  kinesi- 
therapy is  one  of  our  greatest  conquests 
in  the  last  ten  years. 

Respiratory  kinesitherapy  is  useful, 
not  only  in  the  diseases  of  the  specific 
system  but  also  in  diseases  of  other  sys- 
tems. In  obesity,  for  example  according  to 
our  concept  of  the  oxygen  system  (res- 
piratory sector : captor ; circulatory  sector : 
vector;  metabolic  sector:  consumer,  it  is 
proven  that  hypoxemia  leads  to  cellular 
fatty  degeneration;  “Oxygen  is  the  meta- 
bolic stimulant  “par-excellence”.  It  follows 
that  respiratory  kinesitherapy  must  be  an 
integral  part  of  any  rational  treatment  of 
this  affection. 


There  is,  besides,  another  system,  in- 
timately related  to  the  respiratory  sys- 
tem: the  circulatory  system.  Unfortuna- 
tely, the  classical  and  erroneous  dogma  of 
Valsava  of  the  absolute  immobility  in  the 
treatment  of  these  patients  still  holds 
sway,  in  spite  of  the  fact  that  in  great 
medical  congresses  even  its  dangers  have 
been  demonstrated  (1944  annual  meeting 
of  the  A.M.A.)  At  any  rate,  there  is  an 
affection  the  problems  of  which  Argen- 
tine physicians  have  contributed  greatly 
to  solve:  we  refer  to  Ayerza’s  disease, 
clinically  isolated  by  our  great  master  in 
1904,  characterized  by  asystolia  with  ex- 
treme cyanosis  (black  cardiacs).  It  is  a 
case  due  to  a chronic  pulmonary  heart 
where  the  cardiac  defect  is  the  result  of 
a rhino-bronchopneumopathy  in  young 
persons,  which  leads  to  an  hypoxemia  and 
an  hypercapnea,  a cause  of  polyglobulia 
with  hyperhemoglobinemia,  which  by  the 
lack  of  saturation  is  the  cause  of  the  in- 
tense cyanosis  of  the  final  insufficiency. 
Well,  the  treatment  of  this  trouble  is 
purely  kinesic,  when  it  improves  the  res- 
piratory insufficiency,  which  causes  the 
hematic  disturbances  because  of  the  hypo- 
ventilation with  the  resultant  hypoxemia. 
For  this  reason  we  want  to  call  Ayerza’s 
disease,  the  Argentine  disease,  since  its 
clinical  study  (Ayerza),  its  pathogenesis 
(Castex-Capdehourat,  Ayerza-Berconski) 
and  its  therapeusis  (Kinesitherapy,  Ná- 
gera)  are  Argentine. 


348 


BOLETIN  DE  LA  ASOCIACION  MEDICA  DE  PUERTO  RICO 


HONRANDO  LA  MEMORIA  DEL  DOCTOR  PEDRO  N. 
ORTIZ  EN  LA  ASOCIACION  MEDICA 

DR,  M.  QUEVEDO  BAEZ 


Hoy,  se  abren,  a pleno,  las  puertas  de 
este  templo  de  ciencia  y hogar  de  la  fami- 
lia médica,  para  recibir  contristados  al  con- 
ciudadano prestigioso,  al  amigo  y herma- 
no; al  compañero  médico,  que,  en  viaje  de 
retorno  triste,  vuelve  a su  isla  amada; 
vencido,  en  la  lucha  perenne  e irredenta, 
que,  entre  la  vida  y la  muerte,  sostiene  el 
individuo  frente  a la  naturaleza. 

Son  esta  hora  y este  día  de  luto  y de 
gran  consternación,  para  el  país  y para  la 
Clase  Médica,  que  pierde  uno  de  sus  valo- 
res positivos,  en  nuestra  profesión. 

No  hay  palabras  bastante  elocuentes  en 
nuestro  léxico,  para  que,  la  palabra  a modo 
de  pincel  pueda  dar  los  tonos  de  expresión, 
más  fidedignos,  a nuestro  gran  dolor. 

El  arpa  del  corazón,  aunque  vibre,  co- 
mo, intensamente,  vibra  en  estos  instan- 
tes, es  pálida  para  decir  cuanto  sentimos. 

El  Dr.  Pedro  N.  Ortiz,  nació,  bajo  los 
cielos  brumosos,  que  cubren  nuestras  mon- 
tañas del  interior  y el  hombre  como  el  ár- 
bol, nacido  en  esas  cumbres,  alentado  por 
la  fé,  que  en  sus  cielos  resplandece,  estan- 
do más  cerca  de  Dios;  trae  a la  vida,  esa 
contextura  física  y espiritual,  tan  indis- 
pensable, para  creer  y para  hacer  frente 
a la  lucha  del  ser  humano,  con  su  destino. 

Nació  él,  con  las  dotes  espirituales  de 
un  apóstol,  y,  con  ellas,  fué  maestro  de  una 
modesta  escuela  rural. 

¡Precisamente,  en  lo  modesto  y en  lo 
pequeño,  están  siempre  las  grandezas  de 
la  vida ! 

Jesús,  el  divino,  que  llegaba  a la  vida, 
en  un  modesto  establo,  había  de  ser  des- 
pués el  Redentor  del  mundo. 

Y esa  noble  unción  y faena  de  maestro, 
traían  su  destino,  que  el  futuro  prometía. 


Más  luego,  nuestro  conciudadano  habría  de 
ser  médico,  que  no  tiene  la  misión  sola,  de 
hacer  frente  a la  enfermedad,  con  las  fór- 
mulas desentrañadas  de  la  química  o de  la 
bioquímica,  para  curar.  Algo  más,  hay, 
que  no  dosifica  ni  mide  la  ciencia  y,  aun- 
que, no,  a la  mano  y a su  alcance;  hay, 
que  sacarlo  de  las  minas  interiores  del  al- 
ma — aquello,  que  se  llama  amor,  piedad, 
compasión  evangélica  para  el  que  sufre. 

De  presumir  es,  que  es  buena  trayec- 
toria espiritual,  desde  el  Maestro  hasta 
el  Médico. 

La  Pedagogía  que  educa,  disciplinando 
la  mente  y la  Etica,  que  moldea  el  espí- 
ritu, para  regirlo,  en  la  más  sana  conduc- 
ta; una  y otra  tienen  sus  nexos  de  rela- 
ción aplicadas  a la  medicina. 

Penetrar  la  Pedagogía,  en  la  mente  del 
educando,  no  sólo  para  regirlo,  sino  para 
poner,  en  alto,  sus  valores;  es  algo  que 
tiene  el  médico,  que  hacer,  junto  al  enfer- 
mo: primero,  en  él,  es  conocer  al  sujeto, 
que  padece,  para  saber  lo  que  padece  y 
cómo  lo  padece. 

Quien  fué  buen  maestro,  tiene  aptitu- 
des posibles,  para  llegar  a ser  después  mé- 
dico. 

Tenía,  este  ilustre  compatriota,  una 
personalidad  bien  definida  y expresiva. 

De  un  apóstol  médico,  sus  trazos  fi- 
sonómicos,  que  ponían,  a prueba,  muy 
expresivamente,  su  modestia,  su  sencillez 
y su  austeridad  de  vida. 

Decía,  de  la  serenidad  del  espíritu,  su 
faz,  tan  apacible,  donde  la  onda  de  sus  tra- 
zos no  la  perturbaba,  nunca  con  la  inquie- 
tud de  la  ira  o del  coraje. 

Parco  y reservado,  en  el  hablar.  En 
el  decir  discreto.  Correcto  y pulcro,  en 
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la  frase,  que  resbalaba  fácil  y suave  de  sus 
labios. 

Ingenuo  y muy  sincero,  siempre.  La  fa- 
lacia y la  doblez,  no  llegaron  a ser  arma 
de  lucha  para  él. 

Apostado  junto  al  enfermo,  la  figura, 
que  primero,  se  destacaba,  era  la  del  ami- 
go adentrándose,  jovialmente,  en  su  espí- 
ritu, para  prodigarle  aquel  tono  de  espe- 
ranza y de  consuelo,  como  la  mejor  póci- 
ma que  anhela  todo  el  que  sufre. 

Cuando,  pasada  esa  primera  fase,  de- 
bía aparecer  el  médico;  surgía  el  clínico 
que  iba  a explorar,  meditar  y pensar,  en 
esa  gran  incógnita,  que,  presenta  todo  en- 
fermo, frente  a un  diagnóstico,  no  siem- 
pre de  primera  intención  seguro  y cierto. 

Sabía  hermanarse  con  el  enfermo  y con 
la  familia.  Y así,  llegó  a ser  tan  querido 
y respetado. 

Allá,  en  aquella  Meca,  de  todas  las  ar- 
tes, de  todas  las  ciencias  y de  todos  los 
deslumbramientos;  en  la  Ciudad  de  New 
York,  afirmó  prestigios  y grandes  crédi- 
tos de  afecto  y simpatía. 

Y,  cuando  estaba  en  el  apogeo  de  su 
profesión,  con  grandes  entusiasmos  y ma- 
yores devociones  por  su  ciencia;  ejercien- 
do, como  un  leader  de  la  Colonia  puerto- 
rriqueña, viene  la  sorpresa  inesperada  de 
cruel  e incurable  enfermedad  y la  escul- 
tura de  aquel  sacerdote  médico,  que  había, 
en  él,  como  tronchada,  a golpe  inexorable 
de  fuerza  mayor,  cae  de  su  pedestal  derri- 
bado por  la  muerte. 

. . . ¡Ah  traidora  y enlutada  viajera, 
que  de  incógnita  vistes  y vas  por  todos 
los  caminos,  entrando,  lo  mismo,  en  los 
regios  palacios  que  en  las  más  modestas 
residencias;  buscando,  certera  e impiado- 
sa, a tus  víctimas.  Tu  muerte  implaca- 
ble, ha  dejado  un  hueco,  en  un  hogar  san- 
to y bueno,  donde  una  madre  excelsa,  a to- 
das las  horas  de  sus  días  y de  sus  noches, 
en  tí  pensaba  y por  tí  oraba. 


Y dejaste,  también,  el  hogar,  donde 
reinaba  el  amor  santo  de  tu  compq,ñera  y 
de  tus  hijos. 

Y un  hueco  no  fácil  de  llenar,  en  las  fi- 
las de  tu  patria,  en  los  días,  en  que  falta 
hacen,  ciudadanos  de  tu  temple  espiritual; 
y un  hueco,  que  tú,  con  el  valer  de  tus 
prestigios,  llenabas  a satisfacción. . . ¡Ven- 
cido, si,  por  la  muerte,  pero  triunfante,  en 
los  prestigios  y en  los  lauros,  que  alcan- 
zaste ! 

. . . ¡ Ahora,  en  fatal  día,  cuando  en 
viaje  sin  retorno,  vuelves  a tu  tierra,  a la 
que  aún  en  tu  ausencia,  amabas  y que- 
rías, siempre;  cuando  debían  tus  ojos  des- 
lumbrarse, con  los  replandores  del  cielo 
y del  sol  de  tu  patria;  esos  ojos,  apagados, 
se  hunden  en  las  sombras  del  misterio  y, 
sólo,  la  luz  de  su  espíritu  se  proyecta,  para 
bañarse  en  los  resplandores  de  ese  sol  y de 
ese  cielo,  que  por  designios  inexorables,  no 
volverás  a contemplar! 

¡Dignamente  y con  la  solemnidad  que 
la  tierra,  en  su  obra  grande  de  creación 
se  abre  para  recibir  el  grano  y fecundar- 
lo ; abre,  también,  su  entraña  para  brindar 
asilo  de  eterna  paz,  al  ser  humano,  en  su 
trasmonto  a la  eternidad! 

Se  nublará,  hoy  tu  cielo  y,  en  su  des- 
pedida el  sol,  abrirá  su  abanico  de  luz 
para  cubrir  de  resplandores,  tu  senda;  las 
flores  de  nuestros  jardines  irán  contigo; 
las  alondras  tristes,  cantando,  llorarán; 
los  cipreses,  como  guardias  de  honor  y el 
hada  del  misterio  junto  a ella,  velarán  tu 
sueño.  !Y,  cuando  la  naturaleza  se  entre- 
gue a sus  silencios  y a su  sueño,  una  llu- 
via de  estrellas  caerá  como  un  sudario  de 
luz  sobre  tu  tumba!  ¡Y  aunque,  te  vas, 
aquí,  en  este  templo  quedará,  como  un 
gran  honor,  tu  recuerdo. 

¡Y,  que  Dios  omnipotente  te  conceda 
la  gloria  y la  eterna  paz ! 
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Studies  of  Brucella  Infection  in  Puerto  Ri- 
co. By  P.  Morales-Otero,  M.D.,  pp-173. 
$2.50.  1948. 

El  Dr.  Pablo  Morales-Otero,  Profesor 
de  Bacteriología  e Inmunología  de  la  Es- 
cuela de  Medicina  Tropical  de  la  Univer- 
sidad de  Puerto  Rico,  nos  ofrece  en  un 
libro  de  presentación  exquisita,  con  mu- 
chas ilustraciones  y grabados,  perfecta- 
mente impreso  en  magnífico  papel  sa- 
tinado, una  revisión  del  problema  de 
la  brucella  en  Puerto  Rico  que  tiene  el  so- 
bresaliente interés  de  hacer  no  ya  desde 
el  punto  de  su  competencia  científica  co- 
mo Profesor  de  Bacteriología  e Inmunolo- 
gía, y hasta  recientemente  de  Director  de 
la  Escuela  de  Medicina  Tropical,  sino  tam- 
bién desde  su  directa  experiencia  con  los 
diferentes  problemas  de  la  ganadería  en 
Puerto  Rico. 

El  autor  nos  informa  que  según  sus  in- 
vestigaciones más  recientes  existe  ganado 
infectado  con  brucella  en  prácticamente 
todas  las  municipalidades  de  la  Isla,  sien- 
do la  infección  mayor  en  el  ganado  pro- 
ductor de  leche  de  la  ciudad  de  San 
Juan.  Llama  la  atención  sobre  la  necesidad 
ineludible  y perentoria  de  resolver  este 
problema  por  los  peligros  que  implica  pa- 
ra la  salud  pública. 

Un  preámbulo  histórico  de  la  fiebre  on- 
dulante desde  los  tiempos  de  Hipócrates 
hasta  nuestros  días,  a través  de  las  inves- 
tigaciones de  Bruce  — de  quien  se  deriva 
el  actual  nombre  de  la  enfermedad — y de 
Bang,  de  Castellani  y Chalmers  sobre  la 
clasificación  de  los  diferentes  organismos 
que  forman  el  llamado  grupo  de  la  bruce- 
lía;  la  determinación  por  actividad  cata- 


lítica de  su  virulencia;  la  acción  en  el  me- 
dio hidrocarbonado,  proteínico,  etc,  etc., 
los  mecanismos  de  inmunidad,  las  técnicas 
diagnósticas  de  aglutinación  y las  de  pre- 
vención de  la  enfermedad,  constituyen  el 
contenido  del  primer  capítulo  cuya  biblio- 
grafía incluye  144  citas. 

En  1923  el  Dr.  Morales-Otero  y el  Dr. 
Alfonso  Rivera,  en  investigaciones  lleva- 
das a cabo  en  la  Estación  Experimental  de 
Agricultura  de  Río  Piedras,  comprobaron 
sus  sospechas  de  que  la  causa  del  frecuen- 
te aborto  en  el  ganado  lechero  de  aquella 
ciudad  se  debía  a la  brucella,  introducida 
en  la  Isla  con  cabezas  de  ganado  infecta- 
das importadas  de  Texas  y New  York.  Si 
bien  es  cierto,  dice  el  autor,  que  en  aquel 
momento  se  pudo  haber  eliminado  la  in- 
fección con  una  cuidadosa  segregación  y 
sacrificio  de  los  animales  infectados,  sin 
embargo  la  realidad  fué  que  a fin  de  evi- 
tar las  pérdidas  económicas  que  la  in- 
fección suponía,  los  ganaderos  vendían  a 
bajo  precio  las  cabezas  infectadas  a otras 
vaquerías  de  la  Isla. 

El  actual  dominio  logrado  sobre  el  cur- 
so de  la  enfermedad  en  Puerto  Rico  se  de- 
be a las  siguientes  razones:  1°  la  campaña 
de  educación  realizada  en  la  Isla;  2^  la 
vacunación ; 3^  la  inmunidad  adquirida  por 
los  animales  infectados  y 4^  la  acción  del 
sol  tropical  sobre  los  organismos  conteni- 
dos en  las  secreciones  del  ganado  infecta- 
do. 

Los  estudios  hechos  por  el  autor  des- 
de 1930  para  determinar  específicamente 
la  extensión  y diseminación  de  la  infec- 
ción en  las  vaquerías  que  suplían  la  ciu- 
dad de  San  Juan,  fueron  realizados  en  co- 
operación con  el  Departamento  Insular  de 
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Agricultura  y con  la  colaboración  del  Dr. 
Juan  Varas,  de  la  Estación  Experimen- 
tal de  Río  Piedras.  Para  las  personas  in- 
teresadas en  estos  problemas  el  estudio 
epidemiológico  que  ofrece  el  Dr.  Morales- 
Otero  es  además  de  interesantísimo  por 
los  factores  científicos  puestos  en  eviden- 
cia, de  una  utilidad  práctica  fácilmente 
comprensible. 

Las  investigaciones  en  relación  con  la 
trasmisión  de  la  fiebre  ondulante  al  ser 
humano  son  discutidas  ampliamente  con 
casos  clínicos  y con  experimentos  de  ino- 
culación hechos  en  un  grupo  de  volunta- 
rios, cuyas  historias  clínicas  son  expuestas 
brevemente.  El  autor  sostiene  que  el  trac- 
to intestinal  y las  lesiones  cutáneas  son 
vías  de  entrada  en  el  ser  humano  para  los 
organismos  del  grupo  de  la  brucella.  La  in- 
fección se  establece  más  rápidamente  a 
través  de  lesiones  de  la  piel,  y las  inocu- 
laciones con  cultivos  de  ganado  bovino  son 
menos  nocivas  para  el  hombre  que  las  del 
ganado  porcino  y caprino,  que  por  el  con- 
trario son  muy  virulentas. 

La  incidencia  de  la  brucellosis  en  el 
ser  humano  es,  según  el  autor,  más  nu- 
merosa de  lo  que  se  supone.  El  Dr.  Mora- 
les-Otero llama  la  atención  en  el  sentido 
de  que  a medida  que  los  médicos  de  Puer- 
to Rico  se  hagan  más  conscientes  de  la 
infección,  mayor  será  el  número  de  los  ca- 
sos diagnosticados.  El  autor  aduce  el  tes- 
timonio de  clínicos  de  la  experiencia  del 
Dr.  Federico  HemándezMorales,  que  ha 
llegado  a la  conclusión  de  que  esta  condi- 
ción está  muy  generalizada  aunque  mu- 
chos de  sus  casos  no  sean  informados  a 
las  autoridades  sanitarias.  Los  métodos 
de  diagnóstico  son  ampliamente  detallados 
con  la  exposición  de  historias  clínicas  tí- 
picas. 

Estudios  sobre  la  fijación  de  comple- 
mentos, las  técnicas  para  la  preparación 
del  antígeno,  etc.  etc.,  son  expuestos  con 


la  maestría  que  caracteriza  al  Profesor 
Morales-Otero. 

Investigaciones  sobre  las  reacciones 
alérgicas,  diferenciación  de  las  especies  de 
brucella,  el  efecto  del  sol  y de  los  rayos 
ultra-violetas  sobre  el  organismo  y sobre 
las  variaciones  de  la  brucella  abortiva,  los 
experimentos  del  autor  con  la  vacuna  con- 
tra el  aborto  contagioso  y las  reglas  para 
el  control  total  de  la  brucellosis  en  Puerto 
Rico,  hacen  de  este  libro  un  manual  indis- 
pensable, tanto  para  el  médico  como  para 
el  veterinario  o ganadero  moderno  que 
quiera  tener  un  conocimiento  científico  de 
los  problemas  que  implican  el  cuidado  de 
su  ganado. 

El  libro  contiene  un  apéndice  con  las 
regulaciones  existentes  en  Puerto  Rico  pa- 
ra el  control  de  la  enfermedad  de  Bang. 
El  libro  del  Dr.  Morales-Otero  ha  de  tener, 
indudablemente,  un  gran  éxito  por  atacar 
un  problema  de  consecuencias  prácticas  y 
económicas  tan  importantes. 

Dr.  Luis  Ortega 

Diagrams  of  the  Unconscious.  Handwrit- 
ing and  Personality  in  Measurement,  Ex- 
periment and  Analysis.  By  Werner  Wolff, 
Ph.  D.  Gruñe  & Stratton.  New  York,  pp- 
423.  $8.00  1948. 

El  Dr.  Werner  Wolff  es  un  grafólogo 
alemán  poseedor  de  un  amplio  conocimien- 
to de  la  psicología  moderna,  a quien  el  au- 
tor de  esta  reseña  conoció  en  Madrid  en 
1934.  Aún  tenemos  clara  en  la  memoria 
la  conferencia  que  Wolff  pronunció  una 
noche  en  el  Instituto  Psicotécnico  de  Ma- 
drid sobre  la  interpretación  psicológica  de 
los  rasgos  grafológicos.  El  público  lo  cons- 
tituía un  grupo  distinguido  de  psiquiatras, 
neurólogos  y psicólogos,  entre  los  que  se 
encontraba  también  el  gran  filósofo  es- 
pañol Don  José  Ortega  y Gasset.  De  un 
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modo  anecdótico  quiero  señalar  que  cuan- 
do al  hacer  la  interpretación  de  la  firma 
de  Juan  Jacobo  Rousseau,  que  proyectó  en 
la  pantalla,  dijo  que  unos  rasgos  que  di- 
bujaban la  forma  glútea  eran  la  expresión 
grafológica  del  complejo  homosexual  de 
Juan  Jacobo,  Don  José  Ortega  y Gasset, 
aprovechando  la  obscuridad  del  salón, 
hizo  un  mutis  definitivo  en  señal  de  des- 
aprobación. 

El  Dr.  Wolff  pasó  de  Madrid  a Barce- 
lona y luego  a París,  viniendo  en  1939  a 
Estados  Unidos.  En  la  actualidad  es  Profe- 
sor de  Psicología  en  Bard  College,  Anan- 
dale-on-Hudson,  N.  Y. 

La  escritura  caligráfica,  y especialmen- 
te la  firma  y rúbrica,  reflejan  un  mecanis- 
mo especial  de  expresión  y es  la  manifes- 
tación “sui-generis”  del  movimiento;  el 
mejor  símbolo  tanto  fisiológica  como  psi- 
cológicamente de  la  expresión.  En  esta  ins- 
cripción deliberada  de  movimiento,  hay  en- 
vueltos factores  hereditarios,  fisiológicos 
y ambientales,  y los  implicados  en  las  di- 
ferentes modas  de  enseñanza  en  las  es- 
cuelas. 

A lo  largo  de  la  vida  del  individuo 
— del  mismo  modo  que  la  expresión  de  ac- 
titud, gestos  y actividades — cambia  la  le- 
tra, la  forma  de  la  escritura.  La  dinámica 
envuelta  en  todos  los  mecanismos  de  ex- 
presión se  hace  patente  también  en  los 
rasgos  grafológicos,  y así  la  escritura  re- 
fleja los  cambios  emocionales  y de  la  per- 
sonalidad. Por  la  escritura  se  puede  adivi- 
nar si  el  autor  es  un  niño,  un  adulto  o un 
anciano,  si  es  hombre  o mujer,  si  se  trata 
de  una  persona  culta  o de  un  obrero  ma- 
nual, puede  determinarse  la  nacionalidad  y 
ciertas  enfermedades  mentales  se  pueden 
diagnosticar  grafológicamente,  por  ejem- 
plo ciertos  tipos  de  esquizofrenia  catatóni- 
ca,  la  parálisis  general,  etc. 

El  primer  libro  qua  trató  de  la  grafo- 
logía  a semejanza  del  que  hoy  reseñamos. 


fué  el  de  Ludwig  Klages,  titulado  “Hands- 
chrift  Und  Charakter"  en  1929,  cuando 
la  psicología  alemana  no  había  sido  aún 
absorbida  por  las  ideas  freudianas.  El  li- 
bro de  Klages  era  más  bien  un  tratado  de 
caracterología.  En  Francia,  Alfred  Binet, 
el  fundador  de  las  pruebas  de  inteligencia, 
hizo  investigaciones  grafológicas  y en  el 
nuevo  mundo  son  bien  conocidos  los  tra- 
bajos de  Thorndike,  Downey,  Allport  y 
Cantril.  Sin  embargo  nadie  había  intenta- 
do utilizar  la  grafología  para  hacer  análi- 
sis psicológicos  de  conflictos  emocionales 
recientes,  de  los  procesos  dinámicos  de  la 
personalidad  y diagnosticar  asesinatos  co- 
metidos recientemente.  Señala  el  autor 
por  ejemplo,  que  de  la  escritura  mostra- 
da a él  por  el  eminente  psicólogo  español 
profesor  Emilio  Mira,  de  la  Universidad  de 
Barcelona,  pudo  hacer  el  diagnóstico  espe- 
cífico de  que  el  autor  de  dichas  líneas  aca- 
baba de  cometer  un  asesinato  en  el  Café 
Oro  del  Rhin,  en  Barcelona.  Cita  también 
como  testigo  al  Dr.  Thiebaut,  del  Tea- 
chers College  de  Columbia  University,  de 
su  diagnóstico  de  eminente  suicidio  en  un 
individuo  de  quien  no  se  sospechaba  abri- 
gase dicha  intención,  y que  lo  intentó  po- 
cas semanas  después.  Afirma  Wolff  haber 
diagnosticado  por  métodos  grafológicos, 
cáncer  en  un  individuo  varios  meses  antes 
de  que  se  comprobase  médicamente.  Estas 
aseveraciones  predisponen  al  lector  médi- 
co más  bien  en  contra  de  la  lectura  del  li- 
bro que  en  su  favor  y,  sin  embargo  las 
investigaciones  del  autor  no  solamente  es- 
tán seriamente  hechas  sino  que  implican 
una  sólida  actitud  científica. 

El  autor  ha  hecho  extensos  experimen- 
tos  comparando  el  tono  y enunciación  de 
la  voz  con  la  escritura,  obteniendo  conclu- 
siones sorprendentes.  La  relación  íntima 
de  dependencia  de  todos  los  procesos  del 
hombre  se  manifiestan  en  el  cuerpo  y en 
sus  movimientos  de  modo  semejante  a có- 
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mo  se  reflejan  en  el  espíritu,  y por  lo  tan- 
to todo  fenómeno  observado  en  el  organis- 
mo humano  tiene  una  réplica  en  sus  mo- 
vimientos. La  más  insignificante  percep- 
ción sensorial  produce  en  el  individuo  una 
alteración  dinámica,  de  movimiento,  que  si 
fuese  posible  registrar  y clasificar  permi- 
tiría llegar  al  establecimiento  de  formas 
especiales  de  reacción. 

Apoyándose  en  estudios  biográficos,  el 
autor  examina  la  escritura  de  hombres  cé- 
lebres de  la  historia,  llegando  a conclusio- 
nes caracterológicas  curiosas;  examina  el 
material  grafológico  respecto  de  lo  que  lla- 
ma “simetría  y ritmo  en  la  personalidad”. 
El  capítulo  sobre  diagramas  y diagnóstico 
de  la  personalidad  es  interesante.  Los 
mecanismos  de  expresión  gráficas  se  estu- 
dian también  en  la  escritura  musical,  a 
través  de  ejemplos  de  músicos  célebres, 
Beethoven,  Schubert,  etc.  En  algunos  in- 
dividuos el  autor  señala  la  conveniencia  de 
examinar  cuidadosamente  no  solamente  la 
escritura  usual,  sino  la  que  por  razones  de 
intimidad  puedan  utilizar  en  circunstan- 
cias especiales,  signos  o claves;  por  ejem- 
plo Leonardo  Da  Vinci  que  escribió  sus 
memorias  en  “escritura  en  espejo”  para 
que  nadie  pudiese  leer  su  diario,  y Mahat- 
ma Gandhi,  que  escribía  los  documentos 
oficiales  con  la  mano  derecha  mientras 
que  los  privados  los  escribía  con  la  mano 
izquierda. 

El  capítulo  sobre  el  estudio  simbólico 
de  los  rasgos  de  la  escritura,  el  significado 
de  los  dibujos  inconscientemente  hechos 
en  los  márgenes  de  las  cartas,  y las  con- 
clusiones sobre  los  mecanismos  de  expre- 
sión disociada  de  la  personalidad,  que  le 
llevan  a Wolff,  por  ejemplo,  a admitir  que 
el  valor  expresivo  de  un  sólo  factor  puede 
no  coincidir  con  el  de  la  personalidad  to- 
tal, como  en  el  caso  de  Einstein,  en  que 
su  firma  no  denota  ninguna  cualidad  ge- 
nial, son  muy  originales. 


Para  el  estudiante  de  psicología  el  li- 
bro ofrece  un  material  curioso  y difícil  de 
encontrar  ya  que  en  América  se  ha  con- 
cedido poca  atención  a las  investigaciones 
grafológicas. 

El  autor  logra  su  intento  de  tratar 
científicamente  la  grafología. 

Dr.  Luis  Ortega 

Progress  in  Neurology  and  Psychiatry.  An 
annual  review.  Vol.  IV.  Edited  by  E.  A. 
Spiegel.  Gruñe  & Stratton,  New  York,  pp- 
592.  $10.00.  1949. 

Con  la  habilidad  que  le  caracteriza  el 
editor  nos  ofrece  una  revisión  de  lectura 
fácil  y rápida  de  todos  los  libros  y traba- 
jos neurológicos  y psiquiátricos  apareci- 
dos en  el  año  anterior. 

Durante  el  año  pasado  se  han  publica- 
do tratados  de  neuro-anatomía  de  extra- 
ordinario interés ; la  edición  francesa  de  la 
Anatomía  Comparada  del  Sistema  Nervio- 
so de  Kappers  y Strasburger,  la  Neuro- 
anatomía  Funcional  de  Buchanan,  el  neu- 
ro-fisiólogo  de  Chicago,  y merece  atención 
especial  el  magnífico  Atlas  de  la  Cabeza  y 
el  Cuello,  de  Truex  y Kellner. 

Kommüller  ha  publicado  sus  intere- 
santísimas investigaciones  sobre  la  neuro- 
fisiología  de  las  cubiertas  celulares,  a las 
que  atribuye  extrañas  propiedades. 

Rowland  y Mettler  han  estudiado  va- 
rios cientos  de  cerebros  en  relación  con  la 
topografía  cerebral  y la  lobotomía  pre- 
frontal, llegando  a la  conclusión  de  que  la 
incisión  del  leucotomo  no  se  hace  gene- 
ralmente en  una  región  idéntica  o al  me- 
nos dentro  de  los  límites  deseados.  Las 
investigaciones  de  Lassek  sobre  el  origen 
de  las  fibras  piramidales  se  revisan  con 
relativa  amplitud.  Hassin  niega  que  el  li- 
quido céfalorraquídeo  se  origine  en  el  sis- 
tema vascular  y expone  su  teoría  de  que 
es  un  exudado  líquido  del  sistema  nervio- 
so central,  que  es  absorbido  en  loa  espacios 
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subaracnoídeos  pasando  a los  espacios  pe- 
rineurales  de  los  nervios  craneales  y espi- 
nales. Supone  también  que  el  espacio  de 
Virchow-Rodin  es  la  barrera  hemato-ence- 
fálica. 

Las  investigaciones  sobre  la  esclerosis 
múltiple  han  sido  este  año  poco  producti- 
vas. Weil  y Bradbume  suponen  que  la  des- 
trucción de  la  mielina  está  producida  por 
una  deficiencia  en  el  metabolismo  del  fós- 
foro. Richter,  al  encontrar  un  caso  de  en- 
fermedad de  Wilson  en  que  los  cambios 
no  estaban  limitados  al  núcleo  lenticular 
sino  extendidos  al  cerebro,  ha  propuesto 
que  la  enfermedad  se  llame  en  lugar  de 
degeneración  hepato-lenticular,  degenera- 
ción hepato-cerebral. 

Las  publicaciones  sobre  los  aspectos 
clínicos  de  la  cisticercosis  cerebral,  actino- 
micosis,  triquinosis  y esquistosomiasis  son 
revisados  en  detalle  dada  la  importancia 
neurológica  que  implican.  La  revisión  de 
los  artículos  publicados  sobre  poliomielitis, 
revelan  lo  poco  que  ha  progresado  en  el  úl- 
timo año  el  conocimiento  científico  de  la 
patogénesis  de  esta  enfermedad.  Pollock 
llama  la  atención  sobre  el  común  error  de 
suponer  que  el  síntoma  paralítico  polio- 
mielítico  es  de  menor  importancia  que  el 
espasmo  muscular,  la  incoordinación  y la 
confusión  mental. 

La  literatura  publicada  en  relación  con 
la  epilepsia  es  ampliamente  revisada,  es- 
pecialmente en  lo  que  corresponde  al  tra- 
tamiento con  las  nuevas  drogas  descu- 
biertas. Concretos  capítulos  son  dedicados 
a la  endocrinología,  la  electroencefalogra- 
fía  y la  radiografía  craneal.  Woodhall,  que 
tanta  experiencia  tiene  con  las  lesiones  de 
los  nervios  periféricos,  hace  una  sucinta 
revisión  de  los  trabajos  publicados  sobre 
dichos  problemas. 

El  tratamiento  del  dolor  y la  llamada 
psico-cirugía  han  recibido  durante  el  últi- 
mo año  una  atención  más  critica  que  en 


los  anteriores,  a pesar  de  la  propaganda 
que  el  Dr.  Freeman  ha  hecho  en  favor  de 
la  lobotomía  transorbital,  que  insiste  pue- 
de ser  practicada  de  un  modo  ambulato- 
rio, ya  que  según  él  es  una  técnica  de  ciru- 
gía menor.  Merece  atención  especial  el  ar- 
tículo de  O’Brien  publicado  en  el  Am.  Ec- 
cles.  Rev.  sobre  el  aspecto  ético  y religioso 
que  plantea  la  práctica  de  la  lobotomía,  ya 
que  la  operación  implica  una  grave  muti- 
lación del  mecanismo  emocional  de  la  per- 
sonalidad, lo  que  lleva  a O’Brien  a insistir 
en  que  la  operación  en  sí  — “per-se” — es 
ilícita,  aún  cuando  pueda  ser  permisible 
“per-accidens”.  Sabida  es  la  aversión  que 
existe  en  los  núcleos  científicos  a la  prác- 
tica de  la  técnica  descubierta  por  Egas 
Moniz  y cuyo  artículo  “O  Tratamento  Ci- 
rurgico  das  Doencas  Mentáis”  es  sin  em- 
bargo interesantísimo. 

La  revisión  de  los  artículos  sobre  psi- 
quiatría clínica  y de  higiene  mental  es  su- 
cinta y coinciden  en  llamar  la  atención  so- 
bre el  problema  del  alcoholismo.  El  libro 
termina  dedicando  un  capítulo  a las  inves- 
tigaciones hechas  sobre  rehabilitación  y 
re-educación  psicológica  del  alcohólico. 

Queremos  consignar  antes  de  termi- 
nar, en  honor  a nuestros  investigadores 
locales,  que  en  el  libro  que  reseñamos  se 
concede  la  importancia  que  merece  a las 
interesantísimas  investigaciones  y trabajo 
del  Dr.  Rurico  Díaz-Rivera  y colaborado- 
res, sobre  el  tratamiento  del  tétanos  con 
penicilina  intramuscular  y al  de  los  Dres. 
Hernández  y Dalmau  sobre  el  envenena- 
miento con  benzedrina. 

Quien  quiera  obtener  una  información 
completa  sobre  todos  los  trabajos  publica- 
dos sobre  neurología  y psiquiatría  en  el 
último  año  se  sentirá  ampliamente  recom- 
pensado del  tiempo  dedicado  a la  lectura 
de  este  libro  breve  y ameno. 

Dr.  Luis  Ortega 
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Language  and  Language  Disturbances. 
Aphasic  Symptom  Complexes  and  their 
Significance  for  Medicine  and  Theory  of 
Language.  By  Kurt  Goldstein,  M.D.  Gru- 
ñe and  Stratton.  New  York,  pp-374.  $8.75. 
1948. 

Las  contribuciones  de  Goldstein  al  ca- 
pítulo de  las  afasias  son  bien  conocidas  de 
todos  los  estudiantes  de  neurología.  El  au- 
tor desde  su  primera  publicación  en  Ale- 
mania, en  1905,  ha  producido  un  número 
abrumador  de  trabajos  y el  libro  que  rese- 
ñamos es  un  resumen  final  con  el  que  el 
autor  cierra  el  ciclo  de  sus  investigaciones 
al  mismo  tiempo  tal  vez  que  el  de  su  vida 
profesional. 

En  los  últimos  40  años  los  libros  que 
han  tratado  de  un  modo  global  del  proble- 
ma de  las  afasias  son  el  de  H.  Head,  el  de 
Weisenburg  y McBride,  el  de  Wilson,  el 
magnífico  librito  de  J.  M.  Nielsen  titulado 
“Agnosia,  Apraxia,  Aphasia,  their  Value 
in  Cerebral  Localization”  publicado  en 
1936  por  la  Sociedad  Neurológica  de  Los 
Angeles,  California,  y por  último  el  de 
Goldstein. 

Goldstein  examina  los  síntomas  del 
lenguaje  dividiéndolos  en  cuatro  grupos: 
1°  Los  que  representan  una  secuela  directa 
de  la  lesión  neurológica.  Defectos  de  ac- 
tuación. Son  los  síntomas  negativos  de 
Hughlings  Jackson. 

2.  Los  provocados  por  la  separación  del 
área  sana  de  la  lesionada.  Síntomas  posi- 
tivos de  Jackson,  que  podríamos  llamar  in- 
directos, por  aislamiento. 

3.  Los  que  se  deben  al  efecto  que  los 
procesos  patológicos  en  el  área  lesionada 
ejercen  sobre  otras  partes  del  sistema  ner- 
vioso, por  irritación  de  los  terrenos  de  los 
campos  vecinos.  Son  estos  síntomas  secun- 
darios o de  dependencia. 

4.  Síntomas  que  representan  mecanis- 
mos protectores  contra  el  efecto  de  la  le- 


sión en  el  conjunto  de  la  personalidad, 
que  sirven  para  evitar  “situaciones  catas- 
tróficas”. 

El  primer  grupo  de  síntomas  es  obvia- 
mente de  fácil  comprensión,  en  el  segun- 
do y tercer  grupo  teniendo  en  cuenta  el 
fenómeno  de  la  unidad  funcional  y el  me- 
canismo de  “diaschisis”  se  pueden  expli- 
car los  fenómenos  patológicos  del  lengua- 
je por  lesiones  adyacentes,  que  afecten  las 
vías  de  conexión  provocando  una  inhibi- 
ción de  especiales  funciones  del  lenguaje. 

En  el  cuarto  grupo  Goldstein  estudia 
los  “síntomas  catastróficos”  que  presentan 
estos  enfermos.  En  las  instituciones  dedi- 
cadas al  estudio  y tratamiento  de  los  en- 
fermos con  trastornos  afásicos  se  observa, 
por  ejemplo,  la  meticulosidad  con  que  or- 
denan todas  sus  pertenencias.  Los  obje- 
tos más  nimios  son  colocados  cuidadosa- 
mente y de  un  modo  geométrico  en  sus 
armarios.  Esta  ordenación  constituye  un 
síntoma  secundario  y defensivo.  Si  el  en- 
fermo no  desarrollara  la  habilidad  de  ese 
orden  meticuloso  cada  vez  que  necesitara 
una  cosa,  en  virtud  de  las  deficiencias  pro- 
ducidas por  sus  lesiones  intracraneales, 
caería  en  un  estado  de  gran  tempestad  in- 
telectual y emocional  ante  su  inhabilidad 
para  resolver  el  problema  de  hallar  un  ob- 
jeto colocado  en  cierto  desorden.  El  autor 
relata  muy  extensamente  sus  experimen- 
tos e investigaciones  con  casos  clínicos  in- 
teresantísimos, que  revelan  los  curiosos 
síntomas  que  un  neurólogo  hábil,  y espe- 
cializado en  estos  asuntos,  encuentra  en 
dichos  enfermos. 

Los  capítulos  dedicados  a la  investiga- 
ción organicista  de  las  afasias,  y los  me- 
canismos que  se  ponen  en  juego  en  el  len- 
guaje abstracto  y en  la  expresión  de  las 
imágenes,  le  llevan  al  autor  a originales 
conclusiones  psicológicas  sobre  la  filosofía 
del  lenguaje  y sus  mecanismos.  El  autor 
hace  gala  de  sus  amplios  conocimientos 
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neurológicos  y lingüísticos  para  sacar  con- 
clusiones de  interés  clínico.  El  estudio  de 
la  disartria,  de  la  afasia  motora,  de  la  pa- 
rafasia,  de  la  afasia  motora  central,  de  la 
afasia  motora  debida  a lesiones  en  los  ló- 
bulos temporales,  de  los  trastornos  recep- 
tivos del  lenguaje,  del  pensamiento  del 
lenguaje,  de  la  alexia  primaria,  de  la  se- 
cundaria, de  la  agrafía  primaria,  agrafía 
secundaria,  de  los  trastornos  de  la  capaci- 
dad de  cálculo,  de  los  mecanismos  y sig- 
nificado del  lenguaje  pantomímico  en  los 
enfermos  afásicos,  de  los  trastornos  en 
los  enfermos  políglotas,  de  la  afasia,  agra- 
fía y alexia  musical,  de  la  conducta  abs- 
tracta, y los  “tests”  de  inteligencia  y de 
capacidades  parciales  en  los  afásicos,  son 
tratados  con  una  competencia  sin  igual. 
Las  alteraciones  de  escritura,  dibujo  y or- 
denación de  objetos,  de  reconocimiento  de 
texturas,  de  colores  y topográficos  son  es- 
tudiados hasta  el  agotamiento. 

La  segunda  parte  del  tratado  está  de- 
dicada al  informe  de  casos  clínicos. 

El  libro  incluye  una  extensa  bibliogra- 
fía. 

Dr.  Luis  Ortega 

THE  PRACTICE  OF  REFRACTION, 
Duke  Elder,  Mosby  Co. 

Quinta  edición  revisada  del  libro  del 
Dr.  Stewart  Duke  Eider  de  la  casa  Mosby. 

Este  es  un  libro  completamente  revi- 
sado con  capítulos  sobre  materias  nuevas 
que  supera  grandemente  la  cuarta  edición. 

El  primer  capítulo  sobre  astenopia  es 
sumamente  importante  y debe  ser  leído  no 
sólo  por  oculistas  sino  por  todo  médico  en 
la  práctica  general. 

El  capítulo  sobre  miopía  es  muy  im- 
portante y las  observaciones  del  autor  so- 
bre esta  condición  son  muy  atinadas  y pro- 
pias. 

El  mecanismo  de  la  acomodación  reci- 
be consideración  especial  y extensa  y nue- 


vos métodos  de  verificación  en  el  proceso 
de  refracción,  son  explicados  en  detalle. 

El  apéndice  es  sumamente  interesante 
y contiene  los  requisitos  visuales  en  los 
cuerpos  armados  de  la  Gran  Bretaña. 

El  inglés  usado  es  fácil  y sumamente 
claro. 

Dr.  H.  Bladuell 

LA  ESTREPTOMICINA  EN  LAS  FOR- 
MAS DE  COMPONENTE  GASEOSO  DE 
LA  TB  PULMONAR 

Resumen  de  la  conferencia  pronunciada  el 
5 de  abril  de  1949,  por  el  Dr.  J.  Cornu- 
della.  Jefe  del  Servicio,  Hospital  de  la  San- 
ta Cruz  y San  Pablo  de  Barcelona,  España. 

Comienza  poniendo  de  manifiesto  el 
hecho  de  que  por  primera  vez  en  terapéu- 
tica antituberculosa  se  puede  hablar  de 
productos  que  actúan  directamente  sobre 
las  lesiones  bacilares.  Por  consiguiente  al 
referirse  a ellos  conviene  tener  un  con- 
cepto de  la  histología  y fisiopatología  ti- 
sulares  específicas,  para  que  podamos  co- 
legir con  más  precisión  el  cómo  y el  qué 
obtenido  con  esos  medicamentos. 

Es  pues  indispensable  dar  una  descrip- 
ción, lo  más  somera  posible  de  las  mismas, 
para  que  sirvan  de  fundamento  y explica- 
ción de  los  resultados  clínicos  que  ha  da- 
do la  estreptomicina  en  las  lesiones  caseo- 
sas que  va  a presentar. 

Desde  la  publicación  de  Huebschmann 
en  el  año  1928  que  se  ha  metodizado  mu- 
cho la  histogénesis  de  la  lesión  tubercu- 
losa. 

8e  reconocen  tres  categorías  de  proce- 
sos: lesiones  inflamatorias,  foliculares  y 
caseosas.  La  manera  como  se  suceden  o 
imbrican  esos  procesos  en  las  enfermeda- 
des ya  no  son  unánimes  los  pareceres. 

La  mayoría  de  autores  aceptan  que  el 
comienzo  de  una  lesión  tuberculosa  con- 
siste en  una  vasodilatación  capilar  y en 
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una  turgencia 'de  las  células  del  revesti- 
miento alveolar.  Pronto  aparece  la  fase 
exudativa. 

A partir  de  entonces  pueden  ocurrir 
dos  cosas;  la  reacción  folicular  o la  casei- 
ficación. 

Habla  solo  de  la  última  para  circuns- 
cribirse al  tema  de  la  comunicación. 

Describe  el  proceso  de  la  caseificación 
diciendo  que  es  un  fenómeno  físico-quími- 
co complejo  y mal  definido.  Enumera  los 
cambios  morfológicos  que  se  van  sucedien- 
do en  el  contenido  alveolar  y en  los  tabi- 
ques ; lo  que  ocurre  con  las  fibras  elásti- 
cas, vasos,  bronquios,  etc.  hasta  constituir 
el  bloque  de  necrosis. 

Dice  que  al  hablar  de  caseogénesis  es 
indispensable  tener  en  cuenta  las  moder- 
nas hipótesis  coloido-químicas  y eléctricas 
referidas  al  tema. 

Una  vez  formado  el  conglomerado  ca- 
seoso también  se  puede  emprender  dos  ru- 
tas distintas;  que  la  lesión  permanezca  fi- 
ja y evolucione  hacia  la  reacción  folicular 
y la  esclerosis,  o por  el  contrario,  que  siga 
hacia  el  reblandecimiento  del  caseum  y ex- 
pulsarse, dando  lugar  al  momento  culmi- 
nante del  proceso,  la  verdadera  tisis. 

En  la  caseosis  no  tiene  lugar  una  des- 
trucción del  parénquima  pulmonar  en  su 
primer  estadio;  persisten  unos  elementos 
anatómicos  capaces  de  servir  de  vehículo  a 
las  fuerzas  reparadoras  que  tiene  siempre 
en  potencia  todo  organismo  vivo.  Ellos 
son  el  tejido  elástico,  fibrina,  núcleos  y 
especialmente  las  fibrillas  de  reticulina. 
Además  en  la  periferia  del  foco  existen 
también  reservónos  de  material  tisular 
suficientes  para  proporcionar  los  medios 
necesarios  para  la  recuperación  anatómi- 
ca. 

Sostiene  que  los  conglomerados  caseo- 


sos no  son  avasculares,  como  lo  demues- 
tran múltiples  investigaciones.  Por  lo  tan- 
to no  representan  una  situación  estabili- 
zada e impermeable  sinó  que  es  suscepti- 
ble de  reaprovisionamiento  químico  que 
puede  conducir  al  cambio  total  del  medio 
y con  ello  influenciar  la  vida  del  bacilo  y 
la  evolución  del  tejido  tuberculoso. 

Pone  de  manifiesto  que  en  biología  las 
cosas  no  pasan  bruscamente  del  blanco  al 
negro,  con  etapas  uniformes  y cíclicas,  si- 
no en  fases  progresivas  y disincrónicas  en 
las  diversas  zonas  que  tiene  lugar  el  dra- 
ma. 

Si  en  los  períodos  de  formación  caseo- 
sa, antes  de  la  licuefacción,  disponemos  de 
algún  medio  terapéutico,  la  estreptomici- 
na por  ejemplo,  que  facilite  la  actuación 
de  aquellos  mecanismos  defensivos  que  ha 
enumerado  o se  bloquea  la  intervención 
del  bacilo,  es  verosímil  que  se  obtenga  una 
yugulación  del  proceso  caseoso  y hasta  un 
restitutio  visceral,  como  demuestran  los 
casos  que  presenta  a continuación. 

Ellos  lo  forman  diversos  tipos  de  lesio- 
nes y situaciones  clínicas:  infiltraciones 
densas,  brotes  exudativo-caseosos  homola- 
terales  o controlaterales  en  cursos  de  neu- 
motorax, un  caso  de  franco  componente 
caseoso  que  hizo  una  perforación  pleuro- 
pulmonar  y alguno  de  lesión  fibro-caseosa 
crónica. 

Añade  unas  breves  alusiones  al  meca- 
nismo de  acción  de  la  estreptomicina  y 
unos  comentarios  sugeridos  por  la  casuís- 
tica presentada  y termina  diciendo  que  co- 
mo dicho  antibiótico  se  halla  todavía  en 
fase  de  estudio,  es  conveniente  ampliar  su 
uso,  aun  en  algunas  ocasiones  en  que  la 
ortodoxia  científica  considera  inadecuada, 
puesto  que  se  obtienen  resultados  sorpren- 
dentes como  los  de  la  casuística  exhibida. 
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SEXTO  CURSO  POSTGRADUADO  - CARDIOLOGIA 
Noviembre  21-25,  1949 

A cargo  del  Profesor 
DR.  IGNACIO  CHAVEZ 

Director  del  Instituto  Nacional  de  Cardiología  de  México 


PROF.  IGNACIO  CHAVEZ 


Profesor  de  Clínica-  Médica  de  la  Facultad  de  Me- 
dicina, Universidad  Nacional  Autónoma,  Mé- 
xico, D.  F. 

Profesor  de  Clínica  de  Cardiología  en  la  Escuela 
de  Graduados  de  la  Universidad  Nacional  de 
México. 

Profesor  jefe  de  los  cursos  postgraduados  de  Car- 
diología para  los  miembros  del  American 
College  of  Physicians,  1948  y 1949. 

Fundador  y Director  del  Instituto  Nacional  de 
Cardiología  de  México. 


PROGRAMA 

Lunes,  21  de  noviembre, 

8:30  P.  M. 

Embolia  pulmonar  y Cor  Pulmonale 
agudo.  Estudio  de  doscientos  casos. 

Martes,  22  de  noviembre, 

5:00  P.  M. 

Presentación  y Discusión  de  casos 

8:30  P.  M. 

Cardiopatía  pulmonar  crónica.  Cote- 
jo de  cuadros  clínico,  radiológico, 
electrocardiográfico  y hemodinámi- 
co. 

Miércoles,  23  de  noviembre, 

11:00  A.  M. 

Presentación  y Discusión  de  casos,  en 
el  Hospital  San  Patricio. 

8:30  P.  M. 

Estudios  de  angiocardiografía. 

Jueves,  24  de  noviembre, 

8:30  P.  M. 

Estudio  comparativo  entre  la  pericar- 
ditis constructiva  tuberculosa  y la 
pericarditis  adhesiva  reumatismal. 

Viernes,  25  de  noviembre, 

5:00  P.  M. 

Presentación  y Discusión  de  casos. 

8:30  P.  M. 

Investigaciones  recientes  sobre  el  reu- 
matismo cardíaco.  La  patología  de 
la  tricúspide  y la  encefalopatía  reu- 
matismal. 


Can  a milk  be  made  that 
wi  11  ag  ree  wit  h ajd  babies? 


Probably  not,  in  viev/  of  variations  in  individual 
babies  and  the  abnormal  conditions  occasionally  encoun- 
tered in  infants. 

The  question,  however,  is  an  interesting  one.  When 
the  first  evaporated  milk  was  made  sixty-three  years  ago, 
little  was  known  about  the  factors  that  enable  babies  to 
tolerate  cows’  milk.  But  even  if  these  factors  had  been 
known  by  the  men  who  developed  evaporated  milk,  they 
could  not  have  come  closer  than  they  did  to  making  a 
milk  that  would  be  universally  tolerated. 

Their  process  did  two  things  to  the  milk,  that  more 
than  anything  else  since  then,  made  cows’  milk  generally 
suitable  for  infant  feeding.  It  destroyed  the  germs  of  dis- 
ease which  in  those  days  made  cows’  milk  actually  a 
dangerous  food  for  babies.  It  also  changed  the  nature  of 
the  protein  so  that  the  curds  formed  in  a baby’s  stomach 
were  no  longer  large  and  indigestible,  but  instead  so  small 
that  they  closely  resembled  those  of  human  milk. 

Later  other  improvements  were  made.  The  milk  was 
homogenized  to  distribute  its  butterfat  evenly  from  the 
top  to  the  bottom  of  the  can.  Its  solids  content  was  stand- 
ardized to  provide  uniform  nutritional  value.  Finally  pure 
crystalline  vitamin  Dj  was  added  not  only  to  help  prevent 
rickets  but  to  provide  optimal  vitamin  D nutrition. 

The  net  result  is  that  physicians  have  found  Pet 
Milk,  the  original  evaporated  milk,  to  agree  with  babies 
so  generally  that  it  has  become  a favored  form  of  milk 
for  infant  feeding. 


PET  MILK  COMP 


1472-D  Arcade  Building, 
St.  Louis  1,  Missouri 


Distribuidores:  B.  FERNANDEZ  & HNOS.,  SUCKS. 
P.  O.  Box  3629  - San  Juan,  Puerto  Rico 


...para  analgesia  urogenital  eficaz 


La  administración  oral  de  PYRIDIUM 
produce  un  determinado  efecto  analgé- 
sico en  la  mucosa  urogenital.  Esta  acción 
contribuye  al  alivio  rápido  y eficaz  que 
tanto  satisface  al  paciente  que  sufre  de 
desagradables  síntomas  urinarios. 

Como  actúa  directamente  sobre  la 
mucosa  del  conducto  urogenital,  este 


notable  efecto  del  PYRIDIUM  es  ex- 
clusivamente local.  No  ejerce  acción 
sistémica  narcótica  o sedativa. 

Se  pueden  administrar  dosis  terapéu- 
ticas de  PYRIDIUM  con  toda  confianza 
durante  el  tratamiento  de  la  cistitis, 
pielonefritis,  prostatitis  y uretritis. 


Impresos  disponibles  a solicitud 

PYRIDIUM  es  la  marca  registrada  de  la  Pyridium 
Corporation  para  su  marca  de  Clorhidrato  de 
Fenilazo  díaminopírídina.  Merck  & Co.,  Inc.,  úni« 
eos  distribuidores  en  E.U.A. 


MERCK  (NORTH  AMERICA)  INC. 


SUBSIDIARIA  DC 
EXPORTACION  DE 
MERCK  & CO..  I'^r 
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Sucesores  de  P.  W.  R.  Export  Corporation  ■ ■ 

Distribuidores:  CESAR  CASTILLO,  INC. 

Calle  Tetuán  155  - San  Juan,  P.  R. 


yabricantrs  4< 

Producto»  Qutmtco» 

Rshway.  N-J..  U.S.A. 


Wá 


EZ  Instituto  Warner  para 
Investigaciones  Terapéuticas 
ha  producido  una 

Vreparación  Antihistamínica  Superior, 

Diatrína*' ‘Warner’ 


Diatriaa*  (CJorhidrato)  ‘Warner’  proporciona 
al  médijcó»  an  medio  eficaz  para  el  rápido 
alivio  de  Entornas  alérgicos  causados  por  la 
liberación  d^  histamina  en  los  tejidqs. 


■ÉMMSMih 

/ ; ^ . 


Efectos  Secundarios 
Mínimos  . . . 


Reacciones  secundarias  como  somnolencia, 
letargo,  vértigo,  náusea  y vómitos  son  muy 
raras  cuando  se  administra  Díatrina* 
(Clorhidrato)  ‘Warner’.  V 


Baja  Toxicidad  . . . 


V4  ' 


' 


Se  ha  encontrado  que  Diatrina*  ' , 

(Clorhidrato)  ‘Warner’  es  de  una  mitad  a tres 
veces  menos  tóxico  que  otras  substancias 
antihistaminicas.  \ 

Diatrina*  (Clorhidrato)  ‘Warner’  se  ofrece  en 
frascos  de  40  y 100  tabletas.  | . 

Indicaciones; ' Urticaria,  particularmente  en  la 
afruda;  Polinosis  {fiebre  de  heno);  Rinitis 
alérgica  vasomotora;  Prurito;  Eczema  y 
dermatitis  atópicos;  Dermatitis  por  contacto; 
IS'eurorlermatitis;  Dermatitis  medicamentosa 
(reacciones  a la  penicilina  y otras  drogas); 

Eritema  multiforme;  Conjuntivitis  vernal. 

*Afarca  de  Fábrica 

William  R.  Warner  & Co.,  Inc. 

113  West  18th  Street  New  York  1 1,  N.  Y. 


' “%é 


CK- 


Flesh-tinted  with  inert  color- 
ing. Supplied  in  1-oz.  and 
2-oz.  tubes. 


NUMOTIZINE,  Inc. 

900  N.  Franklin  St.,  Chicago  10,  III. 


Cremacal  provides  cooling,  ana^^^^xv 
relief  from  pain,  burning  and  pruritus. 
Its  greaseless,  water-miscible  base 
dries  promptly  to  form  a protective 
coating  over  the  irritated  area. 


Formula: 

Calamine 10% 

Glycerine 5% 

Benzocaine 1% 

Phenol 0.5% 

Menthol 0.25% 

Special  water-miscible  base q.s. 


Distribuidores:  FRANCISCO  N.  CASTAGNET 
Santurce,  P.  R. 


por  6 razones 


difusión 
quimioterópica 
en  infecciones 
otológicas 


; Mayor  difusión— combinación  con  urea  que  estimula 
. la  penetración  más  rápida  de  la  sulfa  en  los  tejidos 
vivos  y muertos. 


2 

3 


Analgésico,  antipruriginoso  — gracias  a la  acción 
calmante  y eficaz  del  clorobutanol  — una  sulfonamida 
compatible  con  la  anestesia  local. 

Amplio  campo  — eficaz  en  la  otitis  media  aguda  y 
crónica;  de  acción  fungicida  en  las  infecciones  otomi* 
cóticas. 


4 Auxiliar— valiosa  ayuda  en  la  terapéutica  general,  con 
' frecuencia  reduce  la  necesidad  de  una  medicación 

sulfamídica  intensa  y general,  con  lo  que  se  evitan 
reacciones  molestas  o tóxicas. 

5 Desbridamiento  fisiológico  — fomenta  el  drenaje  y' 
la  eliminación  de  detritus  necrótico. 


6 


Potencialidad — acrecienta  el  poder  baaericida. 


Otomide  White’s  es  una  solución 
estable  de  5%  de  sulfanilamida, 
10%  de  Urea  (Carbamide)  y 3% 
de  clorobutanol  anhidro  en  una 
glicerina  especial  de  alta  activi- 
dad higroscópica.  En  frasquitos 
cuentagotas  de  15  c.c. 


White  Laboratories/  Inc.,  Newark  7,  N.  J.,  E.U.A.  • Fabricantes  de  Productos  Farmacéuticos 

Distribuidores:  FRANCISCO  N.  CASTAGNET 
Santurce,  P.  R. 
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Distribuidores:  FRANCISCO  N.  CASTAGNET 
Santurce,  P.  R, 


The  development  of  calcium  gluconate  was 
another  Sandoz  ‘'first." 

Neo-Galglucon  ® —is  an  improved  calcium  gluconate  compound— 

• non-irritating  calcium  salt 

• completely  stable  solutions,  high  calcium 
content 

• readily  absorbed 


NEO-CALGLUCON  (Brand  of  Calcium  Gluco- 
nogalactogluconate)  is  indicated  in  Calcium 
Deficiency,  Pregnancy  and  Lactation,  Hypopara- 
thyroidism, Hyperthyroidism  and  Management 
of  Fractures. 


Calglucon  & 


Syrup— NEO-CALGLUCON  — for  oral  ther- 
apy—Bottles  of  3 fl.  oz.,  8 fl  oz.  and  1 qt. 

.Ampuls  — NEO-CALGLUCON  — in  two  con- 
centrations, 10%  for  routine  use,  20%  for 
intense  effect  (both  concentrations  in  5 cc. 
and  10  cc.  sizes). 


SANDOZ  PHARMACEUTICALS 

Division  of  SANDOZ  CHEMICAL  WORKS,  INC. 
NEW  YORK  14,  N.Y.*CHICAGO  6,  ILL.*SAN  FRANCISCO  8, CAL. 


Originality 


Cleganee  • Perfection 


Distributors:  FRANCISCO  G ARRATON,  S.  en  C., 
1608  Ponce  de  León  Ave.,  Santurce,  P.  R. 


A los  Señores  Médicos 
de  San  Juan  y Santurce 

Nos  permitimos  recordarles  que  en  caso  de  urgencia  los  se- 
ñores médicos  que  necesiten  del  servicio  de  nuestras  farmacias 
en  San  Juan  o en  Santurce,  durante  las  altas  horas  de  la  noche, 
pueden  llamar  personalmente  a los  encargados  de  dichas  farma- 
cias, al  teléfono,  como  sigue: 

Para  servicios  en  San  Juan:  2-6544 

Para  servicios  en  Santurce:  2-7002  2-6831 

Los  señores  médicos  pueden  tener  la  seguridad  de  que  serán 
inmediatamente  atendidos  en  dichos  casos  de  necesidad. 

No  se  atenderán,  sin  embargo,  llamadas  hechas  por  personas 
particulares  que  no  puedan  usar  el  debido  discernimiento  sobre 
la  urgencia  o necesidad  de  las  llamadas. 

FARMACIA  BLANCO,  INC. 

(San  Juan  - Santurce) 


THESODATE  (Brewer) 

Definición:  El  Thesodate  (Brewer)  es  la  pastilla  original  con  RECUBRI- 
MIENTO ENTERICO  de  Acetato  Sódico  de  Teobromina. 

Indicaciones:  El  Thesodate  (Brewer)  se  indica  en  el  tratamiento  de  la  en- 
fermedad de  la  arteria  coronaria,  el  edema  y la  hipertensión. 

Distribución:  El  Thesodate  (Brewer)  se  vende  en  frascos  de  100  pastillas. 
*Thesodate,  480  mg.  (71/^  gKanos). 

Thesodate,  480  mg.  (71/2  granos) ; Fenobarbital,  32  mg.  (Y2  grano). 
Thesodate,  320  mg.  (5  granos) ; Fenobarbital  16  mg.  (l^  grano) ; Yo- 
duro de  Potasio  128  mg.  (2  granos). 

Dosis:  Una  pastilla  antes  de  las  comidas  y antes  de  acostarse. 

COMPROBACION  CLINICA: 

1.  Rlseman,  J.  E.  F.,  Brown,  M.  O.,  Arch.  Int.  Med..  Vol.  60,  pAg:.  100,  1937 

2.  Brown,  M.  O.,  y Klseman,  J.  E.  F.,  J.  A.  M.  A.,  Vol,  109,  pág,  256,  1937. 

8.  Lery,  R.  L.,  Bruenn,  H.  G.,  Williams,  N.  E.,  Am.  H.  Jour.,  Yo!.  19,  pág.  639,  No.  6.  Jun.  1940. 

* El  Thesodate,  480  mg.  se  ha  usado  muchísimo  como  diurético.  La  dosis  que  se  recomienda  es 
de  ocho  pastillas  al  día  por  dos  días  y luego  cuatro  pastillas  diarias. 

Solicite  literatura 

BREWER  & COMPANY,  INC.  Worcester,  Mass.,  U.S.A. 

Químicos  Farmacéuticos  desde  1852 
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THE  NEW  YORK  POLYCLINIC 

\ 

ESCUEI^A  DE  MEDICINA  Y HOSPITAL 

(Organizada  en  18S1) 

La  Primera  Institución  Médica  de  América  para  Postgraduados 

PARA  EL 

Cirujano  General 

Obstetricia  y Ginecología 

Curso  combinado  que  comprende:  cirugría  ge> 

I’n  curso  completo.  En  Obstetricia:  conferen- 

166:ira,  grinecología  y urológica.  Asistencia  a con> 

nerab  c.  traumática,  c abdominal,  gastro*entero* 

< ¡a ; clínica  prenatal;  presencia  a partos  norma- 

ferencias,  presencia  a operaciones,  examen  pre* 

les  y operatorios;  operatoria  obstétrica  (mani- 

operatorio  y post-operatorio  de  enfermos  así  como 

qui). 

un  curso  ulterior  en  las  salas.  Patología,  rndio^ 

En  Ginecología;  conferencias;  exploración  clí- 

logia,  fisioterapia.  Demostraciones  en  el  cadáver 

nica;  presencia  de  operaciones;  examen  pre-ope- 

sobre  anatomía  ciuirúrgica,  cirugía  torácica,  anes- 

ratorio  de  pacientes;  clínica  post-operatoria  de 

tesía  regional.  Cirugía  operatoria  y ginecológica 

las  ])acientes  en  las  salas. 

en  el  cadáver. 

Patología  obtétrica  y ginecológica;  anestesia 

regional  (en  cadáver).  Asistencia  conferencias  en 

Ojos,  Oídos,  Nariz  y Garganta 

Obstetricia  y Ginecología. 

Curso  combinado  completo  de  un  año  acadé* 

mico  (9  meses).  C onsiste  de  asistencia  a clínicas, 

Proctología  y 

prensencia  en  operaciones,  conferencias,  demostra- 
ciones de  casos  y demostraciones  en  el  cadáver; 

operaciones  de  ojos,  oídos,  nariz  v garganta  en 

Gastroenterología 

el  cadáver;  disecciones  del  cuello  y la  cabeza 

(cadáver)  ¡ demostraciones  clínicas  y en  el  cadá- 

ver  sobre  broncoscoi>ía  cirugía  de  la  laringe  y 

cirugía  facial:  refracciones;  roentgenología;  pa- 

tología,  bacteriología;  y embriología;  fisiología; 
neuro-anatomía;  anestesia;  fisioterapia:  alergia; 

diganóstico  y tratamiento;  presencia  en  opera- 
ciones; visita  a las  salas  de  enfermos;  demostra- 

examen  pre-operatorio  y post-operatorio  de  pa- 

ción  de  casos;  patología;  radiología;  anatomía 

cientes  en  las  salas  y clínicas.  También  cursos 

proctología  operatoria  en  el  cadáver. 

cortos  de  repaso  (3  meses). 

V 

P.4KA  INFORMES  DIRIGIRSE  A 

MEDICAL  EXECUTIVE  OFFICER:  345  West  50th  St.,  New  York  City 



DR.  RAFAEL  A.  BLANES 

Médico-Radiólogo 

Clínico  Dr.  Susoni 

Arecibo,  P.  R. 

De  regreso  <de  su  viaje  por  Euro- 
pa, se  complace  en  ponerse  nue- 
vamente a las  órdenes  de  sus 
compañeros. 

INSTITUCION  FUNDADA 

EN  EL  AÑO  1916 

SANTURCE,  P.  R. 

Dr.  Antonio  H.  Susoni 

Director 

^ 

> 



r ■ — > 

\ 

, ^ 

CLINICA  ORIENTE 

HOSPITAL 

Dr.  Maldonado 

Humacao,  P.  R. 

Hato  Rey,  P.  R. 

MEDICINA  Y CIRUGIA 

GENERAL 

Fundada  en  1933 

Institución  fundada  en  el  1943 

DR.  CESAR  DOMINGUEZ 

Director 

Dr.  Eduardo  D.  Maldonado 

Director 

\ < 

HOSPITAL 

CLINICA 

PAVIA 

Dr.  M.  Juliá,  Inc. 

Santurce,  P.  R. 

Fundada  en  el  año  1925 

ENFERMEDADES  NERVIOSAS 

INSTITUCION  FUNDADA 

Y MENTALES 

EN  EL  1926 

Hato  Rey,  Puerto  Rico 

Dr.  Manuel  Pavía  Fernández 

Dr.  Mario  Julia 

Director 

Director 



'' \ 

CLINICA 

FONT  MARTELO 

Humacao,  P.  R. 

Instituto  Oftálmico 

DE  PUERTO  RICO 

San  Juan,  P.  R. 

INSTITUCION  FUNDADA  EN 

EL  AÑO  1936 

FUNDADO  EN  EL  AÑO  1937 

Dr.  R.  Mejía  Ruiz 

Director 

Ores.  Luis  j.  y Ricardo  Fernández 



V, 
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Clínica  Betances 

Mayagüez,  P.  R. 

Clínica  Dr.  Perea 

Mayagüez,  P.  R. 

INSTITUCION  FUNDADA 

EN  EL  AÑO  1934 

INSTITUCION  FUNDADA 

EN  EL  AÑO  1908 

Dr.  José  F.  González 

Director 

V > 

Dres.  Nelson,  Luis  y 

Augusto  Perea 

CUADRAGESIMA -SEXTA 
ASAMBLEA  ANUAL 

de  la 

Asociación  Médica  de  Puerto  Rico 


MIERCOLES,  14  DE  DICIEMBRE 
A 

DOMINGO,  18  DE  DICIEMBRE 


Locales  para  exhibiciones  durante  los  días  de  la  Asamblea 
disponibles  para  las  firmas  que  tienen  exhibiciones  permanentes 

en  nuestro  domicilio 


S-M-A 

MARCA  REQtSTRAOA 

AHORA  CONTIENE  VITAMINA  C 

Los  Laboratorios  WYETH  han  desarrollado 
nuevas  técnicas  de  elaboración  y envase  que 
permiten  que  el  ácido  ascórbico  agregado  a la 
S-M-A  conserve  su  estabilidad.  En  la  actualidad 
la  S-M-A  contiene  50  mg.  de  ácido  ascórbico  por  litro  de  leche 
preparada. 

Derivada  de  leche  de  vacas  tuberculinonegativas,  la  S-M-A  puede 
darse  sin  modificación  ni  cambio,  a niños  normales  durante  su 
primer  año  de  vida. 


DATOS  COMPARATIVOS  ENTRE  LA 
S-M-A  Y LA  LECHE  MATERNA 


S-M-A 

Leche 

materna 

Calorías  por 
onza  (30  cc.) 

20 

20 

Pro  teína 

1.5% 

1.25-1.6% 

Carbohidrato 

7% 

6.8-7.1% 

Grasa 

3.5% 

3. 4-3. 6% 

Minerales 

0.38% 

0.20-0.25% 

Hierro 

0.00005% 

0.00001% 

Acción 

amortiguadora 

Baja 

Baja 

CONTENIDO  VITAMINICO  POR  LITRO 


Vitamina  A 

7500  U. 

2800  U. 

Vitamina  B| 

0.67  mg. 

0.14  mg. 

Vitamina  Bj 

1.  mg. 

0.5  mg. 

Vitamina  C 

50  mg. 

50  mg. 

Vitamina  D 

400  U. 

50  U. 

Niacinamida 

5 mg. 

1.8  mg. 

De  fácil  digestión 
S-M-A  es  práctica 
S-M-A  es  económica 


S-M-A  se  ofrece  en  latas  que 
contienen  453  gramos  c.a(Ja  una.  , 


Aceptado  por  el  Consejo  de  Ali- 
mentos y Nutrición  de  la  Aso- 
ciación Médica  Americana 


Otros  productos  elaborados  por  los  Laboratorios  WYETH 


WYETH  INTERNATIONAL  LIMITED  • PHILADELPHIA  • U.S.A. 


Debido  a su  sabor  agradable,  su  apariencia 
atractiva,  su  olor  placentero  y su  pequeño 
volumen,  los  lactantes  y niños  aceptan  gustosos 
el  'Homicebrin’  (Vitaminas  A,  Bi,  B2,  C y D 
Homogenizadas,  Lilly).  Una  cucharadita  de  esta 
preparación  suministra  las  necesidades  óptimas 
diarias  de  las  vitaminas  esenciales  A,  Bi,  B2,  C 
y D.  El  'Homicebrin’  es  homogenizado  a fin  de 
producir  glóbulos  grasos  diminutos  que 
permanecen  en  suspensión  permanente.  El 
'Homicebrin’  es  en  extremo  agradable  al  paladar 
y completamente  miscible  con  las  fórmulas 
lácteas,  leche,  agua  y jugos  de  fruta.  En  la 
preparación  del  'Homicebrin’  se  emplea  un 
proceso  especial  que  garantiza  la  estabilidad 
de  las  cinco  vitaminas  que  contiene  el  producto 
para  fa  profilaxis  y el  tratamiento 
de  la  deficiencia  plurivitamínica. 
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El  BOLETIN  DE  LA  ASOCIACION  MEDICA  DE  PUERTO  RICO  ea 
el  órgano  oficial  de  la  Asociación  Médica  de  Puerto  Rico.  Se  publica  el  día 
último  de  cada  mes,  constando  cada  volumen  de  12  ediciones. 

Los  trabajos  originales  deben  ser  enviados  al  Editor-en-Jefe,  Apartado 
de  Correos  3866,  Santurce  29,  Puerto  Rico,  o entregarse  directamente  en  la 
Secretaría  de  la  Asociación  Médica,  Avenida  Fernández  Juncos,  Parada  19, 
Santurce,  Puerto  Rico. 

Los  originales  deben  venir  escritos  a máquina,  a doble  espacio. 

Las  citas  bibliográficas  deberán  mencionar,  en  el  siguiente  orden  de 
sucesión:  apellido  del  autor;  iniciales  de  sus  nombres;  título  del  trabajo; 
título  del  periódico  (abreviado);  año;  volumen  y página.  Las  citas  lleva- 
rán un  número  de  acuerdo  a su  orden  de  presentación  en  el  texto  y corres- 
pondiente a la  numeración  colocada  al  final. 

Si  el  artículo  viene  acompañado  de  ilustraciones,  debe  indicarse  en  el 
texto  el  sitio  donde  se  desea  que  sean  éstas  intercaladas.  Al  dorso  di 
cada  ilustración  debe  hacerse  constar  claramente  el  título  que  deberá 
acompañarla. 

No  se  devuelven  originales.  Los  autores  son  responsables  de  las  opi- 
niones que  emitan  en  sus  artículos.  Ningún  artículo  publicado  en  el  Boletín 
podrá  ser  reproducido  sin  la  previa  autorización  escrita  del  Editor-en-Jefe. 

Información  en  relación  con  anuncios  será  suplida  a solicitud  en  la  Se- 
cretaría de  la  Asociación.  Todo  material  de  anuncio  estará  sujeto  a la 
aprobación  del  Editor-en-Jefe. 
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3 new  water-soluble 
liquid  vitamiu  preparations 


Each  0.6  cc.,  the  usual  daily  dose, 
supplies: 

Vitamin  A 5000  USP  units 

Vitamin  D 1000  USP  units 

Thiamine  1.0  mg 


Each  0.6  cc.,  the  usual  daily  dose, 
supplies: 

Vitamin  A 5000  USP  units 

Vitamin  D 1000  USP  units 

Ascorbic  Acid  50  mg 


Each  0.5  cc.,  the  usual  daily 
dose,  supplies; 

Ascorbic  Acid  50  mg 


Riboflavin  0,8  mg 

Niacinamide  5.0  mg 

Ascorbic  Acid  50.  mg 


y 

Í 


each  is 

Soluble  in  Water  and  other  liquids 
Scient  ifically  Fornuilatetl 
Plea,sing  to  the  Taste 
Convenient  to  Administer 
Ethically  Marketed 

indications 

All  of  these  preparation.s  arc  ideally 
suited  for  the  routine  .sup[)lemcntation 
of  the  diets  of  infants  and  ehildren.They 
can  also  be  administered  to  adults. 


administration 

Any  of  these  preparations  can  be  stirred 
into  infant’s  formula,  into  fruit  juice, 
milk  or  other  liquid,  or  mixed  into  ce- 
real, pudding,  or  other  solid  food.  They 
can  be  given  with  a sjioon  or  dropped 
directly  into  the  mouth. 

^ These  products  are  avail- 
able in  15  and  .50  eo.  bottles,  each  with 
an  appropriately  calibrated  dropper. 


Mead  Johnson  & co.  evansvii.  lk  21, in  d,  us.  a 


I 


J 


V.  O.  BOX  .‘5081  — SAN  JUAN.  V.  U. 


Para  pacientes  que 
requieren  dietas  concentradas 


Klim,  la  leche  íntegra  en  polvo,  es  de  gran 
importancia  para  las  dietas  concentradas. 

Klim  puede  proporcionarle  calorías  adicio- 
nales sin  aumentar  materialmente  el  volu- 
men de  su  dieta.  (Cada  cucharada  rasada 
proporciona  40  calorías).  Klim  en  polvo 
puede  ser  combinada  con  diversos  alimentos. 

USOS  ESPECIFICOS 

Las  dietas  concentradas  con  Klim  benefician 


a los  niños  inapetentes.  Así  mismo,  Klim  es 
de  gran  valor  en  casos  que  requieran  mayor 
alimentación,  tales  como  tifoidea  y otra.s 
enfermedades  febriles;  pulmonía,  tuberculo- 
sis y debilidad  postoperatoria. 

El  valor  calórico  de  Klim  es  ocho  veces 
mayor  que  el  de  la  leche  fluida.  Se  puec'¿ 
agregar  a los  alimentos  líquidos  o casi  líqui- 
dos, sin  producir  alteración  alguna  en  su 
apariencia,  consistencia,  sabor  o volumen. 


KLIM 

LA  PREFERIDA 
EN  TODO  EL  MUNDO 


Para  informes  profesionales  y tablas  de  alimentación,  diríjase  a: 

THE  BORDEN  COMPANY,  350  .MADIS.JN  AVENUE,  NEW  YORK  17.  N.  Y.,  li.  a 


I 


Distribuidores  para  Puerto  Rico: 

PLAZA  PROVISION  COMPANY,  Fortaleza  104,  San  Juan,  P.  R. 


consistency 
in  therapy 


of  the 

menopause 


Procynon-B*  injectable  form  of  the 
primary  follicular  hormone, 
meets  the  requirements  of  menopausal 
management:  even,  sustained  estrogenic 
action — without  the  euphoristic 
peaks  or  valleys  of  depression  that 
may  occur  with  the  more  rapidly 
excreted  secondary  materials  or  syn- 
thetic estrogens.  For  example. 


BIBLIOGRAPHY: 

(1)  Eisfelder,  H.  W,:  J.  Clin.  Endocrinol,  2:628, 

1942.  (2)  Uunn,  C.  W.:  Ain.  J.  Obst.  & Cynec. 

30:186,  1935.  (3)  Crollman,  A.:  Essentials  of 
Endocrinology,  ed.  2,  Philadelphia, 

J.  B.  Lippincott  Company,  1947,  p.  574. 

COR'PORATION»BLOOMFIELD,  NEW  JERSEY 

IN  CANADA,  SCHERING  CORPORATION  LTD..  MONTREAL 


in  only  one-third  the  dose  of  estrone 
controls  menopausal  symptoms  for  twice 
the  period  of  time.’  Pkogynon-B 
contributes  still  further  to  the  pa- 
tient’s comfort  in  that  it  is  non- 
toxic even  “in  extremely  high  single 
and  accumulative  dosage.”^  Rather, 
the  effect  of  Procynon-B  is  one  of 
a sense  of  well-being,  as  might 
be  anticipated  from  “the  most  potent 
of  the  natural  estrogens.”’ 


PACKAGING:  Progynon-B  (Estradiol  Benzoate 
U.S.P.  XllI),  in  oil,  ampuls  of  1 cc.  containing: 
0.16,  0.33,  1.0  or  1.66  mg.  (1000,  2000,  6000 
or  10,000  R.  U.)  ; boxes  of  3,  6,  50  and  100  ampuls. 
Multiple  dose  vials  of  10  cc.  containing  0.16,; 

0.33  or  3.33  mg.  (1000,  2000  or  20,000  R.U.) 
per  cc.;  boxes  of  1 4iiid  6 vials.  ^ 


Distribuidores:  CKSAR  CASTILLO,  INC. 
(!al!e  Teluán  Lí5  - San  .luán,  P.  R. 


Dryco  es  tan  nutritiva 

como  la  leche  materna 


Al  sustituir  la  leche  materna  con  leche  de 
vaca,  es  preciso,  señores  médicos,  dar  al  bebé 
una  cantidad  mayor  de  proteína  de  leche  de 
vaca. 

Esto  se  debe  a las  deficiencias  proteínicas 
de  la  leche  de  vaca,  comparada  con  la  leche 
materna. 

En  Dryco,  por  lo  tanto,  se  ha  modificado 
el  volumen  de  proteína  a una  proporción  más 
elevada  que  en  la  leche  de  vaca.  Su  relación 
es  de  2.7  de  proteína  a 1 de  grasa,  mientras 
que  en  la  leche  de  vaca  es  aproximadamente 
igual.  Esto  asegura  al  bebé  normal  una  pro- 
porción óptima  de  proteína  para  un  vigoroso 
y saludable  desarrendó. 

, Otras  semejanzas  en  valor  nutritivo 

Durante  la  elaboración  de  Dryco  se  reducen 
considerablemente  las  partículas  de  grasa, 
haciéndolas  más  asimilables  para  el  bebé 
Dryco  contiene  amplias  proporciones  de  las 
vitaminas  A,  Bj,  B2,  y D.  Dryco  es  bacterio- 


lógicamente segura  y de  composición  un»-  f 

forme.  Dryco  se  disuelve  rápidamente  en 
agua. 

Recete  Dryco.  Es  el  alimento  ideal  para  todos 
los  niños  — los  normales  y aquellos  que  re- 
quieren su  estricta  supervisión. 

DRYCO 


Para  información  profesional  y tablas  de  alimen- 
tación acerca  de  Dryco  diríjase  a: 

THE  BORDEN  COMPANY, 

350  Madison  Avenue, 

New  York  17,  N.  Y.,  U.  S.  A 


Distribuidores  para  Puerto  Rico: 
FELIX  A.  RODRIGUEZ 
Sagrado  Corazón  602  - Santurce,  P.  R. 


NION  CORPORATION  • LOS  ANGILES  38,  CALIFORNIA 

Representantes  para  Puerto  Rico 
JOAQUIN  BELENDEZ  SOLA 


Ave.  Labra  Núm.  802 
Santurce,  P.  R. 


Apartado  1188 
San  Juan,  P.  R. 


■ 

Sulfato  de  Dihidroestreptomicina 


+ 

Alta  Actividad  Anfibacteriana 


Baja  Neurotoxicidad 


Se  suministra  en  convenientes 
jrasquitos  de  1 y 5 gm.  Incluyese 
en  cada  paquete  cuadros  de  dilu- 
ción. 

Como  primer  fabricante  de 
estreptomicina  en  el  mundo, 
Merck  & Co.,  Inc.  ha  hecho 
otro  adelanto  impresionante 
con  la  gran  produción  del 
Sulfato  de  Dihidroestrepto- 
¡nicina. 


Nuevo  e Impresionante  Adelanto  en  la  Terapia  Antibidtica 

El  Sulfato  de  Dihidroestreptomicina  es  un  antibiótico  nuevo,  altamente 
purificado,  químicamente  distinto  de  la  estreptomicina  y está  caracterizado 
por  alta  actividad  antibacteriana  y neurotoxicidad  siunamente  baja. 

Este  nuevo  producto  ofrece  ventajas  importantes: 

■ Eficacia  contra  el  Mycobacterium  Tuberculosis 

■ Toxicidad  Mucho  Más  Baja 

■ Manifestaciones  Alérgicas  Menos  Frecuentes 

■ Ausencia  de  Dermatitis  de  Contacto 

■ Pureza  Insuperable 

El  Sulfato  de  Dihidroestreptomicina  y el  Complejo  de  Cloruro  Calcico  de 
Estreptomicina  pueden  emplearse  alternativamente  en  el  tratamiento 
parenteral  de  la  tuberculosis.  Con  estos  dos  excelentes  "antibióticos 
asociados”  de  Merck  & Co.,  Inc.,  el  médico  está  equipado  para  afrontar 
cualquier  contingencia  en  que  esté  indicada  la  estreptomicina.  Para  mayor 
seguridad,  especifique  siempre  los  productos  de  Merck  & Co.,  Inc. 


Pida  los  últimos  impresos  descriptivos 


MERCK  (NORTH  AMERICA)  INC. 

161  Avenue  of  the  Americas,  New  York  13,  N.  Y.,  U.  S.  A. 


SUBSIDIARIA  DE 
EXPORTACION  DE 
MERCK  & CO.,  INC. 
F ahricnntes  de 
Productos  Químicos 
Rabway,  N.  J-,  U.  S.  A* 
SUCESORES  DE  P.  W.  R.  EXPORT  CORPOR  ATION 


Distribuidores:  CESAR  CASTILLO,  INC., 
Calle  Tetuán  155,  San  Juan,  P,  R. 


El  Queratómetro  <¡||»  Bausch  & Lomb 


JE  reconoce  universalmente  el  valor  de 
la  queratometría  en  casos  de  astig- 
mia,  afaquia  o ambliopía.  Sin  embargo 
la  exactitud  de  los  datos  así  averigua- 
dos está  limitada  por  la  exactitud  del 
instrumento  empleado  para  lograrlos.  El 
Queratómetro  de  B&L  mide  objetiva- 
mente la  curvatura  de  la  córnea.  Con 
él  es  fácil  colocar  en  posición  al  pacien- 
te y se  ahorra  tiempo  para  que  éste 
concentre  la  mirada  de  modo  fijo.  Por 
ser  un  instrumento  de  una  sola  posición, 
su  enfoque  resulta  rápido  y exacto.  Sólo 


con  el  Queratómetro  se  puede  obtener 
exactamente  la  medida  de  la  córnea  pa- 
ra ajustar  lentes  de  contacto. 

Agente:  H.  V.  CROSCH  C O. 

Comercio  St.  21  - San  Juan 

BAUSCH  & LOMB 

Optical  Co.  - Rochester,  N.  Y.,  E.U.A, 
Fundada  en  1853 


VARIOS  DATOS  INTERESANTES 
ACERCA  DE  BIOLAC .. . 


El  Alimento  Infantil  Completo 


posibilidad  de  cometer  errores  al  mezclar  y 
medir,  se  reducirá  a un  mínimo. 


■DiolAC  es  leche  pura,  desecada,  modificada  y 
enriquecida  de  tal  modo,  que  suple  una  fór- 
mula equilibrada. 

Contiene  las  cantidades  requeridas  de  todas  las 
vitaminas  y los  minerales  de  la  leche  humana.  ¡Y 
es  tan  fácil  de  preparar— sólo  hay  que  mezclarlo 
con  agua! 

Además,  Bíolac,  en  su  lata  cerrada  al  vacío,  se 
conserva  indefinidamente.  Después  de  abierta  la 
lata,  se  puede  conservar,  bien  tapada,  por  varios 
días  en  un  sitio  fresco  y seco  sin  refrigeración. 

Quizás,  la  razón  principal  por  la  cual  tantos  mé- 
dicos están  prescribiendo  Bíolac  sea  por  las  venta- 
jas  que  ofrece. 

1*  Fácil  de  prescribir.  El  médico  puede  confiar 
en  que  la  criatura  alimentada  con  Bíolac  recibe 
los  requerimientos  completos  de  las  vitaminas 
A,  Bi,  Ba  y D;  caldo,  hierro  y fósforo;  carbohi- 
drato, proteína,  y grasa*.  Y por  la  absoluta 
sencillez  con  que  se  prepara  una  fórmula,  el 
médico  tendrá  la  satisfacción  de  saber  que  la 


2.  Fácil  de  preparar.  ¡Bíolac  se  mide  con  la  cu- 
chara que  trae  cada  lata,  se  mezcla  con  agua 
pura  y la  fórmula  está  lista!  La  leche  de  la  cual 
se  elabora  Bíolac  viene  de  vacas  escogidas, 
sometidas  a la  prueba  tuberculina. 

3.  Fácil  de  digerir.  A Bíolac  se  le  ha  aumentado 
la  lactosa,  el  azúcar  natural  de  la  leche  hu- 
mana. Esto  ayuda  a establecer  la  acidez  normal 
intestinal,  y a utilizar  el  calcio  en  el  desarrollo 
del  niño.  Los  glóbulos  de  grasa  en  Bíolac  se 
reducen  y se  homogeneizan  para  que  se  aseme- 
jen a los  de  la  leche  humana.  La  proteína  se 
ajusta  de  modo  que  sea  más  fácil  de  digerir,  y 
menos  alergénica  que  la  de  la  leche  de  vaca. 

Usted  encontrará  — como  les  ha  sucedido 
a muchos  médicos— que  Bíolac  se  puede  reco- 
mendar con  entera  confianza.  Bíolac  es  un  ali- 
mento equilibrado,  que  gusta  a las  aiaturas. 

•Nótese  que,  ni  la  leche  de  vaca  ni  la  humana, 
suplen  cantidades  suficientes  de  la  vitamina  C,  la 
que  deberá  darse  al  niño  a su  debido  tiempo. 


Bíolac 


THE  BORDEN  COMPANY 

350  Madison  Ave.,  New  York  17,  N.Y. 

Bíolac  es  leche  pura  de  vaca, 
modificada.  Sencillamente  se 
mezcla  con  agua  pura  para 
obtener  una  formula  infancii 
equilibrada. 


Distribuidores  para  Puerto  Rico; 
FELIX  A.  RODRIGUEZ 
Sagrado  Corazón  602  - Santurce,  P.  R. 
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to  relieve  nausea  and  vomiting 
of  pregnancy  and  in  adoles- 
cent acne 

P Y R I B E X I N 

IPyridoxine  HCI  Thiamine  Chloride) 
Each  1 cc  contains: 

Vitamin  Bl  50  mg. 

Vitamin  B6 50  mg. 

VIALS  OF  10  cc 


for  use  In  hypochromic  and  nu- 
tritional anemias 


(Iron  - Liver  - B Complex) 

Each  cc  contains: 

Thiamine  HCl  (Bl)  loo.  mg 

Riboflavin  (B2)  0.5  mg 

Pyridoxine  HCl  (B6)  1.  mg 

NICOTINAMIDE  50.  mg 

IRON  CACODYLATE  10.  mg 

LIVER  (10  U.S.P.  UNITS 

PER  CC)  0.2  cc. 

Phenol  (As  preservative)  0.5% 

VIALS  OF  10  cc 


> ^ 


Improved 

Formula 


NION  CORPORATION  LOS  angeles  38,  california 

JOAQUIN  BELENDEZ  SOLA,  INC. 

P.O.  BOX  I 188,  SAN  JUAN,  PUERTO  RICO 


Dextri-Maltose 


. . . FOR  38  YEARS  COW’S  MILK-DEXTRI-MALTOSE  FORMULAS 
HAVE  BEEN  EMPLOYED  BY  PHYSICIANS  TO  MEET  THE  VARY- 
ING NUTRITIONAL  REQUIREMENTS  OF  SICK  AND  WELL  IN- 
FANTS. MEAD  JOHNSON  & CO.,  EVANSVILLE  21,  IND.,  U.S.A. 


\\  O.  BOX  8081  — SAN  .JUAN,  P.  R. 


Now  fortified  with 
Folic  Acid  and 
B vitamins- 


Patients  witli  elironic  or  mil ritioiial  anemias  may  be  di'ticient 
in  several  factors  essential  for  blood  regt'neration  — iron,  liver 
faetors  and  B vitamins.  ineludin<i  folic  acid. 


Each  daily  dose  of  Bepron  Fortified  (1  fíoidounce)  supplies— 

Total  soluble  constituents  of  2 ounces 
of  whole  beef  liver 
3 grains  of  iron  (Fe)  as  saccharrjfecl 
ferrous  iron,  equivalent  to  9.6  grains 
of  driecf  ferrous  sulfate 
5 mg.  of  folic  acid 
2 mg.  of  thiamine  hydrochloride 
2 mg.  of  riboflavin 
15  mg.  of  niacinamide. 

Bepron  Fortified  i.s  recoiniiieii(]e<l  for  tin-  trejitineiit 
of  chronic  or  iintritional  liyixx-lironiic  in icrocyt ic 
anemias,  and  for  maintenance  tlicra[)y  of  rcrlain 
macrocytic  or  normocytic  anemias. 


Supplied  in  bottles  of 
16  fluidounces. 


BEPRON'  FORTIFIED 


WYETH  INCORPORATED  • PHILADELPHIA  3, 

Distribuidores:  FRANCISCO  N.  CASTAGNET 
San  .luan,  Puerto  Rico 


P A . 


Quimioterapia  local 
rápida  y segura 


Eficaz  y sin  peligro,  los  Chicles  Sul- 
fatiazol  Juaíts  vienen  demostran- 
do su  utilidad  clínica  desde  hace 
más  años  que  ningún  otro  medica- 
mento quimioterápico  o antibiótico  . 
en  el  tratamiento  local  de  infeccio- 
nes bucofaríngeas. 


infecciones 
bncofaríngeas 


1.  EFICACIA.  Lot  Chicles  Sulfotiazol  Juaits  producen  una  solución 
salival  concentrada  de  sulfatiazol  que  baña  las  mucosas  infectadas. 

2.  SEGURIDAD.  La  concentración  sanguínea  que  ocasiona  el  sulfa- 
tiazol es  casi  insignificante  aun  con  dosis  máximas  o en  los  niños, 
con  lo  que  se  evitan  reacciones  tóxicas  generales. 

3.  RAPIDEZ.  En  las  infecciones  bucales  y laríngeas  corrientes  debidas 
a casos  agudos  de  angina  de  Vincent,  con  el  tratamiento  de 
Chicles  Sulfatiazol  Juaits  se  alivian  de  48  a 72  horas. 

4.  ESTABILIDAD.  Los  Chicles  Sulfatiazol  Juaits  conservan  su  poten- 
cialidad total  bajo  condiciones  ordinarias. 

5.  CONVENIENCIA.  Agradables  al  paladar,  son  fáciles  de  adminis-l 
trar  hasta  a los  niños.  La  dosificación  no  es  costosa. 


6.  CAMPO  CLINICO.  Indicados  en  las  infecciones  susceptibles  A 1a 
acción  sulfonamida  de  la  zona  bucofaríngea. 

En  paquetes  de  24  tabletas 
de  en  cintas 

en  una 


CHICLES  SULFATIAZOL 


JUAITS 


Quimioterapia  local  segura 


White  Laboratories#  Inc.#  Newark  7,  N.  J.,  E.U.A  • Fabricantes  de  Productos  Farmacéuticos 


Distribuidores:  FRANCISCO  N.  CASTAGNET 
San  Juan,  Puerto  Rico 


/ 


nuevo  coralízador  del  hierro 


"para  méjorarla  hemogénesis 


t\  El  Mol-iron  de  Juaits  es  un  complejo  estable  de  óxido  de 
molibdeno,  cuya  potencialidad  ferrosa  en  la  anemia  hipo- 
crómica  ha  sido  comprobada  en  recientes  investigaciones.  En 
^ un  compuesto  ( co-precipitado ) de  sulfato  ferroso,  ofrece 
estas  características. 

: Aumento  hemoglobínico.  Los  pacientes  que  toman  ta- 
il bletas  de  Mol-iron  experimentan  con  un  tratamiento  más 
I i corto,  un  aumento  considerable  de  hemoglobina  por  término 
y medio. 

Í:|  Mejor  tolerancia.  Con  este  nuevo  agente  hemopoyético 
I ¡ los  efectos  secundarios  gastrointestinales  son  mucho  menos 
^ ¡ frecuentes,  aun  en  pacientes  que  han  demostrado  intoleran- 
í ! cia  a otros  preparados  a base  de  hierro. 

Campo  clínico  más  extenso.  Es  más  eficaz  que  otros  pre- 
parados en  las  anemias  hipocrómicas,  cualquiera  que  sea  su 
; etiología,  en  las  hemorragias  crónicas  y en  las  deficiencias 
i ; nutritivas. 


■ I Ponga  a prueba  las  Tabletas  Mol-iron  en  los  casos  de  mayor 
; ; intolerancia  de  hierro.  Le  sorprenderán  sus  buenos  resultados. 


tabletas  IHIol-jCOn 


de  luaits 


SULFATO  FERROSO  MOLIBDENICO 

White  Laboratories/  Inc.,  Newark  7,  N.  J.,  E.U.A.  • Fabricantes  de  Productos  Farmacéuticos 

Distribuidores:  FRANCISCO  N.  CASTAGNET 
San  Juan,  Puerto  Rico 


Syri(í)— NEO-CALGLUCON  — for  oral  ther- 
apy—Bottles  of  3 fl.  oz.,  8 fl  oz.  and  1 qt. 

— NEO-CALGLUCON  — in  two  con- 
centrations, 10%  for  routine  use,  20%  for 
intense  effect  (both  concentrations  in  5 cc. 
and  10  cc.  sizes). 


SANDOZ  PHARMACEUTICALS 

Division  of  SANDOZ  CHEMICAL  WORKS,  INC. 
NEW  YORK  14,  N.Y.*CHICAGO  6,  ILL.*SAN  FRANCISCO  8,  CAL. 


Originality  • Elegance  • Perfection 


Distributors:  FRANCISCO  GARRATON,  S.  en  C., 
1608  Ponce  de  León  Ave.,  Santurce,  P.  R. 


Builder  of  Bone 


The  development  of  calcium  gluconate  was 
another  Sandoz  "first.” 

Neo-Calglucon®  —is  an  improved  calcium  gluconate  compound— 

• non-irritating  calcium  salt 

• completely  stable  solutions,  high  calcium 
content 

• readily  absorbed 


NEO-CALGLUCON  (Brand  of  Calcium  Gluco- 
nogalactogluconate)  is  indicated  in  Calcium 
Deficiency,  Pregnancy  and  Lactation,  Hypopara- 
thyroidism, Hyperthyroidism  and  Management 
of  Fractures. 


-Calglucon 


Analgesic  Calami 

Cremacal  provides  cooling,  analgesic 
relief  from  pain,  burning  and  pruritus. 
Its  greaseless,  water-miscible  base 
dries  promptly  to  form  a protectivei 
coating  over  the  irritated  area. 


Formula: 

Calamine 10% 

Glycerine 5% 

Benzocaine 1% 

Phenol 0.5% 

Menthol 0.25% 

Special  water-miscible  base q.s. 


Flesh-tinted  with  inert  color- 
ing. Supplied  in  1-oz.  and 
2-oz.  tubes. 


NUMOTIZINE,  Inc. 

900  N.  Franklin  St.,  Chicago  10,  III. 


t 


Distribuidores:  FRANCISCO  N.  CASTAGNET 
San  Juan,  Puerto  Rico 


Simplifique  la  analgesia  y antipiresis 
de  los  niños  con  ASPERGUM 


ASPERGUM  proporciona  "analgesia  salival”,  suave  alivio  en  la  zona 
bucofaríngea.  Más  eficaz  que  los  gargarismos  y pulverizaciones,  posee 
además  un  suave  efecto  sistemático  en  los  niños. 

Alivio  sintomático  después  de  la  amigdalectomía,  amigdalitis, 
resfriados,  fiebre  y dolor  de  cabeza. 

Dosis  adecuada— 31/2  grs.  de  aspirina  por  tableta. 

Dosificación  agradable— a los  niñps  les  gusta  mascar  el  chicle,  j 
base  del  Aspergum.  j 

Conveniente  y de  más  eficacia  local  que  los  gargarismos  y las 
pulverizaciones. 

ASPERGUM  d. 


Desde  hace  más  de  veinte  años  reconfortante  ayuda  al  paciente 


White  Laboratories,  Inc.,  Newark  7,  N.  J.,  E.U.A.  • Fabricantes  de  Productos  Farmacéutico!,  ^ 


Distribuidores:  FRANCISCO  N.  CASTAGNET 
San  Juan,  Puerto  Rico 
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“No ...  he  doesn’t 
spit  them  out!” 


Beets  • Carrots  • Green  Beans  • Peas  • Spinach . Sqnash  • Vegetable  Soup  • Mixed 
Vegetables  • Garden. Vegetables  • Liver  Soop  • Vegetables  with  Bacon  • Vegetables 
with  Beef  and  Barley  . Vegetables  with  Lamb  • Apples  and  Apricots  • Apples  and 
Prunes  • Apple  Sanee  • Apricot- Farina  • Peaches  • Peaches-Pears-Apricots  • Pears 
and  Pineapple  • Prunes  (with  Pineapple  Juice  and  Lemon  Juice)  • Costard  Pudding 

Libby,  M9Neill  & Libby  • Chicago  9,  Illinois 


The  well  developed  tactile  sense  of 
the  infant’s  tongue  readily  recognizes 
large  or  coarse  food  particles,  and 
quickly  leads  to  their  rejection. 
Through  an  exclusive  process  of 
homogenization,  the  largest  particle 
left  in  Libby’s  Baby  Foods  is  of  mi- 
croscopic size.  Cell  capsules  are  rup- 
tured, making  for  absolute  smooth- 
ness of  texture  and  complete  ab- 
sence of  grittiness.  Nutrients  are 
homogeneously  dispersed,  enhancing 
availability.  In  Libby’s  Baby  Foods 
fluid  separation  is  never  observed, 
further  evidence  of  the  advantages  of 
homogenization. 


The  Hematopoietic 


for  /nfromuscu/or  Use 


^ FOLIC  ACID 

1^  SPLEEN 


Vial 

10  cc. 

MARRO-B 

. 2 

Each  1 cc.  contains: 

Red  Bone  Marrow  Extract 

Equivalent  to  fresh 

tissue  . , . . 

10  Gms. 

Liver  Injection  U.S.P. 

Crude  .... 

2 Units 

Spleen  Extract  Equiv. 

to  fresh  tissue  . 

2 Gms. 

Folic  Acid  .... 

2 mgs. 

Phenol  

0.5% 

Vial 

lOcc. 

MARRO-B. 

10 

Each  1 cc.  contains: 

Red  Bone  Marrow  Extract 

Equivalent  to  fresh 

tissue  .... 

10  Gms. 

Liver  Injection  U.S.P. 

10  Units 

Spleen  Extract  Equiv. 

to  fresh  tissue  . 

2 Gms. 

Folic  Acid  .... 

2 mgs. 

Phenol  

0.5% 

BONE  MARROW  EXTRACT 


Th, 


^de<U 


Hematinic 


For  Peroral  Use 


I IRON 

1^  FOLIC  ACID 

1^  "INTRINSIC  FACTORS" 


MARRO-B. 

Each  capsule  contains: 


Red  Bone  Marrow  Extract  1-100  50  mg. 

Whole  Liver 200  mg. 

Whole  Spleen 25  mg. 

Whole  Duodenum 25  mg. 

Whole  Stomach  Lining  ...  25  mg. 

Iron  Gluconate 32  mg. 

Folic  Acid 0.2  mg. 


RED  BONE  MARROW  EXTRACT 


Van  DiRSEN  Propucis 


NEW  YORK,  N.  Y 


En  cuanto  a recetarlo,  ^sto  lo  dejamos  en 
manos  de  los  que  saben  — es  decir  de  los 
señores  Médicos.  Lo  que  nosotros  hacemos 
es  elaborar  un  producto  de  tan  buena  cali- 
dad, que  al  necesitarse  un  alimento  especial 
de  esta  índole,  el  Doctor  gustosamente  re- 
cetará Hemo  Borden’s. 


Porque  Hemo  es  un  bebida  alimenticia  sana, 
fortificada  con  cantidades  apreciables  de 
vitaminas  y minerales.  Además  Hemo  tiene 
un  delicioso  sabor  a chocolate.  Hemo  se 
anuncia  a base  de  lo  que  realmente  es  — un 
exquisito  complemento  alimenticio— tomado 
caliente  o frío. 


NOTA:  La  Tabla  que  presentamos  al  pie,  muestra  de  una  manera  clara  y fácil  el  contenido  vitaminico  y 
de  mineraies  de  Hemo  comparado  con  los  requerimientos  mínimos  diarios  del  adulto,  de  dichos  elementos. 


HEMO  COMPARADO  CON  LAS  NECESIDADES 
MINIMAS  DIARIAS  DEL  ADULTO 


Requerimientos 
Mínimos  Diarios 
de  los  Adultos* 


1 1/3  onzas  ó 38 
gramos  de  Hemo  en 
polvo  (2  porciones) 


2 porciones  de  Hemo 
en  2 vasos  de  a 8 onzas 
(240  c.c.)  de  leche 


Vitamina  A 
Vitamina  Bi 
Vitamina  82(0) 
Vitamina  D 
Niacinamida 
Hierro 
Calcio 
Fósforo 


4000  Unid.  Int. 
333  Unid.  Int. 

2 miligramos 

400  Unid.  Int. 

★ ★ 

10  miligramos 
750  miligramos 
750  miligramos 


4000 

333 

2 

400 

10  mgms. 
14.7 
37Ó 
288 


•Según  han  sido  establecidos  por  el  Administrador  Federal  de  Seguri- 
dad bajo  la  autoridad  de  la  Ley  Federal  de  Alimentos  y Drogas  de 
los  Estados  Unidos. 

**Los  requerimientos  mínimos  diarios  del  adulto  aun  no  definitiva- 
mente establecidos. 


Hemo 


ELABORADO  POR  LOS  FABRICANTES  DE  KLIM 


Envasado  en 
latas  de  1 libra 
ó 453  gramos 
(24  porciones) 


Hecho  por  THE  BORDEN  COMPANY,  NEW  YORK,,N.  Y.,  E.  U.  A 


Distribuidores  para  Puerto  Rico: 

PLAZA  PROVISION  COMPANY,  Fortaleza  104,  San  Juan,  P.  R. 


Microscopio  Spencer 
Modelo  13  MLH 


MICROSCOPIOS  PARA  LABORATORIO  MEDICO  Y MAYOR 


LOS  Microscopios  Médicos  y los  para  Labora- 
torio Avanzado  han  sido  desarrollados  pa- 
ra proveer  la  adaptabilidad,  alcance  de  aumentos 
y facilidad  que  se  necesitan  en  los  laboratorios 
para  la  medicina,  la  salud  piiblica,  los  usos  indus- 
triales, y las  universidades.  Estos  son  los  micros- 
copios Spencer  que  los  estudiantes  de  medicina 
suelen  elegir  para  su  entrenamiento  de  colegio  y 
experiencia  subsiguiente.  Con  equipos  ópticos  in- 
dividualizados, llenan  los  requisitos  de  todos  los 
colegios  de  medicina. 

Años  de  experiencia  han  determinado  las  com- 
binaciones ópticas  que  brindan  el  mejor  alcance 
posible  de  aumento  y resolución  para  los  diferen- 
tes tipos  de  observación  y estudio. 

Para  el  laboratorio  médico,  la  combinación  que 
se  suele  elegir  consta  de  tres  objetivos. 

16  mm.  (“seco  bajo”)  lOX 
4 mm.  (“seco  alto”)  44X  y 
1.8  mm.  inmersión  de  aceite  95X. 


Un  condensador  de  la  misma  abertura  numérica 
(N.  A.)  como  el  objetivo  de  inmersión  de  aceite 
(N.  A.  1.25)  se  necesita.  Dos  oculares,  6X  y lOX 
completan  los  requisitos. 

El  objetivo  de  16  mm.  es  divisible;  cuando  el 
elemento  anterior  se  quita,  el  objetivo  se  hace 
un  sistema  de  32  mm.  con  un  campo  mayor  de 
vista  y un  aumento  inicial  de  4X. 

El  objetivo  de  4 mm.  tiene  una  N.A.  de  0.66  la 
que  provee  una  distancia  larga  de  trabajo,  para 
el  contaje  de  la.  sangre  o para  el  examen  de  te- 
jidos. 

El  objetivo  de  inmersión  de  aceite  de  1.8  mm. 
se  usa  para  la  bacteriología,  la  citología  y otros 
trabajos  que  requieren  una  fuerza  alta. 

Los  aumentos  alcanzados  por  las  varias  com- 
binaciones de  ocular  y objetivo  van  desde  24X 
hasta  950X. 

Estos  microscopios  los  tenemos  en  existencia 
para  entrega  inmediata. 


PUERTO  RICO  OPTICAL  COMPANY 

San  Juan,  P.  R. 


Agentes  Exclusivos  de 

AMERICAN  OPTICAL  COMPANY 
Southbridge,  Mass. 


- For  high  initial 
and  sustained  blood  levels  . . . 

Crysticillin  Fortified 

Squibb  Procaine  Penicillin  G for  Aqueous  Injection,  300,000 
units,  with  Buffered  Penicillin  G Potassium,  100,000  units 

• Easy  to  prepare  and  inject 

• Safe  and  painless 

• Very  high  initial  blood  level 

• Sustained  action  — effective  level  maintained 
around  the  clock  with  one  injection  per  day 


Vials  of  400,000  units  (1  dose) 

2.000. 000  units  C5  doses)  and 

4.000. 000  units  CIO  doses). 


*CaV»TICIlLIK'  IS  A AEQISTCAEO  TAAOCMAAK  w » * 

Of  f.  A.  sguis.  4 so.s  SOIS  A oQUInfB  A LEADER  IN  PENICILLIN  RESEARCH  AND  MANUFACTURE 


j¡¡fl  Tyrothricín 

and 

Benzocaine 

I in  a new,  antibiotic  throat  lozenge! 


Tyrothricin,  potent  antibacterial  extract  of 
Dubos'  bacillus,  and  widely  considered  the 
topical  antibiotic  of  choice,  is  the  principal 
ingredient  of  Tyrozets  Lozenges,  Sharp  & 
Dohme’s  remarkable  new  preparation  for 
prophylaxis  and  treatment  of  gram-positive 
throat  and  mouth  infections,  and  for  post- 
surgical  care  of  the  pharynx. 

Tyrothricin  is  penetrating,  nontoxic  when 
applied  locally,  and  highly  effective  against 
such  gram-positive  organisms  as  Coryne- 
baeterium  diphtheriae,  pneumococci,  strep- 
tococci and  staphylococci  frequently  re- 
sponsible for  infections  of  throat  and 
mouth. 

'Each  Tyrozets  lozenge  contains 
tyrothricin,  1 mg.,  and  5 mg.  of  sooth- 
ing, analgesic  benzocaine. 


Tyrozets  Antibiotic-Anesthetic  Throat  Loz- 
enges rapidly  relieve  the  pain  and  discom- 
fort of  infected  or  irritated  throats,  promptly 
destroying  gram- positive  pathogens. 
These  new,  nontoxic,  pleasantly  flavored 
Sharp  & Dohme  lozenges  are  indicated 
for  treatment  of  gram-positive  throat  and 
mouth  infections,sore  throats,  and  especially 
following  tonsillectomies  and  pharyngeal 
surgery.  They  are  also  effective  for 
prophylactic  throat  protection  when  colds 
are  prevalent. 

Tyrozets  Antibiotic-Anesthetic  Throat 
Lozenges  are  packed  in  moisture-proof, 
plastic-stoppered  tubes  of  12. 

TYROZETS 


adaptabilidad  y amplitud  de  acción 
que  disfruta  el  Clorhidrato  de 
ireomicina  Lederle,  tanto  para  com- 
ir  las  infecciones  bacterianas  como 
; de  la  rickettsia  y gérmenes  similares 
os  virus,  está  siendo  rápidamente 
orízada  por  los  clínicos. 

^on  la  .aplicación  de  este  nuevo 
ibiótico,  la  lucha  contra  los  gér- 
fnes  infecciosos  ha  adelantado  en 

I forma  que  promete  para  un  futuro 
muyMejano  la  conquista  de  la 
yoría  de  los  microorganismos  para- 
irios  conocidos  hasta  la  fecha. 


VENTAJAS  de  la  AUREOMICINA’ 
LederZe-^esencialmente  atóxica  (con 
la  excepción  de  estados  alérgicos) — 
Poca  probabilidad  de  que  los  organis- 
mos patógenos  se  vuelvan  reacios — 
Eficaz  contra  muchos  organismos  ante- 
riormente rebeldes  a la  quimioterapia 
— Ofrecida  en  formas  apropiadas  para 
administración  oral  y aplicación 
oftálmica. 

INDICACIONES  — Util  para  dominar 
la  fiebre  punteada  de  las  Montañas 
Rocosas,  fiebre  de^^Queensland,  tifus, 


rickettsiosis,  linfogranuloma  venéreo, 
sitacosis,  neumonía  atípica  primaria, 
rucelosis  aguda,  infecciones  causadas 
por  cocos  grampositivos  (especial- 
mente estafilococos)  penicilino-resis- 
tentes,  e infecciones  causadas  por 
organismos  coli-aerogenes.  En  la  fiebre 
tifoidea,  dosis  masivas  pueden  ser 
útiles. 

CAPSULAS:  Frascos  de  16,  250  mg.  cada 
cápsula;  frascos  de  25,  50  mg.  cada  cápsula. 

OFTALMICO:  Frascos  de  25  mg.,  con  gotero; 
se  prepara  la  solución  añadiendo  5 cc.  de 
agua  destilada. 


I E>D  ERLE  LABORATORIES  DIVLSION 

AMERICAN  C^unamid  company 

¡3  R^O^C.K  E_F_E  L L E R N:E¡W  YORK  2.0,  N,E  W YO  R^K 


NEW 


POT K NT 


Wril*  tor 


marafuro 


and  sample 


tBR^MCHODlLATOR 

:y^  fOk  ÍUHÁIATÍOH 
^ FOR  SUBUN$tfAlaUSr 

Isiiprel,  the  new  potent  broncho- 
dilator*  has  three  main  advantaget 
over  epinephrine: 


1.  Usually  no  side  effects  on  heart 
and  central  nervous  system 

2.  Frequently  effective  when  epi- 
nephrine and  other  drugs  fail 


' v_  3.  Wide  margin  of  safety 

*Ckei0eaily/H^^^xy-phpny^ 
2-insprppylamii^hanti 

Rapiti  ease  of  f^f^rdt^ 
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Our  purpose  in  reporting  this  case  is 
twofold ; first,  the  rarity  of  this  anomaly ; 
and  second,  to  add  this  case  to  the  few 
cases  reported  in  the  literature. 

According  to  Engstand,  the  absence  of 
the  vagina  occurs  in  one  of  every  5,000 
women,  which  we  think  is  a very  high  in- 
cidence. Porgue  says  that  there  has  been 
hardly  100  cases  reported.  Findley  says 
that  abnormalities  of  any  kind  in  the  ge- 
nito-urinary  tract  in  the  female  is  lower 
than  3 in  19,000  cases.  In  reviewing  the 
literature  we  observed  that  authors  are 
far  behind  in  getting  together  as  to  the 
exact  incidence  of  this  anomaly.  In  the 
records  of  the  Hospital  de  la  Concepción 
this  is  the  first  case  showing  this  abnor- 
mality. 

To  explain  this  combination  of  anoma- 
lies, we  have  to  review  the  embriology  of 
the  female  genito-urinary  tract.  The  de- 
velopment of  the  genito  urinary  system  is 
to  a certain  extent  similar  in  both  sexes. 
It  is  developed  from  the  parietal  meso- 


thelium  as  the  Wolffian  body,  Wolffian 
duct  and  the  Müllerian  duct.  From  the 
Wolffian  body  comes  the  ovary  from  one 
side  and  the  kidney  from  the  other  side. 
In  the  female  it  atrophies.  Occasionally  it 
leaves  a small  cyst  in  the  broad  ligament 
known  as  the  Hydatid  of  Morgagni.  The 
parovarium  is  formed  from  both  the  Wolf- 
fian body  and  the  Wolffian  duct. 

The  Wolffian  duct  forms  the  ureters, 
the  renal  pelvis  and  the  renal  calyces.  In 
the  female  it  atrophies  leaving  the  paro- 
ophoron on  the  inner  side  of  the  ovary.  It 
may  persist  as  the  Duct  of  Gaertner  in  the 
broad  ligament. 

The  Mullerian  Duct  fuses  in  the  lower 
portion  to  form  the  uterus  and  the  upper 
portion  of  the  vagina.  The  upper  portion 
of  the  Mullerian  Duct  remains  separated 
and  forms  the  fallopian  tubes.  The  cloaca 
is  the  enlarged  portion  of  the  hind  gut. 
It  is  divided  by  the  perineal  ridge  into  the 
urogenital  sinus  and  the  gut  section.  The 
urogenital  sinus  forms  the  genital  tuber- 
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ele,  the  labia  majora,  the  labia  minora  and 
the  clitoris.  The  anterior  part  of  the  uro- 
genital sinus  forms  the  bladder,  the  vesi- 
cal trigone  and  the  urethra. 

From  the  gut  section  the  rectum  and 
anus  are  formed. 

CASE  REPORT 

This  patient,  a private  case  of  Dr.  Ed- 
gardo Quiñones,  came  to  the  office  com- 
plaining only  of  complete  absence  of  men- 
ses. Since  she  is  18  years  old,  this  condi- 
tion was  upsetting  her  mother.  She  was 
examined  at  that  time  in  the  office  on 
February,  1949,  and  a complete  examina- 
tion was  done.  The  girl  was  apparently 
normal  in  her  mental  and  physical  develop- 
ment, except  for  scoliosis  of  the  lumbar 
region  of  the  vertebral  column.  Her  se- 
condary sexual  characteristics  were  nor- 
mal, such  as  the  development  of  the 
breast,  the  escutcheon’s  distribution,  the 
type  of  pelvis,  etc.  Examining  the  geni- 
talia, this  appeared  normal,  but  looking 
for  the  introitus  of  the  vagina,  this  was 
absent;  only  the  urethral  opening  and  the 
rectal  opening  v^ere  present.  The  clitoris, 
labia  majora  and  minora  were  present  and 
normal  in  appearance.  A rectal  examina- 
tion disclosed  the  absence  of  the  vagina; 
but  on  bi-manual  palpation  a large,  hard 
mass,  the  size  of  a fist  could  be  palpated 
on  the  left  side  at  the  brim  of  the  pelvis; 
giving  the  impression  of  a large  uterus. 

Two  months  later,  a second  examina- 
tion was  done  by  both  of  us ; this  disclosed 
the  same  findings  as  before  and  a preli- 
minary diagnosis  of  hematometra  was 
maae  at  tnat  time.  We  adviced  an  explora- 
tory laparotomy. 

On  admission  to  the  Hospital  on  July 
15,  1949,  the  following  history  was  given: 

Chief  Complaint:  Complete  absence  of 
menses  with  no  history  of  previous  mens- 


truations. Occasional  headaches  and  some 
pelvic  discomfort  at  times,  specially  on  the 
left  side. 

Family  History:  Father  and  mother 
are  living  and  well.  She  has  2 half-sisters 
one  married  and  with  children,  and  other 
single  but  has  regular  menses.  Also  she 
has  three  full-blooded  sisters,  all  fine  and 
with  regular  menses. 

Negative  for  syphilis,  T.  B.,  diabetes 
and  neurological  or  mental  disorders  in 
the  family. 

Past  Personal  History:  Patient  had 
measles  during  childhood.  Has  been 
healthy  otherwise.  Never  has  menstruated 
nor  has  had  epistaxis.  When  she  was  six 
years  old  she  received  a serious  injury  in 
her  back. 

Present  History:  The  patient  has 
never  menstruated;  had  her  physical  de- 
velopment normal,  except  for  the  menses. 
Her  intelligence  is  above  average.  She  is 
now  taking  the  Freshman  course  at  the 
University.  Occasionally  she  has  head- 
aches, but  are  not  too  severe  as  to  upset 
her.  She  feels  some  pelvic  discomfort, 
specially  on  the  left  side. 

» 

PHYSICAL  EXAMINATION 

Wt.  105  lbs.  - B.  P.  120/70  - Pulse  70 
Ht.  62”  - Temp.  37.49C. 

A young  female;  18  years  old,  looks 
physically  well  developed;  mentally  alert 
and  cooperative.  Has  no  distress  and 
shows  no  discomfort. 

Head — Neck:  Tonsils  present.  Good 
dental  hygiene.  Eyes,  ears,  nose  and 
throat  normal  to  inspection. 

Chest:  Breasts  well-developed  for  a 
female  her  age. 

Heart:  Regular  in  rate,  rhythm,  force 
and  size.  No  murmurs  heard. 
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Lungs:  Negative  to  auscultation  and 
percussion. 

Abdomen:  A mass  was  felt  in  the  left 
lower  quadrant:  extending  from  the  su- 
prapubic region  to  just  below  the  umbili- 
cus. On  manipulation  a discomfort  was 
felt  by  the  patient. 

Genitalia:  Mons  Veneris  had  the  nor- 
mal appearance  of  a female.  Labia  majora 
and  labia  minora  as  well  as  the  clitoris 
were  normal.  The  vaginal  introitus  was 
absent. 

By  rectal  examination,  the  vagina,  the 
cervix,  and  the  uterus  were  absent,  in 
their  normal  position. 

A mass,  hard,  and  about  the  size  of  a 
regular  grapefruit  was  palpable  in  the  re- 
gion of  the  left  adnexae.  On  bimanual  exa- 
mination this  mass  was  fixed  and  almost 
extended  to  the  umbilicus. 

Extremities:  Negative. 

Neurological:  Romberg’s  sign  was  ab- 
sent. Coordination  was  good.  Patellar  re- 
flex was  normal.  Argyll  Robertson  pupil 
was  absent. 

Skin,  Muscles  and  Lymphatics:  Nor- 
mal. 

Skeletal  System:  Scolioses  in  the  lum- 
bar region  with  the  curvature  toward  the 
left  side. 

Probable  Diagnoses:  Congenital  ab- 
sence of  Vagina;  Hematometra. 

Laboratory  Reports:  Hb.  15.6  gm/100 
cc  of  blood. 

Red  Blood  Count  3,850,000/c.  mm  of 
blood. 

White  Blood  Count  7,960/c.  mm  of 
blood. 

Kahn  and  Kline  — Negative. 

Urinalysis:  Character  - turbid;  Color  - 
Yellowish;  Specific  Gravity  - Insufficient 
quantity;  Reaction  - acid;  Albumin  - ne- 
gative; Sugar  - negative;  Sedimentation  - 
50  - 200/HPF  of  white  blood  cells.  Many 
pus  clumps.  No  red  blood  cells.  Many  epi- 


thelial cells.  Some  cylindrical  casts.  Some 
bacteria. 

Blood  Chemistry;  Non  Protein  Nitro- 
gen=16.9  mgm/100  cc  of  blood. 

OPERATION 

Under  100  mgm  of  Novocaine  and  10 
mg  of  Pontocaine  spinal  anaesthesia  a 
suprapubic  incision  was  done.  The  pelvic 
fossa  was  inspected  thoroughly.  The  uter- 
us, tubes,  vagina,  broad  ligaments  and 
left  ovary  were  absent.  The  right  ovary 
was  normal  in  appearance  and  hanging  to 
the  lateral  pelvis  by  a small  mesovarium. 
The  mass  which  we  had  felt  on  rectal  exa- 
mination was  found  to  be  the  left  kidney 
that  was  misplaced  from  the  left  kidney 
fossae,  hanging  into  the  pelvis  by  a pouch 
of  peritoneum.  The  left  ureter  was  highly 
distended  and  the  right  ureter  was  ap- 
parently absent.  On  trying  to  manipulate 
gently  this  mass  the  patient  went  into 
shock  and  the  abdomen  was  closed.  The 
bladder  and  rectum  were  normal  in  ap- 
pearance. The  space  between  the  rectum 
and  bladder  was  covered  by  peritoneum 
the  way  you  see  after  a total  hysterec- 
tomy is  done.  The  space  (thickness)  bet- 
ween the  skin  in  the  outside,  and  the  pe- 
ritoneum in  the  inside  at  the  site  of  the 
vagina  (in  the  vulva,)  was  about  one  inch. 
An  appendectomy  was  performed  upon 
previous  request  of  the  patient  before 
closing  the  abdominal  incision. 

After  the  patient  recovered  from 
shock,  she  was  placed  in  the  lithotomy 
position.  An  incision  about  3|4”  long  in 
the  commissure  between  the  urethra  and 
the  fouchet  was  done.  By  blunt  dissection, 
the  sphincter  vagina  musclas  and  the  fa- 
sia  were  separated  about  3|4”  deep.  This 
was  packed  with  vaseline  gause.  Every  3 
days  this  pack  was  changed  and  the  new 
cavity  dilated  with  Haegar  dilators  and 
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manually.  After  14  days  the  patient  left 
the  hospital  and  was  advised  to  return 
every  three  days  for  dilatation  of  the  new 
organ  under  gas  anaesthesia. 

Before  the  patient  left  the  Hospital;  a 
descending  pyelogram  was  done.  Only  the 
left  kidney  and  ureter,  which  was  dilated 
were  shown,  and  no  right  kidney  or  ureter 
were  demonstrated.  The  left  kidney  was 
near  the  region  of  the  bladder,  depressing 
this  organ.  It  was  also  noted  a scoliosis  of 
the  vertebral  column  with  a wedge  shape 
malformation  of  the  first  lumbar  verte- 
brae. The  concavity  of  the  scoliosis  was 
toward  the  left  side.  The  last  left  ribs 
were  not  well-formed  and  out  of  normal 
position. 

After  40  days  following  the  patient 
the  newly  formed  vagina  was  about  1|2” 
wide  and  1-1 14”  deep.  The  patient  decided, 
to  discontinue  the  treatments  because 
they  were  very  uncomfortable  for  her,  and 
also,  because  she  was  leaving  town. 

We  decided  to  postpone  a plastic  re- 
pair of  the  vagina  for  later  on,  this  is,  be- 
fore she  decides  on  marrying.  The  patient 
accepted  this  idea  and  told  us  that  she 
would  come  later  on  for  the  operation. 

Complete  absence  of  the  vagina  has 
taxed  the  skill  and  ingenuity  of  plastic 
surgeons  for  many  generations.  Various 
methods  have  been  devised,  and  until  re- 
cent years,  all  operations  for  the  cons- 
truction of  an  artificial  vagina  depended 
upon  the  following  technics: 

1)  The  employment  of  segments  of 
the  intestinal  tract,  such  as  the  Baldwin 
type  or  the  technique  of  Schubert  and 
Popou. 

2)  Those  of  the  Kershner-Wagner 
type,  which  depend  upon  grafts  of  the 
Thiersch  variety  being  attached  to  a 
foreign  body  and  closely  approximated  to 
the  walls  of  the  newly  formed  canal. 

3)  The  Graves  technic  which  employs 


the  Labia  Minora  supplementted  by  skin 
flaps. 

4)  The  method  devised  by  Frank  and 
Geist  of  using  the  skin  graft  from  the 
thighs  (the  so-called  “satchel  handle” 
operation) . 

5)  Later  still,  Virgil  Councillor  em- 
ployed Thiersch  grafts  on  vulcanite  molds 
which  remained  in  place  for  six  months. 

The  methods  of  Baldwin  and  Shubert 
from  their  very  nature,  carry  the  extreme 
hazards  of  infection  and  death  and  require 
special  skill  for  a successful  outcome.  The 
mortality  rate  is  about  20%  even  in  the 
hands  of  the  best  surgeons. 

The  other  methods  have  been  frequent- 
ly successful,  but  not  by  any  means  re- 
gularly so,  and  they  require  repeated  hos- 
pitalization of  the  patient  and  numerous 
secondary  operations. 

Frank  describes  a non  surgical  pro- 
cedure, which  consists  of  gentle  but  con- 
tinuous pressure  of  a foreign  body,  such 
as  a pyrex  tube,  against  the  tissues  lying 
between  the  bladder  and  rectum  until  a 
serviceable  and  practically  normal  canal 
has  been  formed.  He  reported  five  suc- 
cessful cases. 

The  procedure  of  Wharton  is  more  in 
accord  with  the  orthodox  approach  in 
that  he  does  a tunnel  up  to  the  perito- 
neum and  then  inserts  a balsa  wood  plug 
of  appropriate  size,  which  remains  in  po- 
sition for  some  months.  Epihelization  ap- 
parently proceeds  from  below  upward  in 
perfectly  normal  fashion  and  the  newly 
formed  organ  remains  functionally  suc- 
cessful. 

We  tried  to  do  a modified  Wharton’s 
procedure,  but  instead  of  using  a balsa 
wood  plug,  we  tried  to  do  repeated  manual 
and  instrumental  dilatations.  We  were  not 
successful  because: 

1)  The  patient,  due  to  her  age  and  con- 
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dition,  had  to  be  given  gas  anesthesia  for 
manipulation. 

2)  The  patient  left  town. 

3)  The  patient  refused  further  treat- 
ment because  it  was  too  annoying  for  her. 

4)  Patient  did  not  contemplate  mar- 
riage in  a near  future,  which  meant  that 
she  required  constant  and  frequent  dila- 
tations, otherwise,  the  newly  formed  or- 
gan would  atrophy  because  of  disuse. 

Masson  in  his  excellent  article  on  “Con- 
genital Absence  of  the  Vagina  and  its 
Treatment”  makes  the  following  remark: 
“Of  importance  is  the  psychologic  consi- 
deration of  these  patients.  Assurance  that 
the  condition  is  not  so  very  uncommon  and 
that  it  per-se,  will  not  in  any  way  inter- 
fere with  their  normal  health;  will  do 
much  to  satisfy  them.  All  operative  inter- 
ference should  be  postponed,  if  possible, 
until  marriage  is  contemplated.  Many 
surgeons  believe  that  surgical  interference 
should  never  be  advised,  for  this  condi- 
tion, but  when  a patient  with  this  condi- 
tion makes  up  her  mind  to  be  married,  or 
wants  the  condition  corrected,  no  amount 
of  argument  or  advise  will  change  her,  and 
suicide  is  often  contemplated.” 

In  regard  to  the  presence  of  the  only 
kidney.  Dr.  McKenzie  and  Dr.  Hawthorne 
of  Montreal,  in  a report  of  six  cases  and  a 
review  of  the  literature  makes  the  follow- 
ing observations: 

1)  Many  patients  with  congenital  ab- 
sence of  a kidney  also  show  some  abnor- 
mality of  the  genital  tract. 

2)  The  sole  kidney  frequently  becomes 
damaged  by  nephritis,  calculus  or  infect- 
ion. 

3)  A great  than  normal  percentage  die 
of  kidney  complaints. 

4)  A large  percentage  (42%)  shows 
advanced  lesions  of  chronic  nephritis. 


Our  case  showed  moderate,  asymptomatic 
pyuria  in  spite  of  treatment. 

CONCLUSIONS 

This  is  a case  of  congenital  absence  of 
the  vagina,  cervix,  uterus;  both  fallopian 
tubes,  both  round  ligaments;  the  left 
ovary  and  the  right  kidney.  Also  the  right 
renal  artery;  calix  and  pelvis  were  absent. 
The  right  ovary  was  suspended  by  a short 
mesovarium  from  the  lateral  wall  of  the 
pelvis.  The  left  kidney  was  hanging  by  a 
pouch  of  peritoneum  into  the  left  side  of 
the  female  pelvis  and  the  left  ureter  was 
distended. 

This  shows  an  embryological  malde- 
velopment  in  which  the  following  an- 
lagues  were,  very  early  in  life,  degene- 
rated or  probably,  atrophied  due  to  poor 
circulation. 

The  Wollfian  body  of  the  right  side 
with  disappearance  of  the  right  kidney 
and  left  ovary. 

The  right  Wolffian  duct  with  disap- 
pearing of  the  right  ureter,  right  pelvis 
and  the  right  renal  calyx. 

The  Mullerian  duct  from  which  the  va- 
gina, uterus  and  tubes  develop. 

The  cloaca  and  other  structures  per- 
sisted and  developed  normally. 

The  left  Wolffian  body  developed  nor- 
mally as  shown  by  the  presence  of  the  left 
kidney  and  right  ovary. 

The  scoliosis  noted  during  the  physic- 
al examination  and  confirmed  by  X-rays; 
was  probably  due  to  the  injury  received 
in  childhood.  She  is  asymptomatic  and  has 
no  gait  from  this  condition. 

Our  attempt  to  make  an  artificial  vagi- 
na was  not  successful,  using  a modified 
Wharton’s  technic,  because  of  lack  of  co- 
operation from  the  patient.  We  think  this 
patient  should  be  checked  yearly  to  detect 
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any  kidney  damage  early  in  its  develop- 
ment. Also  v/hen  this  patient  contemplates 
marriage,  she  should  undergo  a plastic 
operation  of  the  vagina. 


SUMMARY 


1)  This  is  a rare  case  in  which  the  va- 
gina, uterus,  tubes,  left  ovary  and  the 
whole  right  kidney  were  absent,  in  an  ap- 
parently normal  18  years-old  woman. 

2)  The  left  kidney  is  displaced  into 
the  left  pelvis. 

3)  There  is  a scoliosis,  traumatic  in 
origin,  of  the  lumbar  segment  of  the  ver- 
tebral column. 

4)  A plastic  repair  of  the  vagina  failed 
because  of  lack  of  cooperation  from  the 
patient. 
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FIG.  1 FIG.  2 


Deformity  of  the  vertebral  column  with  fusion  Dilatation  of  the  left  ureter  with  depression  of 
of  the  first  and  second  lumbar  vertebra.  It  also  the  bladder  by  the  only  kidney, 

shows  the  ptosis  of  the  left  kidney  in  the  pelvis. 


FIG.  3 


Shows  tile  tilling  of  the  bladder  with  deformity 
and  dilatation  of  the  left  ureter  and  also  the 
shadow  of  the  only  kidney. 
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This  drawing  shows  the  normal  position  of  the  bladder;  the  absence 

of  the  uterus,  the  tubes,  the  broad  ligaments  and  the  left  ovary.  Notice  ■ > 

the  position  of  the  right  ovary  hanging  from  the  right  wall  of  the 
pelvis  by  a small  mesovarium.  Notice  the  left  kidney  dropped  into  the 
pelvis.  The  ureter  is  behind  the  sigmoid. 

Drau'inq  by  A.  Yivoni 

Note  the  normal  clitoris,  labia-  majora.  labia 
minora,  urethral  opening,  normal  anus.  Also 
note  the  absence  of  the  vaginal  orifice. 
Drawing  by  A.  Tironi. 
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SPASM  AND  FIBROSITIS  OF  THE  UPPER  TRAPEZII  AND 
THEIR  RESPONSE  TO  VARIOUS  FORMS  OF  TREATMENT 

S.  ARANA  SOTO,  M.D. 

Santurce,  P.  R. 


When,  after  we  had  examined  the  up- 
per trapezii  in  400  patients,  we  came  to 
the  conclusion^-  - that  spasm  and  fibrosi- 
tis  are  two  distinct  conditions  it  seemed 
logical  to  study  the  effect  of  various  forms 
of  treatment  upon  each  of  the  two  condi- 
tions. We  had  found  that  spasm  was  pre- 
sent in  56%  of  tender  upper  trapezii,  and 
that  spasm  was  always  painful  (when 
there  was  no  pain  there  was  no  spasm). 
Tenderness,  when  not  due  to  spasm,  must 
then  be  due  to  intramuscular  fibrositis. 
That  fibrositis  and  spasm  are  distinct  con- 
ditions was  further  borne  out  by  the  fact 
that  fibrositic  tenderness  was  much  more 
frequently  bilateral  and  much  more  fre- 
quently predominant  (as  to  frequency  and 
intensity)  on  the  right  side. 

If  these  are  two  distinct  conditions, 
what  would  be  the  effect  on  each  of  them 
of  various  modes  of  treatment?  It  was  de- 
cided to  try  on  them  such  therapeutic 
methods  as  are  commonly  employed 
against  spasm  and  fibrositis.  For  this 
purpose,  we  divided  our  patients  into 
groups  having  spasm  (and,  of  course, 
tenderness  of  one  upper  trapezii  and 
groups  having  tenderness,  but  not  spasm. 
Because  we  wanted  to  study  the  effects 
of  as  many  therapeutic  agents  as  possible, 
the  number  of  patients  in  each  group  was 
of  necessity  small  (7  to  12).  Nor  was  it 
possible  for  each  group  to  have  all  the 
members  with  pain  on  the  same  side,  or 
to  start  treatment  on  each  patient  on  the 

1.  Arana-Soto,  S.:  Common  Pain  Syndromes  of 

the  Upper  Musculature,  Bol.  Asoc.  Méd. 

P.  R.,  XLI  (August  1949)  No.  8. 

2.  Arana-Soto,  S.:  Fibrositis  and  spasm,  Bol. 

Asoc.  Méd.  de  P.  R.,  XLI  (Sept.  1949)  No.  9. 


same  day,  or  to  completely  avoid  inter- 
ruptions. 

Of  course,  tenderness  and  spasm  can 
not  be  measured  quantitatively.  At  most, 
could  we  roughly  classify  spasm  and  ten- 
derness as  of  high,  medium,  or  slight  in- 
tensity. We  had,  of  course,  to  depend  on 
the  patient  for  his  subjective  appreciation 
of  tenderness  and  on  the  physical  thera- 
pist for  her  evaluation  of  spasm.  Besides, 
there  is  a possibility  that  the  frequent 
manual  examination  of  the  painful  muscle 
may  help  considerably,  by  itself,  to  do 
away  with  pain  and  spasm,  and  that  treat- 
ment on  one  side  may  influence  the  condi- 
tion on  the  other  side. 

But  it  was  thought  that,  in  spite  of  all 
the  difficulties  which  might  have  a bear- 
ing on  the  evaluation  of  results,  interest- 
ing preliminary  conclusions  might  be  ar- 
rived at  which  might  serve  as  a basis  for 
further  study. 

Treatment  was  given  every  day,  but 
once  in  a while  patients  v/ould  niiss  a 
treatment.  Treatment  was  started  as  suit- 
able patients  were  found,  so  that  it  was 
not  possible  to  start  it  on  the  same  day 
for  each  group.  The  patients  were  re- 
examined for  spasm  and  tenderness  at 
least  every  3 days. 

The  following  treatment  methods  were 
tried:  1)  ethyl  chloride  spray  according 
to  the  technique  described  by  Slobe^;  2) 
inunction  with  wheat  germ  oil  (Vit.  E) 
according  to  the  technique  of  Ant^;  3) 

3.  Slobe,  F.  W. : Fibromyositis,  Occup.  Med.,  Oc- 

tober, 1946. 

4.  Ant,  M.:  Treatment  of  Myopathies  with  Wheat 

Germ  Oil,  Ind.  Med.,  XV  (June  1946)  No.  6. 
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prostigmin,  daily  injection  of  1 c.c.  of  the 
1|2000  solution;  4)  deep  massage  as  cur- 
rently employed  in  all  our  cases  of  spasm 
at  the  Clinic  (Physical  Rehabilitation 
Clinic,  S.I.F.) ; 5)  infra-red  rays,  usual  tech- 
nique: 15  minutes,  at  2-feet  distance,  250 
W;  6)  short  wave,  drum,  15  minutes,  in- 
tensity depending  on  patient’s  tolerance; 
7)  one  single  electric  contraction,  as  strong 
as  tolerated,  with  the  tetanizing  sinusoidal 
current,  60  cycle.  Besides,  we  had  as  con- 
trols one  group  of  patients  with  spasm 
(and  of  course,  tenderness)  and  one  group 
of  patients  with  tenderness  without 
spasm. 

The  results  are  shown  in  the  following 
tables.  For  the  two  kinds  of  patients, 
those  with  spasm  and  those  with  fibrositis 
of  one  of  the  upper  trapezii,  the  number 
of  patients  receiving  each  kind  of  treat- 
ment is  given  as  well  as  the  number  and 
percentage  of  each  group  that  was  cured 
and  the  number  and  percentage  of  each 
group  that  was  not  cured.  Besides,  the 
average  length  of  treatment  for  each 
group  in  the  two  kinds  of  patients  was 
calculated  by  dividing  by  the  number  of 
patients  in  each  group  the  total  days  of 
treatment  for  the  whole  number  of  pa- 
tients in  that  group.  It  is  to  be  noted 
that  we  take  as  the  length  of  each  treat- 
ment the  time  elapsed  between  the  date 


of  the  first  treatment  and  the  date  of  cure 
or  discharge.  This  was  thought  to  be  a 
better  method  than  to  just  count  the 
number  of  treatments  per  patient,  because 
there  were  interruptions  in  individual 
treatments.  Of  course,  we  had  no  way  of 
knowing  for  how  long  before  the  date  of 
examination  or  of  the  first  treatment  the 
patient  had  had  spasm  or  fibrositis.  In 
those  cases  in  which  there  was  no  cure 
treatment  was  abandoned  after  quite  a 
long  period  of  time  had  elapsed.  Some  of 
these  patients  might  have  improved  or 
cured  after  a longer  period  of  time  but  in 
such  cases  the  particular  method  of  treat- 
ment employed  would  have  evidently  not 
been  practical  because  of  its  length. 

The  tables  show  consistently  that,  com- 
pared to  fibrositis,  spasm  subsides  not  only 
in  a shorter  time  but  usually  in  a much 
larger  percentage  of  cases.  This  shows 
again  that  spasm  and  fibrositis  are  two 
distinct  conditions.  They  have  different 
characteristics,  one  of  which  is  their  dif- 
ferent response  to  the  various  forms  of 
treatment  employed.  By  this  token  spasm 
is  found  to  be  a more  transient  condition, 
specially  when,  as  we  see,  it  also  subsided 
in  the  control  patients  in  a larger  num- 
ber of  cases  and  in  a shorter  time  than  did 
fibrositis. 


TABLE  1 — SPASM 


Treatment 

method 

No.  of 
patients 

No.  & % 
cured 

Ave.  length 
of  treatment 

No.  & % 
not  owed 

Ave.  length 
of  treatment 

Prostigmin 

8 

7 - 87.5% 

11.1 

1 - 12.5% 

29 

Short  wave 

10 

10  - 100% 

7.1 

0-0% 

0 

Infra-red 

12 

10-83.3% 

8.9 

2 - 16.7% 

15.5 

Sinus,  ct. 

8 

8 - 87.5% 

6 

1 - 13.7% 

9 

Massage 

10 

10  - 100% 

7.5 

0-0% 

0 

Ethyl  chi. 

7 

6 - 85.7% 

6.8 

1 - 14.3% 

12 

Vit.  E oint. 

7 

7 - 100% 

6.3 

0-0% 

0 

Controls 

10 

7-  70% 

15.7 

3 - 30% 

20 
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TABLE  2 — 

FIBROSITIS 

Treatment 

method 

No.  of 
patients 

No.  & % 
cured 

Ave.  length 
of  treatment 

No.  & % 
not  cwred 

Ave.  length 
of  treatment 

Prostigmin 

12 

9 - 75% 

14.5 

3 - 25% 

29.6 

Short  wave 

7 

5 - 71.4% 

11.4 

2 - 28.6% 

14.5 

Infra-red 

10 

4 - 40% 

13.5 

6 - 60% 

22.1 

Sinus,  ct. 

7 

4 - 57.1% 

4.75 

3 - 42.9% 

11.7 

Massage 

7 

4 - 57.1% 

10.7 

3 - 42.9% 

14.6 

Ethyl  chi. 

7 

6 - 85.7% 

8.6 

1 - 14.3%, 

13.0 

Vit.  E oint. 

9 

6 - 66.6% 

6.6 

3 - 33.4% 

12 

Controls 

10 

5 - 50% 

25.8 

5 - 50%, 

32 

On  the  other  hand,  the  different  forms 
of  treatment  employed  were  all  found  to 
be  quite  useful  since,  in  both  kinds  of  pa- 
tients, it  considerably  shortened  the  dura- 
tion of  the  two  conditions:  patients  with 
spasm  of  the  upper  trapezii  were  cured 
in  an  average  of  7.6  days  while  it  took  the 
controls  15.7  days  and  fibrositic  patients 
were  cured  in  an  average  of  10  days  while 
it  took  the  controls  25.8  days  to  be  freed 
from  the  condition. 

From  this  preliminary  results  and,  as 
far  as  we  can  judge  from  this  relatively 
small  number  of  patients  in  each  group, 
diathermy,  deep  massage  and  wheat-germ 
oil  ointment  are  100%  effective  in  cases 
with  spasm.  But  the  other  methods  also 
give  very  good  results  and  in  about  the 
same  time,  prostigmin  alone  requiring  a 
much  longer  period  of  time.  In  the  case 
of  fibrositic  patients  best  results  are  ob- 
tained by  ethyl  chloride  spray,  followed 
by  prostigmin,  diathermy  and  wheat-germ 
oil  ointment,  while  infra-red  rays,  massage 
and  the  sinusoidal  current  are  much  less 
efficacious.  In  both  kinds  of  patients 
wheat-germ  oil  ointment  seems  to  give  the 
quickest  results.  The  very  quick  results 
obtained  by  the  use  of  the  sinusoidal  cur- 
rent, specially  in  fibrositic  patients,  may 
be  viewed  with  caution  because,  being  the 


most  disagreeable  form  of  treatment,  the 
patients  were  probably  prone  to  declare 
themselves  cured  in  a shorter  time. 

If  we  take  into  consideration  both  the 
high  percentage  of  cures  and  the  shorter 
duration  of  treatment,  diathermy,  deep 
massage,  ethyl  chloride  spray  and  the  vi- 
tamin E ointment  are  the  most  efficacious 
in  the  treatment  of  both  spasm  and  fibro- 
sitis  of  the  upper  trapezii.  Short  wave  re- 
quires expensive  apparatus ; ethyl  chloride 
spray  is  disagreeable  to  the  patient,  deep 
massage  requires  physical  effort  by  the 
technician,  so  that  the  application  of  the 
ointment  comes  out  as  the  best  method 
of  treatment,  being  easy  of  application, 
requiring  no  apparatus  or  special  tech- 
nique or  physical  effort.  The  sinusoidal 
current  requires  apparatus  and  it  is  quite 
disagreeable  to  the  patient.  Infra-red  gives 
poor  results  in  fibrositis.  Next  to  the  oint- 
ment, prostigmin  injections  are  easiest  to 
apply  and  the  results  are  quite  good.  We 
had  no  reactions  with  the  dose  used  and 
atropine  was  not  required  in  our  cases. 

That  spasm  and  fibrositis  are  two  dif- 
ferent conditions  is  further  borne  out  by 
the  fact  that  in  many  cases,  after  spasm 
had  subsided  with  or  without  treatment, 
tenderness  continued  to  exist  and  had  to 
be  treated,  which  shows  that  spasm  may 
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exist  by  itself  or  may  be  associated  with 
fibrositis.  Fibrositis  is  a more  lasting  and 
stable  condition  and  requires  a much 
longer  period  of  treatment.  At  times 
spasm  was  found  to  change  from  one  tra- 
pezius to  the  other. 

It  must  be  remembered  in  evaluating 
these  results  that  the  duration  of  spasm 
and  fibrositis  in  the  control  patients  was 
probably  considerably  shortened  by  the 
frequent  manual  examination  which  was 
equivalent  to  a form  of  massage. 

SUMMARY 

Groups  of  patients  with  spasm  of  one 
upper  trapezius  and  groups  with  intra- 
muscular fibrositis  of  one  upper  trapezius 
submitted  to  various  forms  of  treatment: 
prostigmin  injections,  short  wave,  infra- 
red rays,  one  single  contraction  with  the 
sinusoidal  current,  deep  massage,  ethyl 
chloride  spray,  and  inunction  with  wheat 
germ  oil.  There  were  control  groups. 

The  two  kinds  of  patients  gave  a dif- 
ferent response  to  the  various  modes  of 
treatment  which  proves,  once  more,  that 
spasm  and  fibrositis  are  two  distinct  con- 
ditions. 


Spasm  subsides  quicker,  even  in  the 
controls,  and  it  is  readily  disposed  of  by 
the  various  forms  of  treatment;  it  is  a 
more  transient  condition.  Fibrositis  is  a 
more  stable,  a more  lasting  condition, 
which  requires  a longer  duration  of  treat- 
ment. 

The  various  methods  of  treatment  em- 
ployed considerably  shortened  the  dura- 
tion of  spasm  and  fibrositis  of  the  upper 
trapezius. 

Spasm  may  exist  alone  or  it  may  co- 
exist with  fibrositis;  in  the  latter  case, 
spasm  usually  subsides  first  and  the  ten- 
derness of  fibrositis  persists  and  requires 
further  treatment. 

Infra-red  rays  give  poor  results  in  both 
conditions.  Deep  massage  and  the  sinusoi- 
dal current  give  poor  results  in  fibrositis. 
Prostigmin  gives  good  results  in  both  con- 
ditions, but  it  is  slow  in  action.  Ethyl 
chloride  is  quite  efficacious  in  both  condi- 
tions, but  is  disagreeable  to  the  patient. 
Short  wave  gives  very  good  results  in 
spasm,  and  fair  results  in  fibrositis.  Wheat 
germ  oil  gives  very  good  results,  perhaps 
the  best  results,  in  both  conditions,  special- 
ly in  spasm,  is  of  the  easiest  application 
and  requires  no  apparatus. 
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ADDRESS  BY  DR.  R.  RODRIGUEZ-MOLINA,  GOVERNOR 
FOR  PUERTO  RICO  OF  THE  AMERICAN  COLLEGE  OF 

PHYSICIANS* 


Ladies  and  Gentlemen: 

We  are  gathered  tonight  to  celebrate 
the  first  regional  meeting  of  the  Ameri- 
can College  of  Physicians  ever  held  in 
Puerto  Rico.  The  scientific  session  was 
held  this  afternoon  and  those  of  you  who 
were  present  will  agree  it  was  a great 
session.  Many  of  the  eighteen  Puerto  Ri- 
can physicians  who  are  members  of  the 
College  are  present  tonight.  We  are  honor- 
ed to  have  here  as  our  guests  the  Com- 
missioner of  Education  and  the  Chancellor 
of  the  University  and  their  wives. 

The  American  College  of  Physicians 
was  chartered  May  11,  1915,  under  the 
laws  of  the  State  of  Delaware  as  a corpo- 
ration “not  for  profit”.  According  to  the 
Constitution,  “the  object  of  the  American 
College  of  Physicians  shall  be  to  establish 
an  organization  composed  of  qualified 
physicians  of  high  standing  who  shall 
meet  from  time  to  time  for  the  purpose 
of  considering  and  discussing  medical  and 
scientific  topics,  and  who  through  their 
organization  shall  attempt  to  accomplish 
the  further  purposes  of:  (a)  maintaining 
and  advancing  the  highest  possible  stand- 
ards in  medical  education,  medical  practice 
and  clinical  research ; (b)  perpetuating  the 
history  and  best  traditions  of  medicine 
and  medical  ethics,  and  (c)  maintaining 
both  the  dignity  and  the  efficiency  of  In- 
ternal Medicine  in  its  relationship  to  the 
public  welfare.” 

The  membership  of  the  American  Col- 
lege of  Physicians  is  drawn  from  the 
United  States,  Canada  and  other  countries 
of  North  America,  and  is  limited  to  quali- 
fied internists  of  high  standing,  and  those 

* Dolivercd  at  a dinner  held  on  Sunda^y,  October 
Hi.  l‘)49. 


of  equal  standing  engaged  in  Pediatrics, 
Neurology,  Psychiatry,  Pathology,  Radio- 
logy, Public  Health  and  other  closely  re- 
lated specialties.  Undoubted  proof  of  high 
personal  qualifications  is  required,  and 
evidence  of  professional  qualification  is 
derived  from  the  candidate’s  training,  ex- 
perience in  practice,  hospitals  and  teach- 
ing appointments,  scientific  contributions 
or  from  other  evidence  submitted.  The 
membership  is  not  limited  to  a group  of 
highly  restricted  specialists,  but  is  com- 
posed of  qualified  teachers,  investigators 
and  practitioners.  It  is  eminently  desirable 
that  Internal  Medicine  and  its  allied 
specialties  should  have  as  a representative 
body  such  an  organization  as  the  Ameri- 
can College  of  Physicians. 

I wish  to  point  out  that  the  American 
College  of  Physicians  restricts  its  field  of 
operation  to  educational  and  scientific 
pursuits.  It  does  not  concern  itself  with 
political  legislation.  It  has  not  been  in- 
volved in  any  of  the  great  nationwide 
controversies  that  most  medical  groups 
have  become  involved  in.  It  is  indeed  one 
of  the  most  honored  medical  societies  of 
North  America. 

As  you  all  know,  the  Government  of 
Puerto  Rico  and  particularly  the  Chancel- 
lor of  the  University  has  for  several  years 
been  intent  in  the  establishment  of  a med- 
ical school  in  Puerto  Rico,  and  to  that  ef- 
fect current  statutes  have  provided  mo- 
ney for  the  beginning  of  this  great  and 
important  undertaking.  The  medical  school 
is  expected  to  be  inaugurated  in  August 
1950. 

The  Puerto  Rico  Medical  Association 
in  1942,  1944,  1945,  and  again  in  1948,  has 
officially  recommended  the  establishment 
of  a medical  school  in  Puerto  Rico;  one 
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which  will  meet  the  minimum  standards 
established  by  the  Council  in  Medical  Edu- 
cation and  Hospitals  of  the  American  Me- 
dical Association. 

The  medical  profession  of  Puerto  Rico 
now  faces  a challenge  that  must  be  met 
at  all  costs,  I sincerely  believe  it  is  our 
duty  and  our  responsibility  to  help  the 
Government  and  give  its  representatives 
our  earnest  cooperation  and  support.  This 
will  be  our  school  of  medicine  and  all  of 
us  will  be  responsible  that  its  standards 
and  the  quality  of  its  future  product  are 
second  to  none. 

Ladies  and  gentlemen,  our  distinguish- 
ed guest  at  this  memorable  gathering  is 
well  known  to  many  of  you  and  needs  no 
introduction.  However,  I would  like  to 
mention  some  of  Dr.  Morgan’s  appoint- 
ments to  show  the  extent  and  the  impor- 
tance of  his  interests.  As  a member  of 
certain  committees  and  organizations  he 
will  visit  and  inspect  some  of  the  hospitals 
of  Puerto  Rico.  I am  very  happy  that  he 
has  come  down  here  and  see  for  himself 
what  we  are  doing.  Among  other  appoint- 
ments, Dr.  Morgan  is  a member  of  the 
following  organizations  and  committees: 

1. — Vice-President,  Association  of 
American  Physicians. 

— Until  July  1st  of  this  year,  he 


was  Chairman  of  the  American 
Board  of  Internal  Medicine. 

3.  — Consultant  to  the  Department  of 

Medicine  and  Surgery,  Veterans 
Administration. 

4,  — Expert  Consultant  to  the  Office 

of  the  Surgeon  General,  Depart- 
ment of  the  Army. 

5 — Member,  Committee  on  Veterans 
Medical  Problems,  National  Re- 
search Council. 

6.  — Member,  Central  Advisory  Com- 

mittee on  Radioisotopes  Research, 
Veterans  Administration, 

7.  — Member,  Council  on  National 

Emergency  Medical  Service  of 
the  American  Medical  Associa- 
tion. 

8.  — M ember.  National  Advisory 

Health  Council,  Federal  Security 
Agency,  U.  S.  Public  Health  Serv- 
ice. 

9.  — Member,  Citizens  Committee  on 

Organization  of  Federal  Govern- 
ment. 

Ladies  and  gentlemen:  Dr.  Hugh  J. 
Morgan,  Professor  of  Medicine  at  Vander- 
bilt University,  Regent  and  former  Pre- 
sident of  the  American  College  of  Physi- 
cians, will  now  address  us. 
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CAMARA  DE  DELEGADOS  DE  LA  ASOCIACION 
MEDICA  DE  PUERTO  RICO 
AÑO  1949  

Dr.  M,  Guzmán-Rodríguez,  Speaker 

Directiva  Central 

Dr,  Manuel  A.  Aster 
Dr.  Jenaro  Barreras 
Dr.  J.  Basora-Defilló 
Dr.  Jaime  F.  Bou 


San  Juan 

Dr.  Guillermo  H,  Barbosa 
Dr.  Mario  J.  Tomasini 
Dr.  Angel  R.  Cestero 
Dr.  Arsenio  Comas 
Dr.  R.  Porrata-Doria 
Dr,  Fernando  L,  Buxeda 
Dr.  Julio  E.  Dávila 
Dr.  Enrique  Milán 
Dr.  J.  Noya  Benitez 
Dr.  Luis  A.  Sanjurjo 
Dr,  Víctor  J,  Montilla 
Dr.  Ramón  Llobet,  Jr. 

Dr,  Ricardo  F.  Fernández 
Dr.  A.  Acosta  Velarde 
Dr.  M,  Fernández  Fuster 
Dr.  José  Añeses 
Dr.  José  N.  Gándara 
Dr.  Pablo  G.  Curbelo 

Ponce 

Dr.  Carlos  A.  Quilichini 
Dr.  William  R.  Gelpí 
Dr.  Francisco  R.  de  Jesús 
Dr.  Jaime  L.  Costas-Durieux 
Dr.  Leandro  Santos 


Mayagüez 

Dr.  A.  Pérez  Toledo 
Dr.  Armando  Antonmattei 
Dr.  Ramón  Almodóvar 
Dr.  Luis  Torres  Oliver 

Arecibo 

Dr.  Antonio  H.  Susoni 
Dr.  F.  Sánchez  Castaño 
Dr.  Miguel  A.  Zapata 
Dr.  Julio  A.  Santos 

Humacao 

Dr.  Frank  J.  Veve 
Dr.  César  Domínguez 
Dr.  Hernán  G.  Chico 
Dr.  A.  Lacot  Salgado 

Guayama 

Dr.  Juan  P.  Cardona 
Dr.  José  Forastieri 
Dr.  Modesto  Carrasquillo 
Dr.  Jaime  L.  Fuster 

Aguadilla 

Dr.  Gregorio  Igartüa 
Dr.  Néstor  de  Cardona 
Dr.  José  Sobrino 
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JUNTAS  DE  DIRECTORES  DE  LAS  ASOCIACIONES 

DE  DISTRITO 
AÑO  1949  


San  Juan 

Dr.  Guillermo  H.  Barbosa,  Fres. 
Dra,  Borinquen  Mussenden,  Vice 
Dr.  Luis  A.  Sanjurjo,  See. 

Dr.  Carlos  Rivera-Lugo,  Tes. 

Ponce 

Dr.  Carlos  A.  Quilichini,  Fres. 

Dr.  Roy  J.  Stokes,  Vice. 

Dr.  Jaime  L.  Costas-Durieux,  See. 
Dr.  Francisco  C.  Porrata,  Tes. 

Mayagüez 

Dr.  A.  Pérez  Toledo,  Pres. 

Dr.  Edgardo  Quiñones,  Vice. 

Dr.  Ramón  Almodóvar,  See. 

Dr.  Augusto  Perea,  Tes. 


Arecibo 

Dr.  Antonio  H.  Susoni,  Pres. 
Dr.  Arturo  Cadilla,  Vice. 

Dr.  Miguel  A.  Zapata,  See. 

Dr.  Julio  Rodríguez  Olmo,  Tes. 

Humacao 

Dr.  Frank  J.  Ve  ve,  Pres. 

Dr.  Samuel  Garau,  Vice. 

Dr.  Hernán  G.  Chico,  See. 

Dr,  J.  Ramos  Lebrón,  Tes. 

Guayama 

Dr.  Juan  P.  Cardona,  Pres. 

Dr.  Héctor  Rivera-Bruno,  Vice. 
Dr.  Modesto  Carrasquillo,  See. 
Dr.  J.  Rovira  Palés,  Tes. 

Aguadilla 

Dr.  Gregorio  Igartúa,  Pres. 

Dr.  Juan  R.  Marchand,  Vice. 
Dr.  José  Sobrino,  See. 

Dr.  Benigno  T,  González,  Tes. 
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PROGRAMA  CIENTIFICO  DE  LA  CUADRAGESIMA- 
SEXTA  ASAMBLEA  ANUAL  DE  LA  ASOCIACION  ME- 
DICA DE  PUERTO  RICO  - DICIEMBRE  14-18,  1949 


JUEVES,  DICIEMBRE  15 
Hospital  de  la  Capital 
8:00  a 9:00  A.M. 

(a)  Clínica  Quirúrgica  (Sala  de  Ope- 
raciones) Dr.  J.  Noya  Benitez. 

(b)  Visita  a los  distintos  departa- 
mentos del  Hospital  con  los  Jefes 
de  los  respectivos  servicios. 

9:00  a 11:00  A.M.  (Salón  de  Actos  - Edi- 
ficio de  Administración) 

Presidiendo:  Dr.  Roberto  J.  Jiménez, 
Director  Médico,  Hospital  de  la  Ca- 
pital. 

Discusión  a cargo  de: 

Dr.  Antonio  Ortiz,  Jefe,  Servicio  de 
Pediatría. 

Dr.  José  Noya-Benítez,  Jefe,  Servi- 
cio de  Cirugía. 

Dr.  M.  Fernández-Fuster,  Jefe,  Ser- 
vicio de  Obstetricia  y Ginecolo- 
gía. 

Dr.  R.  S.  Díaz-Rivera,  Jefe,  Servi- 
cio de  Medicina. 

PROGRAMA 

(Presentación  de  trabajos  por  médicos  re- 
sidentes. Se  le  asignarán  aproximadamen- 
te 10  minutos  para  la  presentación  y al  fi- 
nal de  esta  parte  del  programa  habrá  una 
discusión  general  con  oportunidad  para 
formular  preguntas,  que  serán  contesta- 
das por  el  Jefe  de  cada  servicio) 

1.  Cretinism  - Presentation  and  Dis- 
cussion of  two  cases. 

Dra.  Eloísa  Muñoz  Dones,  Servi- 
cio de  Pediatría. 


2.  Surgical  Management  of  Perfora- 
ted Peptic  Ulcer. 

Dr.  Gumersindo  Blanco,  Servicio 
de  Cirugía. 

3.  Placenta  Previa  and  Premature  Se- 
paration of  Placenta. 

Dr.  José  Díaz  Carazo  y Dr.  Mi- 
guel Dalmau,  Servicio  de  Obste- 
tricia y Ginecología. 

4.  A New  Operation  for  Filarial  Ele- 
phantiasis of  Leg. 

Dra.  Angeles  Diaz,  Servicio  de 
Cirugía. 

5.  Weil’s  Disease  with  Special  Refe- 
rence to  the  Non-Jaundiced. 

Dr.  Emilio  Ramirez,  Servicio  de 
Medicina. 

6.  Anticoagulant  Therapy  of  Throm- 
boembolic Diseases. 

Dr.  Eduardo  R.  Pons,  Jr.,  Servi- 
cio de  Medicina. 

7.  Penetrating  Wounds  of  the  Abdo- 
men. 

Dr.  Manuel  Garrido-Carmona, 
Servicio  de  Cirugía. 

8.  Cirrhosis  of  the  Liver  in  Children. 

Dr.  Joseph  L.  Aponte,  Servicio 
de  Pediatría. 

9.  Presentation  of  Unusual  cases:  (1) 
Tetanus;  (2)  Still’s  Disease;  (3) 
Pneumococcal  Infection. 

Dr.  César  R.  Rosa-Febles  y Dr. 
Guillermo  R.  Armaiz,  Servicio  de 
Medicina. 

10.  Ectopic  Pregnancy  — Review  of 
cases,  1945-1949. 

Dr.  José  A.  Garcia,  Dr.  Rafael  A. 
Gil,  Servicio  de  Obstetricia  y Gi- 
necología. 
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11.  Pulmonary  Eosinophiliosis:  Newer 
concepts. 

Dr.  R.  S.  Díaz-Rivera,  Servicio  de 
Medicina 

11:00  A.  M.  a 12:00  M. 

Clinicopathological  Conference 

Dr.  F.  Hernández-Morales  y Dr.  En- 
rique Koppisch 

JUEVES,  DICIEMBRE  15 
Por  la  tarde 

(Auditorium,  Escuela  de  Medicina 
Tropical) 

2:00  Mi  experiencia  sobre  el  rápido 
diagnóstico  de  enfermedades  tro- 
picales comunes  en  Puerto  Rico  en 
laboratorios  de  rutina 

Dr.  Manuel  Pujadas-Díaz,  San- 
turce,  P.  R. 

2:20  Pancreatectomía  sub-total  en  una 
etapa 

Dr.  Antonio  H.  Susoni,  Arecibo, 
P.  R. 

2:40  Radio-dermatitis  por  el  uso  exce- 
sivo del  Fluroscopio 

Dr.  Jesús  M.  Quiñones,  Santur- 
ce,  P.  R. 

3:00  Caudal  Anesthesia  in  Obstetrics 
Dr.  Harold  M.  Jesurun,  Fort 
Sam  Houston,  Texas 

3:30  Management  of  Acute  Pancreatitis 
Dr.  George  M.  Saypol,  New 
York  City. 

4:00  Hemorrhagic  Blood  Dyscrasias  and 
Dysplasias,  especially  Heredo-fa- 
milial  Angiomatosis  with  He- 
morrhages 

Dr.  Hyman  I.  Goldstein,  Cam- 
den, N.  J. 

4:45  The  Diagnosis  and  Treatment  of 
Endometrial  Carcinoma 

Dr.  Herbert  E.  Schmitz,  Chica- 
go, 111. 


5:15  Modern  Trends  in  Child  Care  and 
Child  Rearing 

Dr.  Milton  J.  E.  Senn,  New 
Haven,  Conn. 

5:45  The  Clinical  Development  of  Chlo- 
romycetin 

Dr.  Eugene  H.  Payne,  Detroit, 
Mich. 

JUEVES,  DICIEMBRE  15 
Por  la  noche 

8:00  Similar  Psychodynamic  Patterns 
in  Five  cases  of  Latent  Male  Ho- 
mosexuality 

Dr.  R.  Fernández-Marina,  Rio 
Piedras,  P.  R. 

8:45  The  Anti-Pernicious  Anemia  Subs- 
tances 

Dr.  Austin  Joyner,  Pearl  River, 
N.  Y. 

9:15  Recent  Advances  in  the  Pathoge- 
nesis and  Treatment  of  Gout  and 
Gouty  Arthritis 

Dr.  Russell  L.  Cecil,  New  York 
City 

10:00  Management  of  Pyelonephritis  and 
Glomerulonephritis 

Dr.  Robert  D.  Taylor,  Cleveland, 
Ohio 

VIERNES,  DICIEMBRE  16 
9:00  A.  M.  12:30  P.  M. 

(Auditorium  San  Patricio  Veterans 
Administration  Hospital) 

9:00  Surgical  Service 

Dr.  Luis  A.  Passalacqua  and  Staff 

9:30  Medical  Clinics 

Dr.  Rafael  Rodriguez-Molina  and 
Staff 

10:00  Neuropsychiatric  Clinics 

Dr.  Rafael  Hernández  and  Staff 
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10:30  Dental  Clinics 

Drs.  Guillermo  T.  Calderón  and  Fe- 
rraiuoli 

11:00  X-Ray  Conference 

Drs.  Laszlo  Ehrlich,  P.  Ramos  Ca- 
sellas  and  M.  Guzmán 
11:30  Clinico-Pathological  Conference 

Dr,  Robert  D.  Taylor  and  Dr.  Félix 
M.  Reyes 
12:30  Luncheon 

Note:  Exhibition  of  Medical  Films  in 
Hospital  Conference  Room  conti- 
nuous: 8:00  A.  M.  — 2:00  P.  M. 

VIERNES,  DICIEMBRE  16 
Por  la  tarde 

3:00  Tetraplejía  en  un  caso  de  Klippel- 
Feil  asociado  a dislocación  del 
apófisis  odontoides  — Presenta- 
ción clínico-patológica 

Dres.  Ricardo  Cordero  e Ilde- 
fonso Rivera-Lugo,  Santurce, 
P.  R. 

3:20  El  valor  en  presiones  absolutas  del 
arteriograma  extra-arterial. 

Dr.  Federico  Velázquez,  San- 
turce, P.  R. 

3:40  Cytologic  Diagnosis  of  Cancer  of 
the  Lung 

Dr.  Félix  M.  Reyes,  Santurce,  F. 

R. 

4:00  Indicaciones  precisas  para  la  resec- 
ción pulmonar  en  tuberculosis 
Dr.  David  Rodríguez-Pérez,  San- 
turce, P.  R. 

4:30  Pathogenesis  and  Evolution  of  Pul- 
monary Tuberculosis  from  the 
Initial  Stage 

Dr.  J.  Burns  Amberson,  New 
York  City 

5:15  Los  extremos  del  tratamiento  con- 
servador de  la  tuberculosis  pul- 
monar 

Dr.  Donato  G.  Alarcón,  México, 
D.  F. 


6:00  Differential  Diagnosis  and  Treat- 
ment of  Tumors  of  the  Neck. 

Dr.  Samuel  F.  Marshall,  Boston, 
Mass. 

VIERNES,  DICIEMBRE  16 
Por  la  noche 

8:00  New  Developments  in  Child  Psy- 
chiatry 

Dr.  Milton  J.  E.  Senn,  New 
Haven,  Conn. 

8:45  The  Treatment  of  Poliomyelitis. 

Dr.  George  M.  Piersol,  Philadel- 
phia, Pa. 

9:15  Surgical  Treatment  of  Gastric 
Lesions 

Dr.  Samuel  F.  Marshall,  Boston, 
Mass. 

10:00  The  Progress  of  Liver  Disease  as 
evidenced  by  Serial  Needle  Biop- 
sies, with  Special  Comments  on 
Fundamental  Therapeutic  Measu- 
res 

Dr.  Chester  M.  Jones,  Boston, 
Mass. 

SABADO,  DICIEMBRE  17 
9:00  A.  M.  — 12:00  M. 

(School  of  Tropical  Medicine  and 
University  Hospital) 

9:00  Further  experiences  in  the  treat- 
ment of  filariasis  with  Hetrazan. 

9:15  Use  of  Morera  in  Diabetes  Melli- 
tus. 

9:30  Studies  in  unisexual  infection  with 
S.  mansoni  in  experimental  ani- 
mals. 

9:45  The  comparative  value  of  the  skin 
test,  rectal  biopsy  and  stool  exa- 
mination in  the  diagnosis  of  S. 
mansoni  infection. 

10:00  The  daily  administration  of  Fua- 
din  in  the  treatment  of  Schisto- 
somiasis mansoni. 
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10:15  Fat  balance  studies  in  sprue. 
10:30  Vitamin  Bio  in  the  treatment  of 
sprue. 

11:00  Clinico-Pathological  Conference 

Dr.  Chester  M.  Jones  and  Dr. 
Enrique  Koppisch 

SABADO,  DICIEMBRE  17 

Por  la  tarde 

3:00  Ophthalmological  Problems  in  Ge- 
neral Practice. 

Dr,  Guillermo  Picó,  Santurce,  P. 
R. 

3:30  Prevalence  of  Multiple  Sclerosis  in 
the  Tropics  wtih  special  reference 
to  Puerto  Rico. 

Dr.  Luis  Ortega,  San  Juan,  P.  R. 
4:00  Total  Pancreatectomy 

Dr.  Basilio  Dávila,  Santurce,  P. 
R. 

4:30  Preliminary  Observations  on  the 
Thorn  Test. 

Drs.  Manuel  Paniagua,  Carmen 
B.  Casas  y Zahidée  Torres,  San 
Juan,  P.  R. 

5:00  Camoquin,  the  New  Single  Dose 
Antimalarial. 

Dr.  Eugene  H.  Payne,  Detroit, 
Mich. 

5:30  Technique  of  the  Extraperitoneal 
Cesarean  Section  by  the  Simpson- 
Zimmerman  Method 

Dr.  Harold  M.  Jesurun,  Fort 
Sam  Houston,  Texas 
6:00  Diagnosis  and  Treatment  of  Cervix 
Carcinoma 

Dr.  Herbert  E.  Schmitz,  Chica- 
go, 111. 

SABADO,  DICIEMBRE  17 

Por  la  noche 

8:00  Carcinoma  of  Pituitary  Region. 

Dr.  Ildefonso  Rivera-Lugo,  Río 
Piedras,  P.  R. 


8:30  El  tratamiento  actual  de  las  supu- 
raciones pulmonares. 

Dr.  Donato  G.  Alarcón,  México, 
D.F. 

9:15  The  First  Year  of  Aureomycin 
Therapy. 

Dr.  Austin  Joyner,  Pearl  River, 
N.  Y. 

10:00  Differential  Diagnosis  and  Treat- 
ment of  Tumors  of  the  Neck. 

Dr.  Samuel  F.  Marshall, 

DOMINGO,  DICIEMBRE  18 
Por  la  mañana 

9:00  Las  indicaciones  de  la  histerecto- 
mía  en  el  tratamiento  del  cáncer 
de  la  matriz. 

Dr.  Isaac  González  Martínez, 
Santurce,  P.  R. 

9:30  Stricture  of  the  Bile  Ducts. 

Dr.  George  M.  Saypol,  New 
York  City, 

10:00  Errors  of  Priority  Credit  in  Med- 
icine. 

Dr.  Hyman  1.  Goldstein,  Cam- 
den, N.  J. 

10:30  Esófago  y gastroentero-enterosto- 
mia  de  Steinberg. 

Dr.  A.  Oliveras-Guerra,  Santur- 
ce, P.  R. 

11:00  Rheumatoid  Arthritis  and  its  Va- 
riants with  Special  Reference  to 
Treatment, 

Dr.  Russell  L.  Cecil,  New  York 
City. 

11:30  Mechanisms  of  Bronchial  Obstruc- 
tion. 

Dr.  J.  Burns  Amberson,  New 

York  City. 

12:00  Symptomatic  and  Nutritional  Pro- 
blems Incident  to  Anastomotic 
Surgery. 

Dr.  Chester  M.  Jones,  Boston, 
Mass, 
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Manual  Simplificado  Sobre  la  Diabetes,  por 
Abraham  Rudy,  M.D.;  traducido  del  ori- 
ginal en  inglés  por  Lázaro  Gelstein;  S.  A. 
Editorial  Bell,  Buenos  Aires,  pp.  210. 

Este  pequeño  manual,  escrito  princi- 
palmente para  el  enfermo  diabético  y pa- 
ra los  auxiliares  del  médico  tales  como  die- 
tistas  y enfermeras,  resulta  de  gran  valor 
aún  para  el  médico  general.  Desde  el  pun- 
to de  vista  del  primero,  viene  a llenar  una 
gran  necesidad  por  ser  la  primera  traduc- 
ción al  español  de  un  manual  autorizado 
que  llega  a Puerto  Rico. 

El  material  está  bien  organizado,  sen- 
cillamente expuesto  y muy  bien  traducido. 
Creemos,  sin  embargo,  que  algunas  sec- 
ciones están  quizás  un  poco  por  encima  del 
nivel  educativo  del  diabético  promedio,  y 
hay  que  tener  en  cuenta  los  distintos  sig- 
nificados que  tienen  a veces  los  nombres 
de  ciertos  alimentos  en  la  Argentina  y en 
nuestro  país  (Ej : manteca  - mantequilla, 
grasa  - manteca;  naranja  - china,  etc.) 
También  encontramos  objeción  a la  reite- 
ración del  antiguo  concepto,  ya  descarta- 
do, de  que  “las  grasas  se  queman  en  el 
fuego  de  los  hidratos  de  carbono”  para 


explicar  la  patogénesis  de  la  acidosis  (cap 

11  p 5-6),  explicación  que  por  otro  lado 
creemos  innecesaria  y demasiado  técnica 
para  un  tratado  de  este  tipo. 

El  manual  está  dividido  en  dos  partes. 
La  primera  trata  de  la  fisiología  de  la  ali- 
mentación; las  causas,  síntomas,  métodos 
de  diagnóstico  y tratamiento,  y complica- 
ciones de  la  diabetes.  La  segunda  está  de- 
dicada por  completo  a la  dieta  del  diabéti- 
co (composición,  valores  de  los  alimentos, 
pesos  y medidas,  etc.)  y contiene  además 
163  recetas  de  platos  de  diversas  nacio- 
nalidades. Al  final  hay  un  apéndice  con  ta- 
blas de  com.posición  de  los  distintos  ali- 
mentos. El  libro  está  ilustrado  con  10  ó 

12  figuras  y diagramas  que  facilitan  gran- 
demente la  comprensión  del  texto. 

A pesar  de  las  objeciones  mencionadas, 
creemos  que  el  manual  en  sí  es  muy  valio- 
so y lo  recomendamos  favorablemente  a 
los  diabéticos  y todas  las  personas  que  tie- 
nen que  tratar  con  ellos,  aunque  hacemos 
énfasis  en  el  hecho  de  que  éste  no  puede 
en  modo  alguno  substituir  a la  supervisión 
médica. 


Dr.  M.  Paniagua. 
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DIRECTORIO  MEDICO  DE  PUERTO  RICO 
AÑO  1949  


ADJUNTAS 

Dr.  Homer  L.  Burke 

Castañer  Brethren  Serv.  Proj. 
Castañer,  P.  R. 

— Medicina  general — 

DR.  GUILLERMO  CARDONA 
Box  N 

Adjuntas,  P.  R. 

— Medicina  general — 

DR.  EVERETT  B.  MYER 

Box  385  — Hospital  Municipal 
Adjuntas,  P.  R. 

— Medicina  general — 

AGUADA 

Dr.  Félix  M.  Benzo 
Hospital  Municipal 
Aguada,  P.  R. 

— Medicina  general — 

Dr.  Julio  A.  Gil 
Unidad  de  Salud  Pública 
Aguada,  P.  R. 

— Medicina  general — 

AGUAD  ILLA 

Dr.  Ventura  Anselmi,  Jn 
Hospital  de  Distrito 
Aguadilla,  P.  R. 

— Interno — ■ 

DR.  PLACIDO  ARRACHE 
Aguadilla,  P.  R. 

— Medicina  general — 

DR.  JOSE  F.  BERNAL 
Hospital  de  Distrito 
Aguadilla,  P.  R. 

— Interno — 

DR.  NESTOR  DE  CARDONA 
Clinica  Cardona  - Comercio  40 
Aguadilla,  P.  R. 

— Cirugía,  general — 

Dra.  Providencia  Castro  de  González 
Hospital  de  Distrito 
Aguadilla,  P.  R. 

— Pedia-tría — 


* Los  nombres  de  los  médicos  miembros  de  la 
Asociación  Médica  aparecen  en  mayúsculas. 

Los  médicos  que  aparecen  como  interno  aún  no 
han  tomado  sus  exámenes  de  reválida. 


Dr.  Aurelio  Christian,  Jr. 

Hospital  de  Distrito 
Aguadilla,  P.  R. 

— Interno — 

Dr.  J.  J.  Cottes  Parodi 
Hospital  Municipal 
Aguadilla,  P.  R. 

— Medicina  general — • 

Dr.  John  W.  Daugherty 
Centro  Antituberculoso 
Aguadilla,  P.  R. 

— Tisiología — 

DR.  RAFAEL  DIAZ  ROMERO 
Hospital  de  Distrito 
Aguadilla,  P.  R. 

— Interno — ■ 

DR.  ARTURO  L.  ECHEVARRIA 
Hospital  Francés 
Aguadilla,  P.  R. 

— Pediatría — 

Dr.  Jesús  García  Malpica 
Hospital  de  Distrito 
Aguadilla,  P.  R. 

— Interno — • 

DR.  BENIGNO  T.  GONGALEZ 
Director,  Hospital  de  Distrito 
Aguadilla,  P.  R. 

— Cirugía  general — 

DR.  GREGORIO  IGARTUA 
Box  275  - Progreso  20 
Aguadilla,  P.  R. 

— Medicina  general  - Pediatría — 
DRA.  SUSANA  IGARTUA 
Box  1355 
Aguadilla,  P.  R. 

— Medicina  general — 

DR.  FRANCISCO  A.  MARQUEZ 
Box  1397  - Progreso  20 
Aguadilla,  P.  R. 

— Medicina  general — 

Dr.  José  Márquez  Torres 
Unidad  de  Salud  Pública 
Aguadilla,  P.  R. 

— Medicina  general — 

Dr.  Ramón  Milán 
Plospital  de  Distrito 
Aguadilla,  P.  R. 

— Residente — 
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DR.  KENNETH  RAMIREZ 
Box  1355 
Aguadilla,  P.  R. 

— Medicina  general — 

Dr.  Jafeth  Ramirez  Ledesma 
Hospital  de  Distrito 
Aguadilla,  P.  R. 

— Interno — 

Dr.  Julio  E.  Rivera  Pratts 
Hospital  de  Distrito 
Aguadilla,  P.  R. 

— Residente — 

Dr.  José  Sánchez 
Hospital  Municipal 
Aguadilla,  P.  R. 

— Medicina  general — 

DR.  JOSE  SOBRINO 
Hospital  de  Distrito 
Aguadilla,  P.  R. 

— Cirugia  general — 

Dr.  Angel  M.  Yumet 
Hospital  de  Distrito 
Aguadilla,  P.  R. 

— Residente — 

DR.  PEDRO  J.  ZAMORA 
Box  1501  - Muñoz  Rivera  10 
Aguadilla,  P.  R, 

— Medicina,  general — 

Dr.  Rafael  L.  Zamora 
Aguadilla,  P.  R. 

— Medicina  general — 

AGUAS  BUENAS 

Dr.  José  Joaquín  Castillo 
Hospital  Municipal 
Aguas  Buenas,  P.  R. 

— Cirugía  general — 

Dr.  Gustavo  Muñoz  Díaz 
Unidad  de  Salud  Pública 
Aguas  Buenas,  P.  R. 

— Medicina  general — 

AGUIRRE  (Central  Aguirre) 

DR.  MODESTO  CARRASQUILLO 
Central  Aguirre  Sugar  Co. 
Aguirre,  P.  R. 

— Medicina  general — 

(Reside  en  Guayama,  P.  R.) 
DR.  JOAQUIN  ROVIRA  PALES 
Central  Aguirre  Sugar  Co. 
Aguirre,  P.  R. 

— Cirugía  general — 


AIBONITO 

DR.  JOSE  A.  AMADEO 
Box  272 
Aibonito,  P.  R. 

— Medicina  interna.  - Cardiología- 
Dr.  Francisco  J.  Benliza 
Hospital  Municipal 
Aibonito,  P.  R. 

— Medicina  general — 

Dr.  Esperidion  Canino 
Unidad  de  Salud  Pública 
Aibonito,  P.  R. 

— Medicina  general — 

Dr.  Charles  W.  Hertzer 
Mennonite  General  Hospital 
La  Plata  Project  - Aibonito,  P.  R, 
— Medicina  general — 

DR.  ERNESTO  J.  MARTINEZ 
Aibonito,  P.  R. 

— Medicina  general  - Urología — 
Dr.  F.  Wartzentruber 
Menonite  General  Hospital 
Aibonito,  P.  R. 

— Medicina  general — 

AÑASCO 

DR.  ANGEL  M.  AYALA 
Box  237 
Añasco,  P.  R. 

— Medicina  general — 

Dr.  José  H.  Montalvo 
Beneficencia 
Añasco,  P.  R. 

— Medicina  general — 

Dr.  Carlos  D.  Rul  lán 
Unidad  de  Salud  Pública 
Añasco,  P.  R. 

— Medicina  general — 

ARECIBO 

Dr.  Juan  E.  Acevedo  Guardiola 
Hospital  de  Distrito 
Arecibo,  P.  R. 

— Residente — 

DR.  RAUL  R.  ACOSTA 
Hospital  de  Distrito 
Arecibo,  P.  R. 

— Medicina  general— 

Director,  Hosp.  Dttp. 

Dr.  Rafael  Alvarez 
Hospital  de  Distrito 
Arecibo,  P.  R. 

— Interno — 


382 


BOLETIN  DE  LA  ASOCIACION  MEDICA  DE  PUEBTO  RICO 


DR.  E.  ARANDES  REXACH 
Hospital  de  Distrito 
Arecibo,  P.  R. 

— Obstetricia  y Ginecología — 

DR.  VICTOR  BERNAL  Y DEL  RIO 
Box  831 
Arecibo,  P.  R. 

— Medicina  general — 

DR.  ARTURO  CADILLA 
Calle  Dr.  Betances 
Arecibo,  P.  R. 

— Pediatría — 

Dr.  Miguel  A.  Cintrón  García 
Unidad  de  Salud  Pública 
Arecibo,  P.  R. 

— Medicina  general — 

Dr.  Juan  Colón  Bonet 
Clínica  El  Buen  Pastor 
Arecibo,  P.  R. 

— Medicina  general — 

Dr.  Angel  Díaz  Montañez 
Hospital  de  Distrito 
Arecibo,  P.  R. 

— Interno — 

Dr.  Jacinto  García  de  Quevedo 
Calle  Coll  y Tosté  Núm.  9 
Arecibo,  P.  R. 

— Med.  general  - Pediatría — 

Dr.  Modesto  González  Olmo 
Box  433  - Clínica  Dr.  Susoni 
Arecibo,  P.  R. 

— Medicina  general — 

DR.  BENITO  A.  IRIZARRY  BULLS 
Hospital  de  Distrito 
Arecibo,  P.  R. 

—Pediatría — 

DR.  EDGAR  IRIZARRY  BULLS 
Hospital  Municipal 
Arecibo,  P.  R. 

— Medicina  general — 

Dra.  Mimosa  Marín  Quiñones 
Hospital  de  Distrito 
Arecibo,  P.  R. 

— Residente — 

DR.  GUILLERMO  S.  MARQUES 

Box  786  - Plaza.  Muñoz  P.lrera  Núm.  2 
Arecibo,  P.  R. 

— Radiología — 

DR.  JOSE  ANGEL  MARTINEZ 
Box  101  - Clínica  El  Buen  Pastor 
Arecibo,  P.  R. 

— Medicina  general — • 


Dr.  Angel  M.  Matos 
Hospital  de  Distrito 
Arecibo,  P.  R. 

— Interno — 

Dr.  Frank  Poweymirou 
Hospital  Municipal 
Arecibo,  P.  R. 

— Medicina  general — 

DR.  RAFAEL  RIVERA  AULET 
Altos  Farmacia  Rivera 
Arecibo,  P.  R. 

— Medicina  general — 

Dr.  Zenón  Rivera  Biascoechea 
Hospital  de  Distrito 
Arecibo,  P.  R. 

— Residente — 

Dr.  Hilton  Rodríguez 
Hospital  de  Distrito 
Arecibo,  P.  R. 

— Interno — 

Dr.  Andrés  Rodríguez  García 
Hospital  de  Distrito 
Arecibo,  P.  R. 

— Residente — 

DR.  JULIO  RODRIGUEZ  OLMO 
Box  698  - Hospital  Municipal 
Arecibo,  P.  R. 

— Medicina  general — 

DR.  J.  M.  RODRIGUEZ  QUIÑONES 
Clínica  El  Buen  Pastor 
Arecibo,  P.  R. 

— Cirugía  general — 

DR.  JULIO  A.  SANTOS 
Box  35  - Ave.  Hatillo  esq.  Toledo 
Arecibo,  P.  R. 

— Medicina  interna — 

DR.  ROBERTO  SERRA 
Calle  F.  Degeta.u  203 
Arecibo,  P.  R. 

— Obstetricia  y Ginecología — 

Dr.  Armando  Silva  Beauchamp 
Hospital  de  Distrito 
Arecibo,  P.  R. 

—Médico  residente — 

DR.  ANTONIO  H.  SUSONI 
Box  698  — Clínica  Dr.  Susoni 
Arecibo,  P.  R. 

— Cirugía  general  - Cirugía  plástica- 
DR.  H.  P.  THOMAS 
Betances  154 
Arecibo,  P.  R. 

— Tisiología — 
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DR.  PEDRO  VARGAS  ROSADO 
Altos  Farmacia  Popular  - Box  392 
Arecibo,  P.  R. 

— Oftalmología — 

Dr.  Ramón  Vergne  Castelo 
Calle  San  Rafael 
Arecibo,  P.  R. 

— Medicina  general — 

Dr.  R.  A.  Vergne  Texidor 
Hospital  Municipal 
Arecibo,  P.  R. 

— Medicina  general — 

DR.  MIGUEL  ZAPATA 
Ave.  Hatillo  esq.  Toledo  - Box  776 
Arecibo,  P.  R. 

— Oftalmología  y Otolaringología — 
Dr.  Miguel  A.  Zavaleta 
Calle  Dr.  Betances 
Arecibo,  P.  R. 

— Medicina  general — 

Dr.  Jorge  Valdivieso 
Clínica  Susoni  - Arecibo,  P.  R. 

ARROYO 

Dr.  A.  Fernández  Duran 
Hospital  Lafayette 
Arroyo,  P.  R. 

— Medicina  General — 

DR.  JULIO  PALMIERI 
Box  85 
Arroyo,  P.  R. 

— Cirugía  general — 

Dr.  Luis  E.  Ramos  Yordán 
Calle  Morse 
Arroyo,  P.  R. 

— Medicina  general — 

BARCELONETA 

Dr.  Miguel  A.  Castillo  López 
Hospital  Municipal 
Barceloneta,  P.  R. 

— Medicina,  general — 

DR.  LUIS  M.  GRAULAU 
Unidad  de  Salud  Pública 
Barceloneta,  P.  R. 

— Medicina  general — 

BARRANQUITAS 

Dr.  J.  I.  Jiménez  Grullón 
Hospital  Municipal 
Barranquitas,  P.  R. 

— Medicina  general — 


Dr.  José  M.  Silva 
Unidad  de  Salud  Pública 
Barranquitas,  P.  R. 

— Medicina  general — 

DR.  PATRICK  J.  iSULLIVAN 
Barranquitas,  P.  R. 

— Medicina  general  - Tisiología- 
DR.  RAMON  C.  UMPIERRE 
Barranquitas,  P.  R. 

— Medicina  general — 

BAYAMON 

DR.  JOSE  AÑESES  ARRACHE 
Calle  Martí  - Box  158 
Bayamón,  P.  R. 

— Medicina  general — 

DR.  FERNANDO  ASENCIO 
Hospital  de  Distrito 
Bayamón,  P.  R. 

— Cirugía  General — 

Dr.  Thomas  A.  Cook 
Hospital  de  Distrito 
Bayamón,  P.  R. 

— Interno — 

DR.  A.  GARCIA  UBARRI 
Unidad  de  Salud  Pública 
Bayamón,  P.  R. 

— Medicina  general — 

DR.  RAFAEL  HERNANDEZ 
Box  411 
Bayamón,  P.  R. 

— Psiquiatría  y Neurología — 
Dr.  Ramón  López  García 
Hospital  de  Distrito 
Bayamón,  P.  R. 

— Interno— 

Dr.  Víctor  A.  Marcial 
Hospital  de  Distrito 
Bayamón,  P.  R. 

— Interno — 

DR.  ERNESTO  C.  MARTINEZ 
Hospital  de  Distrito 
Bayamón,  P.  R. 

— Medicina  interna — 

DR.  ANDRES  S.  MELENDEZ 
Clínica  Hnos.  Meléndez 
Bayamón,  P.  R. 

— Medicina  interna — 

DR.  MANUEL  MELENDEZ 
Clínica  Hnos.  Meléndez 
Bayamón,  P.  R. 

— Medicina  general — 
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DR.  PEDRO  C.  MELENDEZ 
Clínica  Hnos.  Meléndez 
Bayamón,  P.  R. 

— Medicina  general — 

DR.  JUAN  S.  MORALES  RUIZ 
Calle  Dr.  Veve  57 
Bayamón,  P.  R. 

— Medicina  general — 

Dr.  Edgardo  Ortiz  Gordils 
Hospital  de  Distrito 
Bayamón,  P.  R. 

— Interno— 

Dr.  Luis  A.  Pacheco 
Box  61 

Bayamón,  P.  R. 

— Medicina'  general — 

Dr.  Amado  César  Pastor 
Hospital  Municipal 
Bayamón,  P.  R. 

— Medicina  general — 

DR.  RAMON  PIÑERO  FERNANDEZ 
Hospital  de  Distrito 
Bayamón,  P.  R. 

— Director  Hospital  - Medicina  general— 
DR.  JOSE  R.  MIMOSO 
Box  547 

Bayamón,  P.  R. 

— Medicina  internar— 

DR.  RENE  RIGAL  RIERA 
Hospital  San  Alberto 
Bayamón,  P.  R. 

— Medicina  general — 

Dr.  Héctor  H.  Rodríguez 
Hospital  de  Distrito 
Bayamón,  P.  R. 

— Interno — 

DR.  JUAN  C.  RODRIGUEZ 
Calle  Martí  No.  8 - Box  283 
Bayamón,  P.  R. 

— Cirugía  general — 

Dra.  Alicia  A.  Rovira 
Box  153 

Bayamón,  P.  R. 

— Medicina  general — 

DR.  CARLOS  ROVIRA  PALES. 

Box  153 

Bayamón,  P.  R. 

— Pediatría — 

Dr.  Héctor  M.  Sampaya 
Hospital  de  Distrito 
Bayamón,  P.  R, 

— Residente — ■ 


Dr.  Luis  Sánchez  Mena 
Hospital  de  Distrito 
Bayamón,  P.  R. 

— Residente— 

DR.  JOSE  SIFONTE 
Hospital  de  Distrito 
Bayamón,  P.  R. 

— Residente — 

DR.  RAFAEL  VELAZQUEZ 

Calle  Maceo  Núm.  27  - Box  1766 
Bayamón,  P.  R. 

— Tisiología — 

Dr.  Ray  W.  Vera 
Hospital  de  Distrito 
Bayamón,  P.  R. 

— Residente — 

CABO  ROJO 

DR.  CARLOS  ENCARNACION 
Box  164 

Cabo  Rojo,  P.  R. 

— Medicina  general — 

DR.  NAYIP  FAS 
Cabo  Rojo,  P.  il. 

— Medicina  ge..;  ral — 

Dr.  Pablo  R.  Guardiola 
Hospital  Municipal 
Cabo  Rojo,  P.  R. 

— Medicina  general — 

Dr.  Armando  Gutiérrez 
Unidad  de  Salud  Pública 
Cabo  Rojo,  P.  R. 

— Medicina  General — 

Dr.  Angel  F.  Padilla 
Box  176 

Cabo  Rojo,  P.  R. 

— Medicina  general — 

CAGUAS 

Dr.  José  Vicente  Arenas 
Caguas,  P.  R. 

— Medicina  general — 

Dr.  Juan  G.  Bajandas 

Unidad  de  Salud  Pública 
Caguas,  P.  R. 

— Medicina  general — 

DR.  JENARO  BARRERAS 
Clínica  San  Rafael 
Caguas,  P.  R. 

— Cirugía  general — 

DR.  MANUEL  R BERRIOS 
Unidad  de  Salud  Pública 
Caguas,  P.  R. 

— Medicina  general- — 
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DR.  REX  BUNKER 
Box  604 
Caguas,  P.  R. 

— Medicina'  general — 

DR.  FEDERICO  ELLIS  CAMBIASO 
Box  47  - Caguas,  P.  R. 

— Obstetricia  y Ginecología — 

DR.  JOSE  FORASTIERI 
Clínica  San  Rafael 
Caguas,  P.  R. 

— Cirugía  general — 

DR.  RAFAEL  ANGEL  JIMENEZ 
Clínica  San  Rafael 
Caguas,  P.  R. 

— Medicina  general — 

DR.  J.  J.  DE  LARA 
Box  433 
Caguas,  P.  R. 

— Tisiología — 

Dr.  Luis  G.  Maduro 
Caguas,  P.  R. 

— Medicina  general — 

DR.  HECTOR  A.  MARRERO 
Calle  Ruiz  Belvis  42 
Caguas,  P.  R. 

— Tisiología — 

DR.  MIGUEL  NOVOA  CABALLERO 
Box  486 
Caguas,  P.  R. 

— Medicina  general — 

DR.  EZEQUIEL  PRIETO 
Calle  Betances  49  - Box  653 
Caguas,  P.  R. 

— Medicina  interna  - Cardiología — 
DR.  RAFAEL  RIVERA 
Box  46 

Caguas,  P.  R. 

— Medicina  general  - Pediatría — 
DR.  MANUEL  SANTIAGO  SANTOS 
Calle  Ruiz  Belvis  46  - Box  518 
Caguas,  P.  R. 

— Tisiología — 

DR.  SEVERO  TORRUELLAS 
Box  381 
Caguas,  P.  R. 

— Medicina  interna — 

DR.  JOSE  H.  VAZQUEZ 
Calle  A - Urb.  Parodis 
Caguas,  P.  R. 

— Medicina  general — 

DR.  JOSE  LUIS  VILA 
Calle  Santiago  Núm.  9 
Caguas,  P.  R. 

—Obstetricia  y Ginecología — 


CAMUY 

DR.  JUAN  RAMON  MARCHAND 
Box  237  - Unidad  de  Salud  Pública 
Camuy,  P.  R. 

— Medicina  general — 

Dr.  Pablo  J.  Zamora 
Director  de  Beneficencia 
Camuy,  P.  R. 

— Medicina  general — 

CAROLINA 

DR.  AUREO  CALDERON 
Box  76  ' 

Carolina,  P.  R. 

— Meüicina  general — 

DR.  FEDERICO  TRILLA 
Unidad  de  Salud  Pública 
Carolina,  P.  R. 

— Medicina  general — 

CATAÑO 

Dr.  Fernando  Boneta 
Unidad  de  Salud  Pública 
Cataño,  P.  R. 

— Medicina  general — 

DR.  RAFAEL  E.  FERRER  SANTANA 
Calle  Sánchez  López  34  . Box  215 
Cataño,  P.  R. 

— Medicina  general  - Pediatría — 

DR.  JOSE  G.  MOLINARI 
Ave.  Nereidas  106 
Cataño,  P.  R. 

— Medicina  general — 

CAYEY 

Dr.  R.  H.  García  Camilo 
Hospital  Municipal 
Cayey,  P.  R. 

— Medicina  general — 

Dr.  Teodoro  Zavaleta  Q. 

Cayey  TB  Hospital 
Cayey,  P.  R. 

— Residente — 

Dr.  Alfredo  H.  Lockhart 
Unidad  de  Salud  Pública 
Cayey,  P.  R. 

— Medicina  general — 

DR.  JOSE  A.  PEÑA 
Box  565 
Cayey,  P.  R. 

— Medicina  interna — 
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DR.  JUAN  J.  SANTOS 
Clínica  Dr.  Font 
Cayey,  P.  R. 

— Medicina  general — 

DR.  MANUEL  L.  VALDES 
Cayey,  P.  R. 

— Medicina  general — 

CEIBA 

DR.  M.  ROMAN  BENITEZ 
Unidad  de  Salud  Pública 
Ceiba,  P.  R.  (Reside  en  Luquillo,  P.  R.) 
— Salud  Pública — 

CIALES 

Dr.  A.  Fernández  Valdés 
Director  de  Beneficencia 
Ciales,  P.  R. 

— Medicina  general — 

DR.  SABAS  HONORÉ 
Unidad  de  Salud  Pública 
Ciales,  P.  R. 

— ^Medicina  general — 

CIDRA 

Dr.  Manuel  Otero  Roqué 
Hospital  Municipal 
Cidra,  P.  R. 

— Medicina  general — 

COAMO 

Dr.  Francisco  A.  Ortega 
Hospital  Municipal 
Coamo,  P.  R. 

— Medicina  general — 

DR.  DAMASO  TALAYERA 
Clínica  Talayera  - Coamo,  P.  R. 

— Cirugía  general — 

COMERIO 

DR.  FRANCISCO  BERIO  SUAREZ 
Unidad  de  Salud  Pública  - Comerlo 
— Medicina  general — 

DR.  HILARIO  CASO 
Comerío,  P.  R. 

— Medicina  general — 

DR.  HIRAM  LOPEZ  MORALES 

Hospital  Municipal  - Comerío,  P.  R. 

— Cirugía  general — 


COROZAL 

DR.  JOSE  BOU  LOPEZ 
Box  289  - Corozal,  P.  R. 

Unidad  de  Salud  Pública 
— Medicina  general — 

Dr.  Diogenes  Martinez 

Box  23  - Hospital  Municipal 
Corozal,  P.  R. 

— Medicina  general — 

DR.  URBANO  RAMIREZ 
Corozal,  P.  R.  (Reside  en  Santurce) 
— Medicina  general — 

DORADO 

Dr.  Miguel  A.  Palacios 
Director  de  Beneficencia 
Dorado,  P.  R. 

— Medicina  general — 

Dr.  Nelson  Lugo  Rigau 
Unidad  de  Salud  Pública 
Dorado,  P.  R. 

— Medicina  general — 

CULEBRA 

(No  tiene  médico  residente) 

FAJARDO 

Dr.  Félix  Aranguren 
Hospital  de  Distrito 
Fajardo,  P.  R. 

— Medicina  general — 

Dr.  Manuel  E.  Carrera 
Fajardo,  P.  R. 

— Medicina  general — 

DR.  MANUEL  G.  CARRERA 

Coombs  Hospital  - Fajardo,  P.  R. 

— Cirugía  general — 

Dr.  Víctor  Cuquerella 
Hospital  de  Distrito  - Fajardo,  P.  R. 
— Dermatología  - Director  Hospital — 
Dra.  Priscilla  Díaz  Alfaro 
Hospital  de  Distrito  - Fajardo,  P.  R. 
— Interno — 

Dra.  Adelaida  Elias  Latorre 
Hospital  de  Distrito  - Fajardo,  P.  R. 
— Interno — 

Dr.  Manuel  Fernández  Durán 

Hospital  de  Distrito  - Fajardo,  P.  R. 
— Interno — 

DR.  SAMUEL  GARAU 

Hospital  de  Distrito  - Fajardo,  P.  R. 
— Medicina  general — 
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Dr.  Edward  Jiménez  Pabón 
Hospital  de  Distrito  - Fajardo,  P.  R. 
— Interno — 

DR.  ANTERO  LACOT  SALGADO 
Clínica  Fajardo  - Fajardo,  P.  R. 

— Obstetricia  y Ginecología — 

Dr.  J.  A.  López  Juves 
Fajardo,  P.  R. 

— Medicina  general — 

Dr.  Carlos  Gubern 
Hospital  de  Distrito  - Fajardo,  P.  R. 
— Medicina  general — 

Dr.  Enrique  Matta 
Fajardo,  P.  R. 

—Medicina  general — 

Dr.  Enrique  Matta,  Jr. 

Fajardo,  P.  R. 

— Medicina  general — 

Dr.  Pedro  A.  Molano 
Hospital  de  Distrito  - Fajardo,  P.  R. 
— Residente — 

DR.  JOSE  RAMOS  LEBRON 
Unidad  Salud  Pública  - Fajardo,  P.  R. 
— Medicina  general — 

Dra.  Teresa  Sánchez  Ortiz 

Hospital  Municipal  - Fajardo,  P.  R. 
— Medicina  general — 

Dra.  Patria  E.  Serrano 
Hospital  de  Distrito  - Fajardo,  P.  R. 
— Residente — 

Dra.  Rosa  A.  Serrano 
Hospital  de  Distrito  - Fajardo,  P.  R. 
— Interno — 

DR.  FRANK  J.  VEVE 
Box  62  - Fajardo,  P.  R. 

Medicina  general — 

DR.  JUAN  VEVE 
Box  62  - Fajardo,  P.  R. 

— Medicina  general — 

GUANICA 

Dr.  Gabriel  Oliver  Pino 
Hospital  Municipal  - Guánica,  P.  R. 
— Medicina  general — 

GUAYAMA 

DR.  MODESTO  CARRASQUILLO 
Box  172  - Guayama,  P.  R. 

(Trabaja  en  Aguirre) 

— Medicina  general — 

DR.  TOMAS  DOMINGUEZ 
Box  351  - Guayama,  P.  R. 

— Medicina  general — 


Dr.  JAIME  L.  FUSTER 
Calle  Hostos  Núm.  22  - Guayama.,  P.  R. 

— Medicina  general  - Tisiología — 

DR.  A.  GARCIA  SOLTERO 
Box  147  - Guayama,  P.  R. 

— Obstetricia  y Ginecología — 

DR.  EDUARDO  R.  PEREZ 
Guayama,  P.  R. 

(Trabaja  en  Hospital  Lafayette,  Arroyo, 
P.  R.) 

— Otorrinolaringología — 

Dr.  Leandro  Pérez  Urria 
Unidad  Salud  Pública  - Guayama,  P.  R. 

— Medicina  general — 

Dr.  Héctor  J.  Rivera  Bruno 
Box  344  - Guayama,  P.  R. 

— Medicina  general — 

Dr.  Gregorio  Sica.rd 
Hospital  Municipal  - Guayama,  P.  R. 

GUAYANILLA 

DR.  RENE  ANTONMATTEI 
Guayanilla,  P.  R. 

— Medicina  general — 

DR.  LUIS  R.  DELIZ 
Apartado  407  - Guayanilla,  P.  R. 

— Medicina  general — 

GUAYNABO 

Dr.  Samuel  Mendoza 
Hospital  Municipal  - Guaynabo,  P.  R. 

— Medicina  general — 

DR.  JUAN  DEL  RIO 

Unidad  de  Salud  Pública  - Guaynabo,  P.  R. 
— Medicina  general — 

GURABO 

Dr.  Ismael  Vilar  Porrata 
Hospital  Municipal  - Gurabo,  P.  R. 

— Medicina  general — 

Dr.  José  de  Zengotita 
Unidad  de  Salud  Pública  - Gurabo,  P.  R. 

— Medicina  general — 

HATILLO 

Dr.  Herminio  D.  García 
Box  92  - Hatillo,  P.  R. 

(Trabaja  en  Unidad  Salud  Pública,  Arecibo) 
— Medicina  general — 

HORMIGUEROS 

(No  tiene  médico  residente) 
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HUMACAO 

DR.  CESAR  DOMINGUEZ 

Clínica  Oriente  - Humacao,  P.  R. 

— Medicina,  general  - Pediatría — 

Dr.  Winslow  G.  Fox 

Ryder  Memorial  Hospital  - Humacao,  P.  R. 
— Medicina  general  - Residente — 

DR.  J.  A.  FRANCESCHI  JULIA 
Ave.  Ferrocarril  - Humacao,  P.  R. 

— Tisiología — 

DR.  HECTOR  M.  GONZALEZ 
Box  176  - Humacao,  P.  R. 

— Medicina  general — 

DR.  R.  MEJIA  RUIZ 

Clínica  Font  Martelo  - Box  336 
Humacao,  P.  R. 

— Cirugía  general — 

DR.  PEDRO  J.  PALOU 
Humacao,  P.  R. 

— No  está  en  ejercicio  activo — 

Dr.  J.  M.  S.  Pressly 
Clínica  Oriente  - Humacao,  P.  R. 

— Medicina  general — 

DR.  VICTOR  RINCON 
Avenida  Ferrocarril  - Humacao,  P.  R. 

— Cirugía  general — 

Dr.  John  Smith 

Ryder  Memorial  Hospital  - Humacao,  P.  R. 
— Medicina,  general — 

Dra.  Jane  Spragg 

Ryder  Memorial  Hospital  - Humacao,  P.  R. 
— Médico  residente — 

DRA.  CARMEN  TROCHE  DE  MEJIA 
Clínica  Font  Martelo  - Box  336 
Humacao,  P.  R. 

— Obstetricia  y Ginecología — 

DR.  FRANCISCO  M.  VELEZ 
Clínica  Font  Martelo  - Box  336 
Humacao,  P.  R. 

— Medicina  general — 

DR.  RAUL  YUMET 
Humacao,  P.  R. 

— Medicina,  general — 

ISABELA 

DR.  JOSE  NESTOR  CARDONA 
Box  521  - Isabela,  P.  R. 

— Medicina  general — 

DR.  PEDRO  HERNANDEZ  DEL  VALLE 
Box  121  - Unidad  de  Salud  Pública 
Isabela,  P.  R. 

— Medicina  general — 


Dr.  Elias  Najul  Bez 
Director  Beneficencia  - Isabela,  P.  R. 

— Medicina  general — 

JAYUYA 

Dr.  Manuel  V.  Coto  Nevárez 
Unidad  Salud  Pública  - Ja.yuya,  P.  R. 

— Medicina  general — 

Dr.  Lorenzo  Miranda  Rosado 
Director  de  Beneficencia  - Jayuya,  P.  R. 
— Medicina  general — 

JUANA  DIAZ 

DR.  ANTONIO  J.  CASANOVA 
Juana  Díaz,  P.  R. 

— Medicina  general— 

DR.  RAFAEL  MUÑOZ  VAZQUEZ 
Unidad  Salud  Pública  - Juana  Díaz,  P.  R. 
— Medicina  general — 

DR.  MAX  D.  SANCHEZ 

Hospital  Municipal  - Juana  Díaz,  P.  R. 
— Medicina  general— 

Dr.  Edgardo  Yordán 

Hospital  Municipal  - Juana  Díaz,  P.  R. 
— Medicina  general — 

JUNCOS 

Dr.  Luis  E.  Rarmos 

Beneficencia  Municipal  - Juncos,  P.  R. 
— Medicina  general — 

DR.  F.  RUIZ  DE  PORRAS 
Juncos,  P.  R. 

— Medicina,  general — 

Dra.  Victoria  Smith  de  Ramos 

Unidad  Salud  Pública  - Juncos,  P.  R. 

— Medicina  general — 

LAJAS 

DR.  RAFAEL  A.  BLANCO 
Lajas,  P.  R. 

— Medicina  general — 

Dr.  Orlando  García  de  Quevedo 

Unidad  de  Salud  Pública  ■ Lajas,  P.  R. 
— Medicina,  general — 

Dr.  Cornelio  Jorge  Tejada 
Director  Beneficencia  - Lajas,  P.  R. 

— Medicina  general — 

LAS  MARIAS 

(No  tiene  médico  residente) 
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LARES 

Dr.  Felipe  J.  Achecar, 

Beneficencia  Municipal  - Lares,  P.  R. 

— Medicina  general — 

Dr.  Ruperto  Varela 
Lares,  P.  R. 

— Trababa  para  el  Depto.  de  Salud  en  el  Dis- 
trito de  Mayagüez — 

— Medicina  general — ■ 

LAS  PIEDRAS 

(No  tiene  médico  residente) 

LOIZA 

Dr.  José  Aubray 
Loíza,  P.  R. 

— Medicina  general — • 

Dr.  Félix  A.  Raymond 
Loíza,  P.  R. 

— Medicina  general — 

Dr.  Antonio  Stephan  Bujater 
Beneficencia  - Loiza,  P.  R. 

— Medicina  general — 

LUQUILLO 

Dr.  José  Luis  Betances 
Luquillo,  P.  R. 

— Medicina  general — 

MANATI 

DR.  R.  ARRILLAGA  TORRENS 
Calle  Padial  - Manatí,  P.  R. 

— Medicina  interna — 

Dr.  Gabriel  S.  Bou 
Box  113  - Manatí,  P.  R. 

— Medicina  general — 

DR.  JUAN  S.  MARCHAND 
Manatí,  P.  R. 

- — Medicina  general — 

DR.  RAFAEL  MUDAFORT 

Hospital  Municipal  - Manatí,  P.  R. 

— Medicina  general — 

DR.  A.  OTERO  LOPEZ 
Box  525  - Manatí,  P.  R. 

— Medicina  interna — 

DR.  RAFAEL  RODRIGUEZ  BUXO 
McKinley  39  - Manatí,  P.  R. 

— Medicina  general — 

DR.  RAFAEL  S.  VAZQUEZ 
Unidad  de  Salud  Pública  - Box  483 
Manatí,  P.  R. 

— Medicina  general — 


MARICAO 

Dr.  José  R.  García.  García 
Unidad  de  Salud  Pública  - Maricao,  P.  R. 
— Medicina  general — 

MAUNABO 

Dr.  Arturo  Madrazo 

Unidad  de  Salud  Pública  - Maunabo,  P.  R. 
— Medicina  general — 

MAYAGÜEZ  . 

DR.  OSCAR  AGUILO 
Méndez  Vigo  17  - Box  425 
Mayagüez,  P.  R. 

— Medicina  general — 

DR.  CARLOS  E.  ALEMAÑY 
Box  396  - Mayagüez,  P.  R. 

— Medicina  general — 

DR.  RAMON  I.  ALMODOVAR 
Clínica  Betances  - Box  471  - Mayagüez,  P.  R, 
— Cirugía  general — 

Dr.  Maximiliano  Almonte 
Hospital  Municipal  - Mayagüez,  P.  R. 

— Medicina  general — 

Dr.  José  E.  Arrarás 
Hospital  Municipal  - Mayagüez,  P.  R. 
Director  de  Beneficencia 
— Medicina  general — 

DR.  EDELMIRO  J.  CABAN 
Box  404  . Calle  Méndez  Vigo 
Mayagüez,  P.  R. 

— Medicina  general — 

DR.  FRANCISCO  J.  CASALDUC 
Box  938  — Calle  Méndez  Vigo 
Mayagüez,  P.  R. 

— Medicina  interna — 

Dr.  José  Colón  Román 
Unidad  de  Salud  Pública  - Mayagüez,  P.  R. 
— Medicina  general — 

DR.  COLBY  W.  DUNSCOMBE 
Box  838  - Clínica  Dunscombe 
Mayagüez,  P.  R. 

— Oftalmología  y Otorrinolaringología — 
DR.  WILLIAM  C.  DUNSCOMBE 
Box  838  - Clínica  Dunscombe 
Mayagüez,  P.  R. 

— Cirugía  general — 

DR.  TOMAS  FERRER  DELGADO 
Clínica  Española  - Mayagüez,  P.  R. 

— Medicina  general — 

DR.  JOSE  F.  GONZALEZ 

Box  509  . Clínica  Betances  ■ Mayagüez,  P.  R. 
— Cirugía  general — 
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DR.  OSVALDO  GONZALEZ 
Box  471  - Mayagüez,  P.  R. 

— Medicina  interna — 

DR.  JULIO  E.  LERGIER 
Calle  11  de  Agosto  Núm.  108 
Mayagüez,  P.  R. 

— Medicina  interna — 

DRA.  MARIA  T.  MORA  DE  NOCHERA 
Box  1256  - Mayagüez,  P.  R. 

— Medicina  general — 

DR.  GEORGE  E.  MURRAY 

Hospital  Ramírez  - Méndez  Vigo  104 
Mayagüez,  P.  R. 

— Urología — 

DR.  J.  NADAL  GRAU 
Unidad  de  Salud  Pública  - Mayagüez,  P.  R. 
— Medicina  general — 

DR.  DOMINGO  NOCHERA 
Box  1256  - Mayagüez,  P.  R. 

— Medicina  general — 

DR.  AUGUSTO  PEREA 

Box  157  - Clínica  Pereira  Leal 
Mayagüez,  P.  R. 

— Medicina  general — 

DR.  LUIS  R.  PEREA 

Box  157  - Clínica  Pereira  Leal 
Mayagüez,  P.  R. 

— Medicina  general  - Radiología — 

DR.  NELSON  PEREA 

Box  157  - Clínica  Pereira  Leal 
Mayagüez,  P.  R. 

— Cirugía  general — 

Dr.  Rafael  Pérez  Lara 

Hospital  San  Antonio  - Mayagüez,  P.  R. 
— Medicina  general — 

DR.  ADALBERTO  PEREZ  TOLEDO 
Box  1345  - Calle  Méndez  Vigo 
Mayagüez,  P.  R. 

— Cirugía  - Otorrinolaringología — 

DR.  RAMON  E.  RAMIREZ 

Box  848  - Ave.  El  Bosque  Núm.  10 
Mayagüez,  P.  R. 

— Medicina  general — 

Dr.  M.  B.  Rudyfaile 
Mayagüez,  P.  R. 

— Medicina  general — 

Dr.  Donald  J.  Seargent 

Clínica  Dunscombe  - Mayagüez,  P.  R. 

— Medicina  general — 

Dr.  John  W.  Taylor 

Hospital  San  Antonio  - Mayagüez,  P.  R. 
— Medicina  general — 


MOCA 

Dr.  Isidoro  Pintado 

Unidad  de  Salud  Pública  - Moca,  P.  R. 
— Medicina  general — 

MOROVIS 

Dr.  Luis  Mainardie 

Beneficencia  - Morovis,  P.  R. 

— Medicina  general— 

NAGUABO 

DR.  HERNAN  G.  CHICO 
Naguabo,  P.  R. 

— Medicina  general  - cirugía — 

Dr.  Luis  E.  Peralta 

Beneficencia  - Naguabo,  P.  R. 

— Medicina  general — 

NARANJITO 

Dr.  Francisco  Colchero  Arrubarrena 
Beneficencia  - Naranjito,  P.  R. 

— Medicina  general — 

DR.  ANGEL  BENICIO  COLON 

Unidad  Salud  Pública  - Naranjito,  P.  R. 

OROCOVIS 

DR.  EMILIO  DIEZ  GUTIERREZ 
Orocovis,  P.  R. 

— Medicina  general — 

PATILLAS 

Dr.  Plácido  Acevedo  Alfau 
Beneficencia  - Patillas,  P.  R- 
— Medicina  general — 

PEÑUELAS 

(No  tiene  médico  residente) 

PONCE 

DR.  FIDEL  ALONSO  CAIÑAS 
Hospital  Tricoche  - Ponce,  P.  R. 

— Medicina  general — 

Dr.  Manuel  F.  Alsina  Capó 

Calle  Luna  No.  41  - Ponce,  P.  R- 
— Urología — 
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DR.  LORENZO  A.  BALASQUIDE 
Box  1844  - Ponce,  P.  R. 

— Pediatría — 

DR.  LUIS  BARTOLOMEI 
Calle  Victoria  esq.  Molina 
Ponce,  P.  R. 

— Medicina  general — 

DR.  ANTONIO  R.  BUSQUETS 
Calle  Vives  Núm.  81  - Ponce,  P.  R. 

— Medicina  general — • 

DR.  PEDRO  A.  CASTAING 
Box  1843  - Unión  esq.  Victoria 
Ponce,  P.  R. 

— Medicina  general — 

DR.  JUAN  E.  CLAVELE 

Clínica  Dr.  Pila  - Box  1910  - Ponce,  P.  R. 
— Medicina  general — 

DR.  LUIS  C.  CLAVELE 

Central  Mercedita  - Ponce,  P.  R. 

— Otolaringología  - Med.  general — 

DR.  ERNESTO  COLON  YORDAN 
Méndez  Vigo  51  - Ponce,  P.  R. 

— Medicina  general — 

DR.  OSCAR  COSTA-MANDRY 
Clínica  Dr.  Pila  - Ponce,  P.  R. 

— Patología  - Bacteriología — 

DR.  JAIME  COSTAS  DIAZ 

Hospital  San  Lucas  - Ponce,  P.  R. 

— Medicina  general— 

DR.  J.  L.  COSTAS-DURIEUX 

Box  2004  - Hospital  San  Lucas  - Ponce,  P.  R 
— Cirugía  general — 

Dra.  Felipa  Díaz  Santini 

Clínica  Dr.  Pila  - Ponce,  P.  R. 

— Interno — • 

DR.  CARLOS  M.  FINCH 

Calle  Clausells  IVz  Núm.  17  - Ponce,  P.  R. 
— Medicina  general — 

DR.  JOSE  FIOL  BIGAS 
Box  424  - Ponce,  P.  R. 

— Medicina  general — 

Dr.  José  A.  Gelabert 
Clínica  Dr.  Pila  - Ponce,  P.  R. 

— Urología — 

DR.  WILLIAM  R.  GELPI 

Box  1083  - Calle  Luna  43  - Ponce,  P.  R. 

— Cirugía  general — 

DR.  MIGUEL  F.  GODREAU 

Salud  esq.  Isabel  - Ponce,  P.  R. 

— Medicina  interna — 

DR.  J.  R.  GONZALEZ  FLORES 
Calle  Salud  87-A-Ponce,  P.  R. 

— Cirugía  general — 


DR.  PHILIP  S.  GORLIN 

Clínica  Dr.  Pila  - Ponce,  P.  R. 

— Medicina  general — 

DR.  DONALD  F.  GOWE 
Hospital  San  Lucas  - Ponce,  P.  R. 

— Medicina  interna  - Alergia — 

DR.  OSVALDO  GOYCO 
Hospital  Distrito,  Ponce,  P.  R. 

— Medicina,  general — 

DR.  HECTOR  HOYOS  NAPOLEONI 
Estrella  41  - Ponce,  P.  R. 

— Medicina  general — 

DR.  FRANCISCO  R.  DE  JESUS 
Calle  Sol  No.  18  - Ponce,  P.  R. 

— Cirugía  general — 

Dr.  Fidelio  Jiménez 
Hospital  Tricoche 
Ponce,  P.  R. 

— Residente — 

DR.  J.  A.  LANAUZE  ROLON 
Vives  esq.  Unión  - Ponce,  P.  R. 

■ — Medicina  general — 

DR.  IVAN  M.  MARQUEZ 
Clínica  Dr.  Pila  - Ponce,  P.  R. 

— Interno— 

DR.  ANTONIO  E.  MOLINA 
Luna  43  - Box  1083  - Ponce,  P.  R. 

— Medicina  general — 

DR.  LUIS  A.  MORALES 
Concordia  40  — Ponce,  P.  R. 

— Oftalmología — 

Dr.  Juan  Morata  Cantón 

Unidad  Salud  Pública  - Ponce,  P.  R. 

— Medicina  general — 

DRA.  DOLORES  PEREZ  MARCHAND 
Unidad  de  Salud  Pública  - Ponce,  P.  R. 
— Medicina  general  - Obstetricia — 

DR.  RAMBERTO  A.  PEREZ  RIBIE 

Box  1385  - Concordia  59  - Ponce,  P.  R. 
— Urología — 

DR.  AGUSTIN  PIETRI 

Box  1942  - Calle  Vila  12  - Ponce,  P.  R. 

— Cirugía  general — 

DR.  MANUEL  DE  LA  PILA 

Box  1910  . Clínica  Dr.  Pila  - Ponce,  P.  R. 
— Medicina  Interna  - Cardiología — 

DR.  FRANCISCO  C.  PORRATA 

Box  22  - Virtud  34  - Hosp.  San  Lucas 
Ponce,  P.  R. 

— Medicina  general — 

Dr.  José  del  Prado 
Hospital  Tricoche  - Ponce,  P.  R. 

— Medicina  general — 
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DR.  CARLOS  A.  QUILICHINI 

Box  1167  - Reina  esq.  Méndez  Vigo 
Ponce,  P.  R. 

— Cirugía  general — 

Dr.  Andrew  J.  Richard 

Box  1910  - Clínica  Dr.  Pila  - Ponce,  P.  R. 

— Radiología — 

Dr.  Edwin  Rivera 

Clínica  Dr.  Pila  - Ponce,  P.  R. 

— Interno — 

Dr.  Virgilio  Rivera  Aromí 

Atocha  esq.  Guadalupe  - Ponce,  P.  R. 

— Medicina  general — 

DR.  CALIXTO  RODRIGUEZ 
Box  44  - Reina  1 - Ponce,  P.  R. 

— Medicina  general — 

DRA.  ELVIRA  RODRIGUEZ 

Box  202  - Hospital  Santo  Asilo  de  Damas 
Ponce,  P.  R. 

— Medicina,  general — 

Dr.  Renato  M.  Royo 

Box  2005  - Ponce,  P.  R. 

— Medicina,  general — 

DR.  GUILLERMO  SALAZAR 

Box  1271  - Isabel  esq.  Mayor  - Ponce,  P.  R. 
— Tisiología — 

DR.  JOSE  A.  SALAZAR  RODRIGUEZ 
Victoria  203  - Ponce,  P.  R. 

— Medicina  general  — 

Dr.  Alvaro  Santaella 
Box  1910  - Sol  Núm.  85 
Ponce,  P.  R. 

— Cirugía  general — 

DR.  LEANDRO  SANTOS 

Hospital  de  Tuberculosis  - Ponce,  P.  R. 

— Tisiología — 

DRA.  CATALINA  SCARANO 

Luna  47  y Concordia  - Ponce,  P.  R. 

— Pediatría — 

DR.  AMERICO  SERRA  COLON 
,Sol  Núm.  6 - Ponce,  P.  R. 

— Cirugía  general — 

DR.  ROY  J.  STOKES 

Hospital  San  Lucas  - Ponce,  P.  R. 

— Cirugía  general — 

Dr.  Asdrubal  del  Toro 

Clínica.  Dr.  Pila  - Ponce,  P.  R. 

— Interno — 

DR.  JOSE  A.  VAZQUEZ  VELEZ 
Vives  102  - Ponce,  P.  R. 

— Medicina  general  - Trabaja  en  Pei'iuelas — 
Dr.  Cary  C.  Wombole 

Hospital  San  Lucas  - Ponce,  P.  R. 

— Medicina  general — 


DR.  LUIS  A.  YORDAN 
Box  1063  - Calle  Sol  - Ponce,  P.  R. 

— Radiología — 

QUEBRADILLAS 

Dr.  Víctor  Manuel  Malagón 
Beneficencia  - Quebradillas,  P.  R. 

— Medicina  general — 

DR.  A.  SILVA  NAVARRO 
Unidad  de  Salud  Pública 
-Quebradiilas,  P.  R. 

— Medicina  general — 

RINCON 

Dr.  Francisco  E.  Pezzotti 
Beneficencia  - Rincón,  P.  R. 

— Medicina  general — 

RIO  GRANDE 

DR.  NICOLAS  ARENA 

Unidad  Salud  Pública  - Río  Grande,  P.  R. 
— Medicina  general — • 

Dr.  Jacinto  González 
Beneficencia  - Río  Grande,  P.  R. 
—Medicina  general — 

Dr.  Luis  P.  González 
Río  Grande,  P.  R. 

— Medicina  general — 

RIO  PIEDRAS  (Hato  Rey) 

DR.  CARLOS  E.  ACEVEDO 
Matienzo  Cintrón  61  - Hato  Rey,  P.  R. 

— Medicina  general — 

DR.  FERNANDO  A.  BATLLE 

Calle  Padre  Berrios  461  - Floral  Park 
Hato  Rey,  P.  R. 

— Obstetricia  y Ginecología— 

DR.  JORGE  A.  COLON  DAVILA 
Betances  153  - Hato  Rey,  P.  R. 

— Obstetricia  y Ginecología — 

Oficina  - Europa  617  - Santurce,  P.  R. 

DR.  EUGENIO  FERNANDEZ  CERRA 
Box  18  - Clínica  Fernández  García 
Hato  Rey,  P.  R. 

— Tisiología — 

DR.  MARIO  C.  FERNANDEZ 

Clínica  Dr.  Juliá  - Hato  Rey,  P.  R. 

— Psiquiatría  y Neurología — 

DR.  LUIS  LACOURT 

Calle  O’Neill  No.  191  - Pda.  31) 

Hato  Rey,  P.  R. 
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DR.  NORTON  S.  FREEDMAN 

Hospital  Dr.  Maldonado  - Hato  Rey,  P.  R. 
— Cirugía  ortopédica — 

DR.  DAVID  E.  GARCIA 

Box  18  - Clínica  Fdez.  García 
Hato  Rey,  P.  R. 

— Tisiología — 

DR.  A.  GONZALEZ  MENA 
Clínica  Ntra.  Sra.  de  Guadalupe 
Pda.  32%  - Hato  Rey,  P.  R. 

— Medicina  general — 

DR.  HECTOR  O.  HIDALGO 
Rodrigo  de  Triana  112  - Hato  Rey,  P.  R. 

— Medicina  interna — 

Trabaja  en  el  Hospital  Militar  Rodríguez — 
DR.  JUAN  HOMEDES 
Box  213  - Clínica  Dr.  Juliá 
Hato  Rey,  P.  R. 

— Psiquiatría  y Neurología — 

DR.  JOSE  D.  JIMENEZ 
Box  91  - Clínica  Dr.  Juliá 
Hato  Rey,  P.  R. 

— Psiquiatría  y Neurología — 

DR.  MARIO  JULIA 
Clínica  Dr.  Juliá  - Hato  Rey,  P.  R. 

— Psiquiatría  y Neourología — 

DR.  JOSE  M.  DEL  LLANO 
Auxilio  Mutuo  - Hato  Rey,  P.  R. 

— Radiología  - Medicina  general — 

DR.  ANTHONY  L.  LOMBARDI 
Hospital  Dr.  Maldonado 
Hato  Rey,  P.  R. 

— Cirugía  general — 

DR.  RAMON  MALDONADO  QUIÑONES 
Parada.  35  - Hato  Rey,  P.  R. 

— Gastroenterología — 

DR.  EDUARDO  D.  MALDONADO-SIERRA 
Hospital  Dr.  Maldonado 
Hato  Rey,  P.  R. 

— Medicina  general — 

DR.  E.  MARTINEZ  RIVERA 
Box  128  - Hato  Rey,  P.  R. 

— Oficina:  Calle  de  Diego  108 
Río  Piedras,  P.  R. 

— Tisiología  — Med.  general — 

DR.  JUAN  J.  NOGUERAS 
Apartado  291  - Hato  Rey,  P.  R. 

Ofic:  Ruíz  Belvis  116  - Río  Piedras 
— Pediatría — 

DR.  JOSE  LUIS  PORRATA 
Box  18  - Clínica  Fdez.  García 
Hato  Rey,  P.  R. 

— Tisiología — 


DR.  JAIME  F.  POU 

Box  18  - Clínica  Fdez.  García 
Hato  Rey,  P.  R. 

— Cirugía  toráciaj — 

DR.  FELIX  RODRIGUEZ  FORTEZA 
Bolivia  56  - Pda.  29  - Hato  Rey,  P.  R. 

— Cirugía  general — 

DR.  SAMUEL  RODRIGUEZ  ROSADO 
Larrinaga  215  - Urb.  Baldrich 
Hato  Rey,  P.  R. 

— Medicina  general — 

DR.  AMALIO  ROLDAN 

Box  90  - Auxilio  Mutuo  - Hato  Rey,  P.  R. 
— Cirugía  general — 

DR.  ANTONIO  RULLAN 
Ave.  E.  Roosevelt  118  - Pda.  31 
Hato  Rey,  P.  R. 

— Cirugía  general — 

DR.  R.  H.  SEÑERIZ 

Clínica  Dr.  Juliá  - Hato  Rey,  P.  R. 

— Psiquiatría  y Neurología — 

DR.  MARIO  J.  TOMASINI 

Asoc.  de  Maestros  - Hato  Rey,  P.  R. 

— Cirugía  general — 

DR.  FERNANDO  VALLECILLO 
Hospital  Dr.  Maldonado  - Hato  Rey,  P.  R. 
— Medicina  general — 

.^10  PIEDRAS  (ciudad) 

DR.  LUIS  A.  AMOROS 

Box  394  - Ave.  González  1052 
Río  Piedras,  P.  R. 

■ — Obstetricia  y Gineocología — • 

DR.  GUSTAVO  BERGNES 
Sanatorio  - Río  Piedras,  P.  R. 

— Cirugía  Torácica — 

DR.  A.  V.  BOU 

Box  511  - Río  Piedras,  P.  R. 

— Medicina  general — 

DR.  FERNANDO  L.  BUXEDA 
Clínica  Antillas  - Box  485 
Río  Piedras,  P.  R. 

— Tisiología — 

DR.  ANGEL  R.  CESTERO 
Box  282  - Muñoz  Rivera  1914 
Río  Piedras,  P.  R. 

— Obstetricia  y Gineocología — 

DR.  CARLOS  M.  CHIQUES-BYER 
Box  221  - Río  Piedras,  P.  R. 

— Medicina  general — 

DR.  SAMUEL  CLARK 

Urb.  Valencia  - Río  Piedras,  P .R. 

— Medicina  general — 
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DR.  RAMON  T.  COLON 
Calle  de  Diego  67  - Río  Piedras,  P.  R. 

— Tisiología — 

DR.  PEDRO  CONDE 

Madrid  985  - Río  Piedras,  P.  R. 

— Medicina  general — 

DR.  DOMINGO  CRESCIONI 
Hospital  Municipal  - Río  Piedras,  P.  R. 

— Medicina  general — ■ 

DR.  JOSE  E.  DAVILA 

Box  174  - Muñoz  Rivera  60 
Río  Piedras,  P.  R. 

— Urología — 

DRA.  ANGELES  DIAZ 

Box  13  - Univ.  Station  - Río  Piedras,  P.  R. 
— Ofic:  Professional  Building  202 
Santurce,  P.  R. 

— Cirugía  plástica — 

DR.  LUIS  A.  DIAZ  BONNET 
Box  723  - Río  Piedras,  P.  R. 

— Cirugía  general — 

DR.  RAMON  FERNANDEZ  MARINA 

Hospital  de  Psiquiatría  - Río  Piedras,  P.  R. 
Ofic:  Professional  Bldg.  404 
Santurce,  P.  R. 

— Psiquiatría  y Neurología — 

DR.  OSCAR  E.  GARCIA  RAMIREZ 
Calle  Humacao  1117  - Urb.  Sta.  Rita 
Río  Piedras,  P.  R. 

— Medicina  general — 

DR.  J.  GARRIDO  COLLAZO 

Box  186  - Río  Piedras  (Ave.  de  Diego  30) 
— Pediatría  - Medicina  general — 

Dr.  José  E.  Garriga 
William  Jones  1104  - Río  Piedras,  P.  R. 

— Medicina  general — 

DR.  WILLIAM  P.  GELPI 

Vallejo  1108  - Río  Piedras,  P.  R. 

Ofic:  Professional  Bldg.  207,  Santurce,  P.  R. 
— Proctología— 

DR.  CARLOS  GONZALEZ 
Box  858  - Calle  Piñero  61 
Río  Piedras,  P.  R. 

— Medicina,  general — 

Dra.  Lydia  González  de  Montalvo 
Arsuaga  100  - Río  Piedras,  P.  R. 

— Pediatría — 

Dr.  Stephen  Hanson 

Hospital  Municipal  - Río  Piedras,  P.  R. 

— Cirugía — 

DR.  JOSE  A.  HERNANDEZ  MATOS 
Box  194  - Río  Piedras,  P.  R. 

— Medicina  general — 


DR.  MANUEL  A.  IGUINA 
Box  201  - Río  Piedras,  P.  R. 

— Cirugía — 

Dr.  Jesús  Infanzón 
Hospital  Municipal 
Río  Piedras,  P.  R. 

— Pediatría — 

DRA.  ANA  JANER  PALACIOS 
Hospital  de  Psiquiatría 
Río  Piedras,  P.  R. 

— Psiquiatría  y Neurología — 

DR.  FERNANDO  H.  JANER 
Borinquen  7 - Río  Piedras,  P.  R. 

— Medicina  general — 

Dr.  F.  López  Vargas 
Hospital  Municipal  - Río  Piedras,  P.  R. 
— Medicina  general — 

Dr.  Walter  Lurge 
Hospital  Psiquiatría 
Río  Piedras,  P.  R. 

— Psiquiatría  y Neurología — 

DR.  PEDRO  MALARET 

Box  326  . Río  Piedras,  P.  R. 

Ofic.:  Liga  Contra  el  Cáncer 
Santurce,  P.  R. 

— Medicina  general — 

DR.  CARLOS  L.  MASSANET 
Box  423  - Hospital  Psiquiatría 
Río  Piedras,  P.  R. 

— Psiquiatría  y Neurología — 

DR.  JOSE  MENENDEZ  MERCADO 
Muñoz  Rivera  83  - Río  Piedras,  P.  R. 

— Medicina  general— 

Dr.  Rafael  Molina 

Hospital  Municipal  - Río  Piedras,  P.  R. 
— Medicina  general — 

DR.  F.  M.  MONSERRATE-ANSELMI 
Depto.  Médico,  Universidad  de  P.  R. 

Río  Piedras,  P.  R. 

— Medicina  general — 

DR.  R.  RAMIREZ  SANTOS 
Calle  Prolongación  Brumbaugh 
Río  Piedras,  P.  R. 

— Pediatría — 

DR.  E.  RAMOS  ELVIRA 
Arizmendi  8 - Río  Piedras,  P.  R. 
—Medicina  general — 

DRA.  ALICE  V.  REINHARDT 
Sanatorio  - Río  Piedras,  P.  R. 

— Tisiología — 

Dr.  Gilberto  Rivera 

José  de  Diego  62  - Río  Piedras,  P.  R. 

— Medicina  general — 
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Dr.  Raúl  R.  Rivera 

José  de  Diego  62  - Río  Piedras,  P.  R. 
—Medicina  general — 

Dra.  María  E.  Rivera  de  Díaz 
Río  Piedras,  P.  R. 

— Retirada — 

DR.  M.  SOTO  RIVERA 
Saldaña  6 - Box  781 
Río  Piedras,  P.  R. 

— Cirugía-ginecología — 

DR.  ILDEFONSO  RIVERA  LUGO 
Calle  Muñoz  Rivera.  - Río  Piedras,  P.  R. 
— Patología  - Medicina  interna — 

DR.  ANGEL  R.  ROSARIO  SANTOS 
Vallejo  1073  - Río  Piedras,  P.  R. 

■ — Medicina  general — 

DR.  JOSE  A.  ROURE 

Muñoz  Rivera  1022  . Río  Piedras,  P.  R. 
— Obstetricia  y Ginecología — 

DR.  LUIS  A.  SALIVIA 

Box  98  - Calle  de  Diego  47 
Río  Piedras,  P.  R. 

— Medicina  general — 

DR.  HILARION  SANCHEZ,  JR. 

Sanatorio  - Río  Piedras,  P.  R. 

— Tisiología — 

Dr.  José  M.  T.  Sánchez 
Hospital  Municipal  - Río  Piedras,  P.  R. 
— Medicina  general — 

Dra.  Teresa  Sánchez  de  Hanson 
Hospital  Municipal  - Río  Piedras,  P.  R. 
— Medicina  general — 

DR.  EDGARDO  R.  SILVA 

Brumbaugh  1154  - Río  Piedras,  P.  R. 

— Medicina  general — 

DR.  JOSE  SOTO  RAMOiS 
Box  283  - Sanatorio,  Río  Piedras,  P.  R. 
— Tisiología — 

DR.  AUGUST  TORTORELLI 

Sanatorio  Insular  - Río  Piedras,  P.  R. 
— Tisiología — 

DRA.  DHARMA  L.  VARGAS 
Apartado  825  - Río  Piedras,  P.  R. 

• — Pediatría — 

Dr.  José  Vázquez  San  Martín 
Sanatorio  - Río  Piedras,  P.  R. 

— -Tisiología — 

DR.  NESTOR  I.  VINCENTY 
Muñoz  Rivera  10  - Río  Piedras,  P.  R. 

— Medicina  general — 

SABANA  GRANDE 

Dr.  Jaime  E.  Irizarry 
Sábana  Grande,  P.  R.  (Beneficencia) 

— Medicina  general — 


Dr.  Enrique  Lassisse 
Sábana  Grande,  P.  R. 

— Medicina  general — 

Dr.  César  A.  Negrete 

Unidad  de  Salud  Pública 
Sábana  Grande,  P.  R. 

— Medicina  general — 

SALINAS 

Dr.  Juan  P.  Cardona 
Box  434  - Salinas,  P.  R. 

— Medicina  general — 

Dr.  Félix  García  Carrasco 
Hospital  Municipal  - Salinas,  P.  R. 
— Medicina  general — 

SAN  GERMAN 

DR.  ANDRES  ACOSTA 

Box  395  - San  Germán,  P.  R. 

— Medicina,  general — 

DR.  EDGARDO  QUIÑONES 
tiox  177  - Calle  Concepción 
San  Germán,  P.  R. 

— Cirugía — 

DR.  ARQUELIO  RAMIREZ  MARINI 
Box  397  - Calle  Dr.  Veve 
San  Germán,  P.  R. 

— Cirugía — 

DR.  NICOLAS  SANABRIA 
Box  297  - Calle  Esperanza  22 
San  Germán,  P.  R. 

— Medicina  general — 

DR.  LUIS  J.  TORRES  OLIVER 
Box  325  - Hospital  La  Concepción 
San  Germán,  P.  R. 

— Medicina  general — 

SAN  LORENZO 

Dr.  José  C.  Olmedo 
Beneficencia  - San  Lorenzo,  P.  R. 
— Medicina  general — 

SAN  SEBASTIAN 

Dr.  José  L.  Arbona  Goicoechea 
Unidad  de  Salud  Pública 
San  Sebastián,  P.  R. 

— Medicina  general — 

Dr.  Juan  Avilés  Pérez 

Calle  Ruiz  Belvis  - Box  124 
San  Sebastián,  P.  R. 

— Medicina  general — 
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DR.  J.  A.  FRANCO 
San  Sebastián,  P.  R. 

— Medicina  general — 

Dr.  Francisco  López  Elias 
Box  303  - San  Sebastián,  P.  R. 

— Medicina  general — 

Dr.  Antonio  Muñiz 
San  Sebastián,  P.  R. 

— Medicina  general — 

Dr.  James  McCandles 
Box  198  - San  Sebastián,  P.  R. 

— Medicina  general— 

SANTA  ISABEL 

DR.  JUSTO  LUIS  MUÑOZ 
Santa  Isabel,  P.  R. 

— Medicina  general — 

TOA  ALTA 

DR.  EDWARD  O’NEILL 
Toa  Alta,  P.  R. 

— Medicina  general — 

TOA  BAJA 

DR.  CARLOS  ARMSTRONG 
Box  408  - Toa  Baja,  P.  R. 

— Medicina  general — 

Dr.  Fernando  Boneta 

Unidad  - Toa  Baja,  P.  R. 

— Medicina  general — 

Dr.  Miguel  A.  Palacios 
Beneficencia  - Toa  Baja,  P.  R. 

— Medicina  general — 

TRUJILLO  ALTO 

Dra.  Aurea  Muñoz 

Unidad  Saiud  Pública  - Trujillo  Alto,  P.  R. 
— Medicina  general — 

UTUADO 

Dr.  Héctor  A.  Duvergé 

Unidad  Salud  Pública  - Utuado,  P.  R. 

— Medicina  general — 

Dr.  E.  Feilchenfeld 
Utuado,  P.  R. 

— Medicina  General — 

Dr.  Emilio  León  Sentenat 

Hospital  Municipal  - Utuado,  P.  R. 

— Medicina  general — 


DR.  FEDERICO  J.  MAESTRE 
Box  224  - Utuado,  P.  R. 

— Medicina  general — 

Dr.  Manuel  N.  Miranda 
Hospital  Municipal  - Utuado,  P.  R. 

— Medicina  general — 

Dr.  Miguel  Pelegrina 
Box  102  - Utuado,  P.  R. 

— Medicina  general — 

Dr.  J.  A.  Pérez  Matos 
Box  337  - Utuado,  P.  R. 

— Medicina  general — 

VEGA  ALTA 

DR.  JAIME  ACOSTA  VELARDE 
Vega  Alta,  P.  R. 

— Medicina  interna — 

Dr.  Emilio  Cumpiano 

Box  233  - Vega  Alta,  P.  R. 

Ofic:  Morovis,  P.  R. 

— Medicina  general — 

Dr.  Félix  A.  Navarro 
Unidad  Salud  Pública  - Vega  Alta,  P.  R. 
— Medicina  general — 

Dr.  Juan  del  Rosario  Arias 

Beneficencia  - Vega  Alta,  P.  R. 

— Medicina  general — 

VEGA  BAJA 

DR.  PEDRO  J.  DURAND 
Vega  Baja,  P.  R.  - Betances  11 
— Tisiología — 

DR.  JOSE  A.  IGUINA 
Vega  Baja,  P.  R. 

— Cirugía  general — 

DR.  PASCUAL  A.  RIVERA  PORRATA 
Unidad  Salud  Pública  - Vega  Baja,  P.  R. 
— Medicina  general — 

DR.  MANUEL  RODRIGUEZ  PEREZ 
Vega  Baja,  P.  R. 

— Medicina  general — 

DR.  DULCIDIO  ROJAS  DAPORTA 
Vega  Baja,  P.  R. 

— Medicina  general — 

DR.  F.  SANCHEZ  CASTAÑO 
Policlínica  Sánchez  Castaño 
Vega  Baja,  P.  R. 

— Cirugía  general — 

VIEQUES 

Dr.  Agenor  Simeón  Carie 
Unidad  Salud  Pública  - Vieques,  P.  R. 

— Medicina  general — 
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DR.  LEONCIO  T.  DAVIS 
Vieques,  P.  R. 

— Medicina  general — 

Dr.  E.  F.  Trilla,  Jr. 

Beneficencia  - Vieques,  P.  R. 

— Medicina  general — 

VILLALBA 

Dr.  J.  R.  Villamil 

Unidad  de  Salud  Pública  - Villalba,  P.  R. 
— Medicina  general — 

YABUCOA 

Dr.  Jenaro  Haddock 

Hospital  Municipal  - Yabucoa,  P.  R. 

— Medicina  general — 

Dr.  Hirám  Luigi 

Beneficencia  - Yabucoa,  P.  R. 

— Medicina  general — 

DR.  MIGUEL  VEVE 
Yabucoa,  P.  R. 

— Medicina  general — 

YAUCO 

DR.  ARMANDO  ANTOMMATTEI 
Calle  Muñoz  Rivera  - Yauco,  P.  R. 

— Medicina  general — 

Dr.  J.  B.  Cobián  Alvarez 

Unidad  de  Salud  Pública  - Yauco,  P.  R. 
— Medicina  general — 

DR.  TITO  MATTEI  SEMIDEI 
Calle  Mattel  Lluberas  15 
Yauco,  P.  R. 

— Medicina  General — 

DR.  GABRIEL  RIGAU 
Yauco,  P.  R. 

— Medicina  general — 

DR.  JULIO  C.  ROCA 
Box  1G4  - Yauco,  P.  R. 

— Medicina  general — 

CAPARRA  HEIGHTS 

DR.  LUIS  TORRES  AGUIAR 

Calle  V Núm.  7 - Capai’ra  Heights,  P.  R. 
Dr.  Jorge  Colberg,  Jr. 

EH  Núm.  1 - Puerto  Nuevo,  P.  R. 

ENSENADA 

DR.  PHILIP  G.  CREESE 
Box  156  - Ensenada,  P.  R. 


ARMY 

DR.  R.  H.  DOMINGUEZ 
301  Station  Hospital 
APO  847  - US  Army 

SAN  JUAN 

Dr.  Alberto  Adam 

Hospital  de  la  Universidad  - Box  4509 
San  Juan,  P.  R. 

— Residente — 

Dr.  José  A.  Alvarez 
Box  1606 
San  Juan,  P.  R. 

(Temporalmente  en  Estados  Unidos) 

Dr.  Pedro  P.  Arán 
Hospital  Presbiteriano  - Box  32 
San  Juan,  P.  R. 

— Residente — 

DR.  DONALD  F.  BABB 
Box  4509  - San  Juan,  P.  R. 

— Patología — (Esc.  Med.  Tropical) 

DR.  GUILLERMO  H.  BARBOSA 

Clínica  San  Ildefonso  - Calle  San  Justo 
San  Juan,  P.  R. 

■ — Cirugía  general — 

DR.  NATALIO  BAYONET 

División  Médica  - Fondo  Seguro  Estado 
San  Juan,  P.  R. 

— Urología — 

Dra.  María  Teresa  Berio 
Hospital  Presbiteriano  - Box  32 
San  Juan,  P.  R. 

— Interno — 

DR.  ADOLFO  BERNABE 

Box  2617  - Calle  San  Francisco  260 
San  Juan  12,  P.  R. 

— Otorrinolaringología — 

DR.  RAFAEL  BERNABE 

Box  2002  - Calle  San  Francisco  260 
San  Juan  9,  P.  R. 

— Oftalmología — 

DR.  LUIS  L.  BIAMON 

Box  1646  - San  Juan  12,  P.  R. 

Oficina:  Auxilio  Mutuo  - Hato  Rey,  P.  R. 
— Medicina  interna — 

LT.  COL.  J.  R.  BIERLEY 

Box  21  - Naval  Station  - San  Juan,  P.  R. 
— Cirugía  general — 

DR.  HECTOR  A.  BLADUELL 

Box  1322  - San  Justo  251  - San  Juan,  P.  R. 
— Oftalmología — 
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Dr.  Francisco  J.  Capó 
Ave.  Ponce  de  León  - Pda.  7 
Puerta  de  Tierra,  P.  R. 

DR.  H.  F.  CARRASQUILLO 

Medical  Arts  Building  - Pta.  de  Tierra 
San  Juan,  P.  R. 

— Oftalmología — 

DR.  ALBERTO  A.  CASTAÑER 
Hospital  General  Rodríguez 
San  Juan,  P.  R. 

— Medicina  general — 

DR.  JULIO  E.  COLON 
Fortaleza  303  - Box  900  - San  Juan,  P.  R. 
— Urología — 

Dr.  Agustín  Cortés 

División  Médica  - Fondo  Seguro  Estado 
San  Juan,  P.  R. 

■ — Oftalmología — 

DR.  CARLOS  J.  DALMAU 
Hospital  General  Rodríguez 
San  Juan,  P.  R. 

Res:  Taft  7 - Santurce,  P.  R. 

— Psiquiatría  y Neurología — 

Dr.  Rafael  Díaz  Bonet 

Hospital  de  la  Universidad  - Box  4509 
San  Juan,  P.  R. 

— Residente — 

Dr.  Federico  Diez  Rivas 

Hospital  de  la  Universidad  - Box  4509 
San  Juan,  P.  R. 

— Residente — 

Dr.  Lazlo  Ehrlich 

Hospital  San  Patricio  - Admn.  Veteranos 
San  Juan,  P.  R. 

— Radiología — 

DR.  LUIS  J.  FERNANDEZ 
Box  2206  - Instituto  Oftálmico 
San  Juan,  P.  R. 

— Oftalmología — 

DR.  RICARDO  F.  FERNANDEZ 

Box  2206  - San  Juan  (Inst.  Oftálmico) 

— Oftalmología — 

DR.  FRANCISCO  A.  FERRAIUOLI 
Clínica  Industrial  - Box  574 
San  Juan  3,  P.  R. 

— Cirugía — 

DR.  JOSE  C.  FERRER 

Tetuán  200  . Box  979  - San  Juan,  P.  R. 
— Urología — 

DR.  J.  H.  FONT 

P.  O.  Box  5363  - Puerta  de  Tierra,  P.  R. 
Medical  Arts  Building 
— Otorrinolaringología — 


Dr.  José  Rafael  Fossas 
Hospital  Presbiteriano  - Box  32 
San  Juan  1,  P.  R. 

— Interno — 

DR.  ANDRES  FRANCESCHI 

Medical  Arts  Bldg.  - Puerta  de  Tierra,  P.  R. 
— Obstetricia  y Ginecología — 

Dr.  Francisco  Franceschi 
San  Francisco  405  - Sa.n  Juan,  P.  R. 

— Medicina  general — 

DR.  JULIO  E.  GAROES 
División  Médica  - Fondo  Seguro  Estado 
San  Juan,  P.  R. 

— Medicina  general — 

DR.  A.  GARCIA  CASTILLO 
Hospital  Presbiteriano  - Box  32 
San  Juan,  P.  R. 

— Obstetricia  y Ginecología — 

DR.  ISAAC  GONZALEZ  MARTINEZ 
Box  2468  - San  Juan,  P.  R. 

— Radiología  - Cancerología — 

DRA.  JOSEFINA  GUARCH  DE  FLAX 
Medical  Arts  Bldg.  - Puerta  de  Tierra 
San  Juan,  P.  R. 

— Obstetricia  y Ginecología — 

DR.  FEDERICO  HERNANDEZ-MORALES 
Esc.  Med.  Tropical  - Box  4509 
San  Juan,  P.  R. 

— Med.  Interna  - Ga«troenterología — 

Dr.  Octavio  Jordán 

Cruz  201  - San  Juan  25,  P.  R. 

— Obstetricia  y Ginecología — 

DR.  CARLOS  M.  JULIA 
Hospital  ¡San  Patricio  - Admn.  Veteranos 
Box  4424  - San  Juan,  P.  R. 

— Cirugía  general — 

DR.  ENRIQUE  KOPPISCH 
Box  4509  - Esc.  Medicina  Tropical 
San  Juan  22,  P.  R. 

Res:  Miramar  610  . Apt.  F 
— Patología — 

DR.  AGUSTIN  R.  LAUGIER 
(San  Justo  258  - Box  298  - San  Juan,  P.  R, 
— Oftalmología  y Otolaringología 
DR.  RAMON  LAVANDERO 
Esc.  Med.  Tropical  - Box  4509 
San  Juan,  P.  R. 

— Medicina  general — 

DR.  ULISES  LOPEZ  SANABRIA 

Hospital  San  Patricio  - Admn.  Veteranos 
San  Juan  - Res:  Culto  321  - Santurce,  P.  R. 
— Medicina  general — 
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DR.  J.  E.  LUIGI 

Ruta  Postal  IB  57  - San  Juan,  P.  R. 

— Medicina  general — 

(Trabaja  en  Unidad  Salud  Pública,  Loíza, 
P.  R.) 

DR.  CARLOS  MARGARIDA 
Hospital  General  Rodríguez 
San  Juan,  P.  R. 

— Medicina  general — 

Dr.  Eduardo  Mirabal-Font 
Hospital  Presbiteriano  - Box  32 
San  Juan  1,  P.  R. 

—Interno — 

Dr.  José  D.  Montenegro 
Calle  San  Justo  - San  Juan  25,  P.  R. 

— Medicina  general — 

DR.  EDUARDO  MONTILLA 
Hospital  Presbiteriano  - Box  32 
San  Juan,  P.  R. 

Res;  Krug  75  - Santurce) 

— Medicina  interna — 

DR.  LUIS  MANUEL  MORALES 

Medical  Arts  Building  - Pta.  de  Tierra 
San  Juan,  P.  R. 

— Psiquiatría  y Neurología — 

Dr.  Pablo  Luis  Morales 

Hospital  GraJ.  Rodríguez  - San  Juan,  P.  R. 
(Res:  Fdez.  Juncos  703  - Santurce) 

— Medicina  general — 

Dr.  Héctor  M.  Nadal 

Hospital  San  Patricio  - San  Juan,  P.  R. 
(Res:  Villamil  164  - Santurce) 

— Cirugía — 

Dr.  Jaime  A.  Olivella 
Administración  de  Veteranos  - 4424 
San  Juan,  P.  R. 

— Medicina  general — 

DR.  LUIS  ORTEGA 

Medical  Arts  Building  - San  Juan,  P.  R. 

— Psiquiatría  y Neurología — 

DR.  ARNALDO  PALMER  LOPEZ 
Box  1769  - San  Juan,  P.  R. 

Res:  Aptos.  Borinquen  - Terr,  del  Parque) 
— Cirugía — 

DR.  MANUEL  PANIAGUA 
Box  4509  - San  Juan,  P.  R. 

— Medicina  interna — 

DR.  ENRIQUE  PEREZ  SANTIAGO 
Hospital  de  la  Universidad  - Box  4509 
San  Juan,  P.  R. 

— Medicina  general — 


DR.  J.  SALVADOR  PLA 
Hospital  Presbiteriano  - Box  32 
San  Juan,  P.  R. 

(Ofic:  Washington  54  - Santurce) 

— Obstetricia  y Ginecología — 

DR.  MANUEL  QUEVEDO  BAEZ 
Box  3683  - San  Juan,  P.  R. 

(Res:  Fdez.  Juncos  1425) 

— Retirado — 

DR.  FRANK  QUIÑONES  JIMENEZ 
Box  1138  - San  Juan,  P.  R. 

(Ofic;  Ashford  1464  - Santurce) 

DR.  NICOLAS  QUIÑONES  JIMENEZ 
Box  1138  . San  Juan,  P.  R. 

(Ofic:  Ashford  1464  - Santurce) 

— Oftalmología  y Otorrinolaringología) 

DR.  N.  QUIÑONES  JIMENEZ,  Jr. 

Box  1138  - San  Juan,  P.  R. 

(Ofic.:  Ashford  1464  - Santurce) 

— Oftalmología — 

Dr.  Rafael  A.  Ramírez-Weiser 
Hospital  Presbiteriano  - Box  32 
San  Juan,  P.  R. 

— Interno — 

Dr.  Antonio  R.  Reyes 
Centro  Antivenéreo  - Depto.  de  Salud 
San  Juan,  P.  R. 

— Proctología — ■ 

DR.  FELIX  M.  REYES 
Hospital  San  Patricio  - Admn.  Veteranos 
San  Juan,  P.  R. 

(Res:  B 5-B  San  Patricio  Housing 
Project  - San  Patricio) 

— Patología — 

DR.  NATHAN  RIFKINSON 
Box  1494  - San  Juan,  P.  R. 

Ofic:  Professional  Building  - Santurce) 
— Neurocirugía — 

Dr.  Gerant  Rivera 
Administración  de  Veteranos 
.San  Juan,  P.  R. 

— Medicina  general — 

Dra.  Carmen  Alicia  Romero  Pérez 
Hospital  Presbiteriano  - Box  32 
San  Juan,  P.  R. 

— Residente — 

Dra.  Eleanor  Roverud  de  Izquierdo 
Escuela  Medicina  Tropical  - Box  4509 
San  Juan,  P.  R. 

— Medicina  general — 
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DR.  GUILLERMO  RUIZ  CESTERO 
Box  90  — Medical  Arts  Bldg. 

San  Juan,  P.  R. 

— Radiología — 

Dr.  Ramón  Ruiz  Nazario 

Box  4509  - San  Juan  22,  P.  R. 

(Res:  Fdez.  Juncos  808  - Santurce) 

— Laboratorio — 

Dr.  José  A.  Rullán-Ferrer 

Hospital  Presbiteriano  - Box  32 
San  Juan,  P.  R. 

— Interno — , 

DR.  ANDRES  E.  SALAZAR 
Hospital  Presbiteriano  - Box  32 
San  Juan,  P.  R. 

— Medicina  interna — 

DR.  LUIS  F.  SANTOS  TIO 
Box  3085  - San  Juan,  P.  R. 

;San  Francisco  205 
— Medicina  general — 

DR.  DWIGHT  SANTIAGO-STEVENSON 
Hospital  Presbiteriano  - Box  32 
San  Juan,  P.  R. 

— Medicina  interna.  - Cardiología — 

Dr.  Robert  Schobinger  V.  Schowinger 
Hospital  de  la  Universidad  - Box  4509 
San  Juan,  P.  R. 

— Interno — 

DR.  GUSTAVO  SCHWARZ 
Box  3083  - San  Jua-n,  P.  R. 

— Medicina  general — 

DR.  JAIME  SERRA  CHAVARRY 
Adnin.  de  Veteranos  - San  Juan,  P.  R. 
(Res:  Hernández  719  - Santurce) 

— Medicina  general — 

DR.  LEON  SHEPLAN 

Hotel  Normandie  - San  Juan,  P.  R. 

— Cirugía  Ortopédica — 

Dr.  José  Edmundo  Taveras 
Esc.  Med.  Tropical  - Box  4509 
San  Juan,  P.  R. 

— Patologíar — 

DR.  CARLOS  EUGENIO  TIMOTHEE 
Box  1203  - Luna  268  - San  Juan,  P.  R. 
— Medicina  interna  - Cardiología — 
DR.  RAFAEL  TIMOTHEE 

Box  413  - Luna  251  - San  Juan,  P.  R. 
— Medicina  general  - Salud  Pública. — 

DR.  JOSE  MANUEL  TORRES 
Box  2384  - San  Juan,  P.  R. 

Res:  Fdez.  Juncos  1103  - Santurce) 

— Medicina  general — 


SAN  JUAN 

Dra.  Zahidée  M.  Torres 
Hospital  Presbiteriano  - Box  32  - San  Juan 
— Interno — 

Dr.  R.  Troyano  de  los  Ríos 

División  Médica  - Fondo  Seguro  Estado 
San  Juan,  P.  R. 

— Psiquiatría  y Neurología — 

ARMY 

Col.  Maurice  C.  Davidson 
Rodríguez  General  Hospital 
San  Juan,  P.  R. 

Col.  John  B.  Coates,  Jr. 

Rodríguez  General  Hospital 
San  Juan,  P.  R. 

Major  Harry  A.  Hortsmann,  Jr. 

Rodríguez  General  Hospital 
Forte  Brooke,  P.  R. 

SANTURCE 

DR.  ANTONIO  ACOSTA  VELARDE 
Depto.  de  iSalud  - Santurce,  P.  R. 

(Ofic:  Ernesto  Cerra  601  - Santurce) 

— Medicina  interna  - Tisiologia — 

DR.  ROBERTO  J.  AGUAYO 

Edificio  N.  Y.  Department  Store 
Santurce,  P.  R. 

— Pediatría — 

DR.  EMILIO  ALFARO  DIAZ 

Fdez.  Juncos  1416  - Santurce,  P.  R. 

— Medicina  general — • 

Dr.  José  J.  Alonso 

Hospital  San  José  - Box  3658 
Santurce,  P.  R. 

DR.  MIGUEL  ALONSO 

Professional  Bldg.  604  - Santurce,  P.  R. 

— Otorrinolaringología — 

DR.  JOSE  ALUM  PEREZ 

Depto.  de  Salud  - Santurce,  P.  R. 

— Med.  Interna  - Salud  Pública — 

Dr.  José  L.  Aponte 

Hospital  de  la  Capital  - Santurce,  P.  R. 
—Residente — ■ 

DR.  SALVADOR  ARANA  SOTO 
Ponce  de  León  y Bourct  - Santurce,  P.  R. 
— Fisioterapia — 

Dr.  Antonio  Arbona 

Prolongación  Condado  35  - Santurce,  P.  R. 
— Medicina  general — 
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DR.  GUILLERMO  ARBONA 

Depto.  de  Salud  - Santurce,  P.  R. 

— Medicina  general — 

Dr.  Guillermo  Armaiz 

Hospital  de  la  Capital  - Santurce,  P.  R. 
— Interno — 

DR.  JUAN  ARRUZA 

Parque  132  - N.  Y.  Department  Store 
(Santurce,  P.  R. 

— Tisiologia — 

DR.  LORENZO  ARSUAGA 

Calle  Hernández  720  - Santurce,  P.  R. 
— Otolaringología — 

DR.  RAFAEL  E.  ARSUAGA 
Ponce  de  León  615  - Santurce,  P.  R. 

— Psiquiatría  y Neurología — 

DR.  MANUEL  A.  ASTOR 

Candína  8 - Condado  - Santurce,  P.  R. 
San  Juan  Diagnostic  Clinic 
— Cirugía  general — 

DR.  JOSE  A.  AYBAR 
Gertrudis  20  . Santurce,  P.  R. 

Box  5315  - Puerta  de  Tierra 
— Medicina  general — 

DR.  MANUEL  M.  BARALT 
Wilson  1476  - Santurce,  P.  R. 

— Cirugía  general — 

DRA.  MARIA  CRISTINA  BARRERAS 
Ponce  de  León  1353  - Santurce,  P.  R. 
—Ginecología — 

DR.  JUAN  BASORA-DEFILLO 
Box  7541  - Barrio  Obrero  Station 
(Otic:  Profesional  Building) 

Santurce,  P.  R. 

— Pediatría — 

DR.  JOSE  S.  BELAVAL 

Ponce  de  León  1552  . Santurce,  P.  R. 

— Obstetricia  y Ginecología — 

Dr.  Diego  Biascoechea 
Clínica  Biascoechea.  - Ponce  de  León 
Parada  26  - Santurce,  P.  R. 

— Medicina  general — 

DR.  JORGE  BIRD 

Hotel  de  Diego  - Ave.  de  Diego 
Santurce,  P.  R. 

— Medicina  general — 

Dr.  Gumersindo  Blanco 

Hospital  de  la  Capital  - Santurce,  P.  R. 
(Res;  Europa  660  - Santurce) 

— Residente — 

Dr.  Tomás  Blanco 
Depto.  de  Salud  - Santurce,  P.  R. 

— No  ejerce — 


DR.  RAFAEL  A.  BLANES 

Box  3524  - Ponce  de  León  1175 
Santurce,  P.  R. 

— Radiología— 

Dr.  Rafael  Blasini  Santiago 
Hospital  de  la  Capital  - SaJiturce,  P.  R. 
—Interno— 

DR.  ELWOOD  M.  BOND 

Ponce  de  León  803  - Santurce,  P.  R. 

— Obstetricia  y Pediatría — 

DR.  FRANCISCO  BONELLI 
c|o  Farmacia  Bonelli  - Pda.  44 
Santurce,  P.  R. 

— Medicina  genera.l — 

DR.  PABLO  M.  BONELLI 

Aptos.  Guayama  - Pda.  44  - Santurce,  P.  R. 
— Cirugía — 

DR.  BARTOLOME  BORRAS 

Ponce  de  León  1054  - Santurce,  P.  R. 

— Gastroenterología — 

DR.  ALFREDO  L.  BOU 

Ponce  de  León  1054  - Santurce,  P.  R. 

— Dermatología — 

DR.  ROBERTO  BUSO 

Hospital  Mimiya  - 3455  - Santurce,  P.  R. 

— Medicina  interna — 

DR.  SALVADOR  C.  BUSQUETS,  JR. 

Ponce  de  León  1515  - Santurce,  P.  R. 

— Cirugía  general — 

DR.  ARTURO  L.  CARRION 
Ponce  de  León  1501  . Pda.  22 
Santurce,  P.  R. 

— Dermatología — 

DR.  ANGEL  S.  CASANOVA-DIAZ 
Yardley  Place  18  - Santurce,  P.  R. 
(Trabaja  en  Hospital  Capital) 

— Residente — 

DR.  J.  R.  CASANOVA  DIAZ 
Professional  Building  - Ave.  de  Diego 
Santurce,  P.  R. 

— Cirugía  general — 

DR.  JOSE  B.  CASO 

Box  3306  - Santurce,  P.  R. 

— Obstetricia — 

Dra.  Marisa  Castro 

Hospital  de  la  Capital  - Santurce,  P.  R. 

— Interno — 

Dra.  Carmen  Castro  Suárez 
Hospital  de  la  Capital 
Santurce,  P.  R. 

— Interno — ■ 
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DR.  JOSE  CHAVES 
Belaval  8 - Santurce,  P.  R. 

(Trabaja  en  Admn.  Veteranos) 

— Medicina  general — 

Dr.  Hernán  Coiberg 

Hospital  de  la  Capital  - Santurce,  P.  R. 

— Interno — 

Dr.  Victor  Coll  y Cuchí 
Placid  Court  67  - Santurce,  P.  R. 

— Medicina  general — 

DR.  PEDRO  J.  COLLAZO 
Calle  9 Núm.  523  - altos  - Santurce,  P.  R. 
—Medicina  general — 

DR.  RAFAEL  COLON 

Altos  El  Chévere  - Pda.  22  - Santurce,  P.  R. 
— Urología — 

DR.  EGIDIO  S.  COLON  RIVERA 
Torres  de  la  Vega  1300 
Santurce,  P.  R. 

— Pediatría — 

DR.  ARSENIO  COMAS 
Wilson  1355  - Santurce,  P.  R. 

(Ofic:  Clínica  San  Ildefonso  - San  Juan) 

— Cirugía  general — 

DR.  JERAMFEL  CORDERO 
Hospital  San  José  - Box  3658 
Santurce,  P.  R. 

— Obstetricia — 

DR.  RICARDO  CORDERO 
Lutz  402  - Santurce,  P.  R. 

(Ofic;  Professional  Bldg.  304) 

— Neuro-cirugía — 

DR.  JOSE  F.  CORREA 
Professional  Bldg.  607  - Santurce,  P.  R. 

— Dermatología — 

DR.  ENRIQUE  CUCHI  COLL 
Ave.  Borinquen  2003  - Barrio  Obrero 
Santurce,  P.  R. 

— Medicina  general — 

Dr.  Leovigildo  Cuello 
Loíza  1602  - Santurce,  P.  R. 

— Otolaringología  - Oftalmología — 

DR.  PABLO  G.  CURRELO 
Professional  Bldg.  207  - Santurce,  P.  R. 

— Urología — 

DR.  MIGUEL  S.  DALMAU 
Vassallo  155  - altos  - Santurce 
— Obstetricia  y Ginecología — 

DR.  BASILIO  DAVILA 

Clin.  Pereira  Leal  - Prof.  Bldg. 

Santurce,  P.  R. 

—Cirugía  general — 


DR.  JULIO  E.  DAVILA 
Clin.  Pereira  Leal  - Professional  Bldg. 
Santurce,  P.  R. 

— Cirugía  general — 

Dr.  Luis  Dávila  Cintrón 
Clin.  Pereira  Leal  - Professional  Bldg. 
Santurce,  P.  R. 

— Interno — 

DR.  A.  DIAZ  ATILES 
Ave.  de  Diego  210  - Santurce,  P.  R. 

— Pediatría — 

Dr.  José  Díaz  Carazo 
Hospital  de  la  Capital  - Santurce,  P.  R. 
—Residente — 

DR.  RURICO  S.  DIAZ-RIVERA 
Ave.  de  Diego  322  - Santurce,  P.  R. 

— Medicina  interna  - Cardiología — 

DR.  MANUEL  ESPINOSA 

Clínica  Pereira  Leal  - Professional  Bldg. 
Santurce,  P.  R. 

— Cirugía  ortopédica. — 

DR.  HONORATO  ESTELLA 
Ave.  Italia  2005  - Ocean  Park 
Santurce,  P.  R. 

— Dermatología — 

DRA.  ISABEL  V.  ESTRADA 
Culto  321  - Santurce,  P.  R. 

— Obstetricia  y Ginecología — 

Dr.  César  Rosa  Febles 
Hospital  de  la  Capital  - Santurce 
— Interno — 

DR.  MARIO  C.  FERNANDEZ 
Box  3938  - Santurce,  P.  R. 

(Ofic:  Clínica  Dr.  Juliá  - Hato  Rey) 
^Psiquiatría  y Neurología — 

DR.  MANUEL  FERNANDEZ  FUSTER 
Ponce  de  León  1803  . Pda.  26-1 12 
Santurce,  P.  R. 

— Obstetricia  y Ginecología — 

DR.  R.  FERNANDEZ  MARCHANTE 
Professional  Bldg.  605  - Box  3927 
iSanturce,  P.  R. 

— Pediatría — 

DR.  E.  BLAS  FERRAIUOLI 
Magdalena  1112  . Condado  - Santurce 
— Cirugía  general — 

DR.  C.  JOSE  FERRAIUOLI 

Orbeta  2 - Miramar  - Santurce,  P.  R. 

— Medicina  general — 

DR.  LEOPOLDO  FIGUEROA 

Ponce  de  León  1102  - Santurce,  P.  R. 

— Obstetricia  y Ginecología — • 
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Dr.  Miguel  Figueroa 
Clínica  Pereira  Leal  - Santurce,  P.  R. 

— Residente — 

DR.  HERMAN  JACOB  FLAX 

Depto.  Medicina  Física  - Prof.  Bldg. 
Santurce,  P.  R. 

— Fisioterapia — 

DR.  VICENTE  FONT  SUAREZ 

Box  3487  - Ponce  de  León  1702  - Santurce 
— Medicina  general — 

DR.  ROBERTO  FRANCISCO 
San  Juan  Diagnostic  Clinic 
Fdez.  Juncos  1913  - Santurce,  P.  R. 

— Medicina  interna  - Cardiología — 

DR.  JOSE  R.  FUERTES 
Hospital  Pavía  - Santurce,  P.  R. 

— Medicina  general — 

DR.  J.  A.  GALLARDO  DIAZ 

Calle  B 1462  - Urb.  Ojeda  - Santurce,  P.  R. 
(Oficina:  altos  Santurce  Drug  - Pda.  20) 

— Oftalmología — 

DR.  JOSE  N.  GANDARA 
Apartado  3657  - Santurce,  P.  R. 

— Medicina  interna — 

DR.  J.  GARCIA  BIRD 

San  Juan  Diagnostic  Clinic 
Fdez.  Juncos  1913  - Santurce,  P.  R. 

— Obstetricia  y Ginecología — 

DR.  J.  GARCIA  BLANCO 
Ave.  de  Diego  254  . Santurce,  P.  R. 

— Obstetricia  y Ginecología — 

DR.  ESTEBAN  GARCIA  CABRERA 

Box  3658  - Hospital  San  José  - Santurce 
— Urología — 

DR.  LUIS  GARCIA  DE  QUEVEDO 
Box  6337  - Loíza  Station 
Santurce,  P.  R. 

— Tisiología — 

Dr.  Manuel  García  Estrada 
Box  3665  - Santurce,  P.  R. 

(Trabaja  División  Médica,  Fondo  Seguro 
Estado  - San  Juan) 

— Medicina  general — 

Dr.  José  A.  García  Galarza 
Centro  Antituberculoso  - Depto.  Salud 
Santurce,  P.  R. 

— Tisiología — 

Dr.  J.  García  García 
Hospital  de  la  Capital  - Santurce,  P.  R. 

— Medicina  general — 

DR.  FELIX  GARCIA  DE  LA  TORRE 
Paz  656  - Santurce,  P.  R. 

— Medicina  general — 


Dr.  M.  Garrido  Carmona 
Concordia  657  - Santurce,  P.  R. 

— Medicina  general — 

DR.  EDUARDO  GARRIDO  MORALES 
Ponce  de  León  1803  - Santurce,  P.  R. 
(Trabaja  en  Departamento  Salud) 

— Medicina  general — 

DR.  M.  GARRIDO  MORALES 
Hernández  71  - Santurce,  P.  R. 

— Medicina  general — 

Dra.  Palmira  Gatell 
Taft  7 - Santurce,  P.  R. 

— Medicina  general — 

DR.  RAFAEL  A.  GIL  RIVERA 
Aptos.  Venecia  - Calle  Maribel 
Santurce,  P.  R. 

(Ofic:  Edificio  WIAC  • Santurce) 

— Obstetricia  y Ginecología — 

DR.  ANTONIO  R.  GINORIO 
Edificio  El  Koury  - Pda.  18-1|2 
Santurce,  P.  R. 

— Cirugía — 

DR.  HIRAM  ENRIQUE  GOMEZ 

Calle  Rosario  138  - Santurce,  P.  R. 

— Obstetricia  y Ginecología — 

DR.  FREDERICK  J.  GONZALEZ 
Hotel  Granada  - Santurce,  P.  R. 

— Anestesia — 

DR.  J.  GONZALEZ  GIUSTI 

Box  3006  - Edificio  WIAC  - Santurce,  P.  R. 
— Cirugía  general — 

DR.  LUIS  GONZALEZ  RAMIREZ 
Vilá  Mayo  1403  - Santurce,  P.  R. 

(Trabaja  en  Admn.  Veteranos) 

— Medicina  general — 

DR.  VICTOR  GUTIERREZ  ORTIZ 
Las  Flores  202  - Santurce,  P.  R. 

(Trabaja  en  Hosp.  Dtto.  Bayamón) 

— Medicina  general — 

Dr.  Carlos  Guzmán  Acost» 

Martín  Travieso  1508  - Hospital  Capital 
Santurce,  P.  R. 

— Radiología — 

Dr.  Manuel  Guzmán  Acosta 

Wilson  1424  (Temporalmente  en  Army) 
Santurce,  P.  R. 

— Medicina  general — 

DR.  MANUEL  GUZMAN  RODRIGUEZ 
Wilson  1424  - Santurce,  P.  R. 

— Radiología — 

DR.  HAMLET  HAZIN 

Liga  Puertorriqueña  Contra  el  Cáncer 
Calle  del  Parque  - Santurce,  P.  R. 

— Medicina  general  - Cancerología — 
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Dr.  Karl  Horn 

Calle  Krug  75  - Santurce,  P.  R. 

— Ortopedista— 

DR.  LUIS  M.  ISALES 
Ponce  de  León  1267  - Santurce,  P.  R. 

— Urología — 

DR.  ROBERTO  J.  JIMENEZ  LOPEZ 

Hospital  de  la  Capital  - Santurce,  P.  R. 
— Cirugía  general — 

DR.  ABEL  DE  JUAN 

Depto.  de  Salud  - Santurce,  P.  R. 

— Epidemiología — 

DR.  FERNANDO  DE  JUAN 
Box  3457  - Ponce  de  León  1103 
Santurce,  P.  R. 

— Pediatría — 

DR.  J.  B.  KODESH 

Box  3655  - Magdalena  y Washington 
Santurce,  P.  R. 

— Obstetricia  y Ginecología — 

DR.  JOSE  LANDRON 

Professional  Bldg.  504  - Ave.  de  Diego 
Santurce,  P.  R. 

— Radiología — 

Dr.  Lyndon  E.  Lee 

Depto.  de  Salud  - Santurce,  P.  R. 

— Cancerología  - Cirugía — 

Dr.  William  F.  Lippitt 
McLeary  y Taft  - Santurce,  P.  R. 

— Retirado — 

DR.  RAMON  LLOBET,  JR. 

Ponce  de  León  1404  - Altos  Emily  Shop 
Santurce,  P.  R. 

— Cirugía  general — 

DRA  BLANCA  A.  LLUBERAS 

Loíza  1811  - altos  - Santurce,  P.  R. 

— Obstetricia  y Ginecología — 

DR.  HILTON  L.  LOPEZ 
Huicy  64  - Condado  - Santurce,  P.  R. 

— Medicina  general — 

DR.  LEANDRO  LOPEZ  DE  LA  ROSA 
Ave.  Olimpo  602  - Santurce,  P.  R. 

— Cirugía. — 

Dr.  Manuel  Maeso 

Hospital  de  la  Capital  (Dispensario) 
Santurce,  P.  R. 

— Urología — 

DR.  R.  MAGRIÑA,  JR. 

Calle  Sagrado  Corazón  2011 
Santurce,  P.  R. 

— Otorrinolaringología — 

DR.  RAFAEL  MALDONADO  QUIÑONES 
Ponce  de  León  1515  - Santurce 
— Otorrinolaringología  - Oftalmología — 


DR.  ANGEL  M.  MARCHAND 
Terr,  del  Parque  - Edificio  Monterrey 
Santurce,  P.  R.  - Box  3426 
— Alergia — 

DR.  ANTONIO  MARCHANY 

Ponce  de  León  1458  - Pda.  22  - Santurce 
— Medicina  general — 

DR.  MIGUEL  A.  MARIANI 
Ave.  de  Diego  363  - altos  - Santurce,  P. 

— Otorrinolaringología — 

DR.  A.  MARTINEZ  ALVAREZ 
Ponce  de  León  1312  - Santurce,  P.  R. 

— Medicina  interna — 

DR.  RANDOLFO  MARTY  PEREZ 
Ave.  Magdalena  1363  - Santurce,  P.  R. 

— Medicina  general — 

DR.  JOSE  R.  MAYMI 

Box  7009  - Edificio  WIAC  - Santurce,  P ' ’ 
— Psiquiatría  y Neurología — 

Dr.  A.  S.  Medina 

Ponce  de  León  1901  - Pda.  26-l|2 
Santurce,  P.  R. 

— Medicina  general — 

DR.  ALBERTO  T..  MEJIA  CASALS 
Professional  Bldg.  310  - Pda.  22 
Santurce,  P.  R. 

— Urología — 

DR.  FRANCISCO  J.  MEJIAS 

Dpto.  Salud  - Laboratorio  - Santurce,  P.  R. 
— Patología  - Laboratorio — 

CEFERINO  MENDEZ 

Ponce  de  León  1404  . Altos  Emily  Shop 
Santurce,  P.  R. 

— Pedia-tria — 

Dr.  José  Mendin  Sabat 

Altos  El  Nilo  - Pda.  22  - Santurce,  P.  R. 

— Medicina  general — 

DR.  ENRIQUE  MILAN 
Santa  Ana  18  - Santurce,  P.  R. 

—Pediatría — 

Dr.  Teodoro  Milán  Padró 

Hospital  de  la  Capital  - Santurce,  P.  R. 

— Interno — 

DR.  JUAN  MIMOSO 

Ave.  de  Diego  363  - altos  - Santurce,  P.  R 
— Obstetricia  y Ginecología — 

DR.  LUIS  R.  MOeZO 

Culto  276  - Box  3156  - Santurce,  P.  R. 

— Medicina  general — 

DR.  ANDRES  H.  MONTALVO 

Professional  Building  - Ave.  de  Diego 
Santurce,  P.  R. 

(Res:  Canals  215) 

— Oftalmología — ■ 
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DR.  LUIS  J.  MONTALVO 
Yardley  Place  2 - Santurce,  P.  R. 

— Psiquiatría  y Neurología — 

DR.  A.  MONTALVO  GUENARD 
Parque  107  - Box  3101  . Santurce,  P.  R. 
— Tisiología — 

DR.  J.  L.  MONTALVO  GUENARD 
Professional  Bldg.  - Ave.  de  Diego 
Santurce,  P.  R. 

— Oftalmología — 

DR.  VICTOR  J.  MONTILLA 
Professional  Bldg.  606  - Ave.  de  Diego 
Santurce,  P.  R. 

— Dermatología — 

DR.  M.  MORALES  MUÑOZ 
Ave.  de  Diego  312  - Santurce,  P.  R. 

— Medicina  general — 

DR.  PABLO  MORALES  OTERO 
Fdez.  Juncos  703  - Santurce,  P.  R. 

(Ofic;  O’Donnell  202  - San  Juan) 

— Medicina  interna  - Bacteriología— 

DR.  NARCISO  MORENO 
Egozcue  605  . Box  3514 
Santurce,  P.  R. 

— Medicina  general — 

DR.  SARKIS  M.  MUDAFORT 
Fernández  Juncos  1000  - Pda..  15 
Box  7148  • Santurce,  P.  R. 

— Medicina  general — 

DR.  FRANCISCO  E.  MUNDO 
Edificio  Victory  Garden  - Santurce,  P.  R. 
— Medicina  general — 

Dra.  Eloiza  Muñoz  Dones 

Hospital  de  la  Capital  - Santurce,  P.  R. 
(Res:  Ave.  Blanco  30  . Río  Piedras) 

— Residente — 

DR.  CARLOS  E.  MUÑOZ  MacCORMICK 
Edificio  Monterrey  - Terraza  del  Parque 
Santurce,  P.  R. 

— Otorrinolaringología — 

DRA.  BORINQUEN  MUSSENDEN 

Medical  Center  - Pda.  24  - Santurce,  P.  R. 
— Medicina  general — 

DR.  ANTONIO  NAVAS 
Edif.  Victory  Garden  - Box  3477 
Santurce,  P.  R. 

— Oftalmología — 

DR.  J.  NIEVES  COLON 

Professional  Bldg.  - Ave.  de  Diego 
Santurce,  P.  R. 

— Alergia — 

DR.  JOSE  NOVA  BENITEZ 
Hospital  Mimiya  - Box  3455  - Santurce 
— Cirugía  general — 


Dr.  Kermell  Ocasio  Cabañas 
Hospital  de  la  Capital  - Santurce,  P.  R. 

— Interno — 

DR.  TIMOTHY  D.  O’CONNOR 
Ponce  de  León  1653  - Santurce 
— Medicina  general — 

DR.  A.  OLIVERAS  GUERRA 
Ponce  de  León  1501  - Altos  El  Nilo 
Santurce,  P.  R. 

— Cirugía  general— 

DR.  PEDRO  ORPI,  JR. 

Box  6365  - Loíza  Station 

(Ofic:  Edif.  Coll  Watlington  - Pda.  26) 

Santurce,  P.  R. 

■ — Medicina  general — 

DR.  ANTONIO  ORTIZ 
Ave.  de  Diego  363  . altos  - Box  3365 
Santurce,  P.  R. 

— Pediatría — • 

DRA.  YDALIA  ORTIZ 
Mirsonia  1501  - Santurce,  P.  R. 

— Pediatría — 

Dr.  Guillermo  Ortiz  Guzmán 
Duarte  614  - Pda.  20  - Santurce,  P.  R. 

— Medicina  General — 

DR.  FERNANDO  PADRO 

Fdez.  Juncos  1464  - Santurce,  P.  R. 

(P.  O.  Box  5282  - Puerta  de  Tierra) 

— Tisiología — 

DRA.  MARIA  AMALIA  PARES 

Professional  Bldg.  203  - Ave  de  Diego 
Santurce,  P.  R. 

— Obstetricia  y Ginecología — 

Dr.  Miguel  A.  Pardo 
Calle  del  Rosario  223  - Santurce,  P.  R. 

— Obstetricia  y Ginecología — 

DR.  JOSE  R.  PASSALACQUA 
Professional  Bldg.  201  - Santurce,  P.  R. 

— Medicina  interna — 

DR.  LUIS  A.  PASSALACQUA 
Travieso  1516  - Santurce,  P.  R. 

— Cirugía  general — 

DR.  MANUEL  PAVIA  FERNANDEZ 

Hospital  Pavía  - Box  3939  - Santurce,  P.  R. 
— Medicina  interna — 

Dr.  Iván  Pelegrina 

Hospital  de  la  Capital  - Santurce,  P.  R. 

— Residente — 

Dr.  Sergio  S.  Peña 
Ponce  de  León  y De  Diego  - Pda.  22 
Santurce,  P.  R. 

— Medicina  general — 
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DR.  JOSE  PICO 

Edificio  WIAC  - Box  7063  - Santurce,  P.  R. 
— Otorrinolaringología — 

DR.  GUILLERMO  PICO 

Edificio  WIAC  - íSanturce,  P.  R. 

— Oftalmología — 

DRA.  DOLORES  M.  PIÑERO 
Duarte  600  - Santurce,  P.  R. 

(Trabaja  en  el  Depto.  de  Salud) 

— Obstetricia  y Ginecología — 

Dr.  J.  Polanco  González 

Calle  del  Carmen  13  - Pda^.  25 
Santurce,  P.  R. 

DR.  EDUARDO  R.  PONS,  JR. 

Calle  Krug  Núm.  75  - Santurce,  P.  R. 

— Medicina  interna — 

DR.  JUAN  A.  PONS 

Depto.  de  Salud  - Santurce,  P.  R. 

— Medicina  interna — 

DR.  RAFAEL  PORRATA  DORIA 
Ponce  de  León  1903  - Box  4312 
Santurce,  P.  R. 

— Medicina  general — ■ 

DR.  MANUEL  PUJADAS  DIAZ 

San  Jorge  116  - Box  6277  - Loíza  Station 
Santurce,  P.  R. 

— Medicina  general — 

DR.  ERNESTO  QUINTERO 

Depto.  de  Salud  - Santurce,  P.  R. 

— Urología — 

DR.  JESUS  M.  QUIÑONES 

Fernández  Juncos  1412  . Santnrce,  P.  R. 

— Dermatología — - 
DR.  NORBERTO  A.  QUIÑONES 
Paz  717  - Santurce,  P.  R. 

(Ofic:  Providencia  387) 

— Medicina,  general — 

DR.  FRANCISCO  L.  RAFFUCCI 
Olimpo  60S  - Santurce,  P.  R. 

— Cirugía  general — 

DR.  ELI  A.  RAMIREZ 
Ave.  H.  1484  - Urbanización  Hipódromo 
Santurce,  P.  R. 

— Medicina  interna 
Dr.  Emilio  Ramírez 

Hospital  de  la  Capital  - Santurce,  P.  R. 
—Residente — 

DR.  URBANO  RAMIREZ 

Terraza  del  Parque  64  - Santurce,  P.  R. 

— Medicina  genera.1 — 

DR.  T.  RAMIREZ  CUERDA 

Hospital  Sagrado  Corazón  - Pda.  20 
Santnrce,  P.  R. 

— Cirugía  general — 


DR.  PEDRO  RAMOS  GASEELAS 
Professional  Bldg.  504  . Ave.  de  Diego 
Santurce,  P.  R. 

— Radiología — 

DR.  A.  RAMOS  OLDER 
Europa  617  - Pda.  22  - Santurce,  P.  R. 

— Cirugía  general — 

Dr.  J.  E.  Rechany 

Ponce  de  León  1056  - Santurce,  P.  R. 

— Medicina  general — 

DR.  WILLIAM  REICHARD 

San  Jnan  Diagnostic  Clinic  - Fdez  Juncos 
1913  - Santurce,  P.  R. 

— Otorrinolaringología — 

Dr.  Philip  M.  Reilly 

Depto.  de  Salud  - Santurce,  P.  R. 

(Res:  Calle  G - Pta.  Las  Marías) 
—Medicina  general — 

DR.  SALVADOR  RIERA  LOPEZ 
Box  3905  - Santurce,  P.  R. 

— Pediatría — 

DR.  RAMON  A.  RIOS 

Depto.  de  Salud  - Santurce,  P.  R. 

— Medicina  general— 

DR.  VICTOR  M.  RIVERA 
Ave.  Ponce  de  León  654  - Edificio  WIAC 
Santurce,  P.  R. 

— Dermatología — 

DR.  CARLOS  RIVERA  LUGO 
Concordia  719  - Santurce,  P.  R. 

— Medicina  general — 

DR.  JESUS  M.  RIVERA  OTERO 
Calle  San  Miguel  54  - Box  4306 
Santurce,  P.  R. 

— Radiología — 

DR.  JOSE  LUIS  ROBERT 
Ponce  de  León  1655  . Pda.  24 
Santurce,  P.  R. 

— Medicina  general — 

DRA.  MARTA  ROBERT  DE  ROMEU 
Ponce  de  León  1461  - altos 
Santurce,  P.  R. 

— Obstetricia  y Ginecología — 

DRA.  EDITH  Z.  RODRIGUEZ 

Calle  San  Juan  esq.  Ponce  de  León 
Santurce,  P.  R. 

— Medicina  general — 

DR.  MANUEL  RODRIGUEZ  EMA 
Hospital  Monteflores  ■ Box  3607 
Santurce,  P.  R. 

— Obstetricia,  y Ginecología — 
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DR.  A.  RODRIGUEZ-OLLEROS 
Box  6095  - Loíza  Station 
Professional  Bldg.  - Santurce,  P.  R. 

— Gastroenterologia — 

DR.  RAFAEL  RODRIGUEZ-MOLINA 
Huicy  12  - Condado  - Santurce,  P.  R. 

— Medicina  interna — 

DR.  JOSE  RODRIGUEZ  PASTOR 

Edif.  N.  Y.  Dept.  Store  319  . Santurce,  P.  R. 
— Tisiologfa — 

DR.  DAVID  RODRIGUEZ  PEREZ 
Professional  Bldg.  - Ave.  de  Diego 
Santurce,  P.  R. 

— Cirugía  torácica— 

DR.  EDUARDO  RODRIGUEZ-PEREZ 

Calle  Robles  258  - Pda.  20  - Santurce,  P.  R. 
(Trabaja  en  Hospital  de  la  Capital) 

— Patología — 

DR.  ELI  S.  ROJAS 
Calle  Duarte  653  - Santurce,  P.  R. 

(Ofic:  Medical  Arts  Bldg.  - Puerta  de 
Tierra) 

— Dermatología — 

Dr.  Raúl  Marcial  Rojas 
Hospital  de  la  Capital  - Santurce,  P.  R. 

— Interno — 

DR.  JULIO  R.  ROLENSON 
Ponce  de  León  1803  - Box  3403 
Santurce,  P.  R. 

— Cirugía  general — 

DR.  E.  ROMEU  ORTIZ 

Ponce  de  León  952  - Pda.  14 
Santurce,  P.  R. 

— Medicina  general — 

Dr.  Peter  E.  Saba-telle 
Miami  Apts.  - Condado  - Santurce,  P.  R. 

— Cirugía  ortopédica — 

DR.  JUAN  SABATER 

Hospital  Mimiya  - Box  3455 
Santurce,  P.  R. 

—Medicina  general — 

DR.  LUIS  A.  SANCHEZ 
Professional  Bldg.  - Clínica  Pereira  Leal 
Santurce,  P.  R. 

— Medicina  interna — 

DR.  J.  SANCHEZ  FERRERI 
Professional  Building  - Ave.  de  Diego 
Santurce,  P.  R. 

— Obstetricia  y Ginecología — 

DR.  LUIS  A.  SANJURJO 
Professional  Bldg.  204  - Santurce,  P.  R. 
—Urología — 


Dr.  A.  Santana  Náter 
Pasaje  Ribot  4 - Santurce,  P.  R. 

— Retirado — 

DR.  ELIAS  C.  SEGARRA 

Ponce  de  León  1803  . Santurce,  P.  R. 

— Medicina  general — 

DR.  JOSE  A.  SEIN 
Hospital  San  José  - Box  3658 
Santurce,  P.  R. 

— Medicina  interna  - Cardiología — 

DR.  RAMON  J.  SIFRE 
Ave.  de  Diego  322  - Santurce,  P.  R. 

— Gastroenterologia — 

Dr.  Eurípides  Silva 
Concordia  653  - Sa.nturce,  P.  R. 

(Trabaja  en  el  Depto.  de  Salud) 

— Medicina  general — 

DR.  JACOBO  SIMONET 
Edif.  Industrial  Algodonera  - Pda.  17 
Santurce,  P.  R. 

— Tisiología — 

DR.  VICTOR  SKERRETT 
Professional  Bldg.  402  . Santurce,  P.  R. 

— Pediatría — 

Dr.  Robert  L.  Smith 

Depto.  de  Salud  - Santurce,  P.  R. 

— Tisiología — 

DR.  LAWRENCE  J.  SNYDER 
Box  3544  - Santurce,  P.  R. 

(Res:  Calle  Italia  - Ocean  Park) 

— Cirugía  general — 

DR.  JENARO  SUAREZ 

Ponce  de  León  905  - Santurce,  P.  R. 

— Ginecología — • 

Dr.  José  F.  Suárez  Alvarez 

Hospital  de  la  Capital  - Santurce,  P.  R. 
—Interno — 

DR.  RAMON  M.  SUAREZ 
Hospital  Mimiya  - Box  3455  - Santurce,  P.  R. 
(Res:  Calle  Waymouth  905) 

— Medicina  interna  - Cardiología — 

DR.  PEDRO  A.  SUAU 

Terraza  del  Parque  62  - Santurce,  P.  R. 

■ — Cirugía  general — 

DR.  FRANCISCO  M.  SUSONI 

Professional  Bldg.  302  - Santurce,  P.  R. 

— Cirugía  general — 

DR.  JORGE  DEL  TORO 
Hospital  San  José  - Box  3658 
Santurce,  P.  R. 

—Cirugía  general — 
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DR.  ARTURO  TORREGROSA 
Santa  Cecilia  4 - Ocean  Park 
Santurce,  P.  R. 

— Cardiología — ( Retirado ) 

DR.  J.  R.  TORRES  CINTRON 
Borinquen  esq.  Cortijo  - Box  4297 
Santurce,  P.  R. 

— Medicina  general — 

DRA.  BLANCA  H.  TRELLES  DE  VAZQUEZ 
Fernández  Juncos  1902  - Clínica  Vázqucz- 
Trelles  - Santurce,  P.  R. 

— Pediatría— 

DR.  LAUREANO  TRELLES 
Unión  717  - Santurce,  P.  R. 

(Trabaja  Oficina  de  Sanidad  - Pda.  19 
Santurce) 

— Medicina,  general — 

Dr.  Francisco  Trilla 

Hospital  de  ia  Capital  - Santurce,  P.  R. 
(Res:  Arzuaga  104  - Río  Piedras) 

— Interno — 

DR.  MIGUEL  A.  TULLA 

San  Jorge  272  - Santurce,  P.  R. 

■ — Medicina  general — 

Dr.  Emilio  Vadi 

Box  3693  - Loíza  1503  - Park  Side  Apts. 
Santurce,  P.  R. 

— Cirugía — 

DR.  MIGUEL  A.  VALIENTE 
Martín  Travieso  1509  . Santurce,  P.  R. 

— Medicina  general — ■ 

DR.  ARSENIO  VALLECILLO 

Ave.  de  Diego  129  - Santurce,  P.  R. 

— Medicina  general — 

DR.  HIRAM  VAZQUEZ-MILAN 

Fdez.  Juncos  1902  - Santurce,  P.  R. 

— Medicina  general — 

DR.  FEDERICO  VELAZQUEZ 

Ave.  Olimpo  613  - Santurce,  P.  R. 

(Ofic:  Edificio  WIAC  - Santurce) 

— Medicina  interna  - Cardiología — 

Dr.  Juan  E.  Veve 

Hospital  de  la  Capital  - Santurce 
— Interno — 

Dr.  José  H.  Vidal 

Hospital  de  la  Capital  - Santurce 
— Interno — 

DR.  RAFAEL  A.  VILAR 

Vassallo  144  - Santurce,  P.  R. 

(Oficina:  Altos  Santurce  Drug  - Pda.  20) 
— Obstetricia  y Ginecología — 

DRA.  J.  VILLAFAÑE  DE  MARTINEZ 
Ponce  de  León  1312  - Santurce,  P.  R. 
—Medicina  interna — 


Dr.  Kenneth  M.  Young 

Depto.  de  Salud  - Santurce,  P.  R. 
—Epidemiología — 

DR.  BERNARDO  ZARAGOZA 
Calle  Unión  669  . Miramar  - Santurce,  P.  R. 
— Medicina  general — • 

DR.  JACINTO  ZARATT 

Ponce  de  León  1412  - Santurce,  P.  R. 

— Oftalmología — 

MEDICOS  PUERTORRIQUEÑOS  TEMPORAL- 
MENTE FUERA  DE  PUERTO  RICO 

DR.  NORBERTO  ACEVEDO 
116  - 46  221  St. 

St.  Albans,  L.  I.  N.  Y. 

DR.  GUILLERMO  ACOSTA 
995  Westchester  Avenue 
Bronx  59,  New  York 

DR.  LUIS  ALVAREZ  POU 

Dr.  A.  L.  Axtmayer 

DR.  ROBERTO  AXTMAYER 
St.  Mary’s  Hospital 
2320  North  Lake  Drive 
Milwaukee  11,  Wis. 

DR.  JOSE  BERIO-SUAREZ 
Marlyn  Hotel  - Walnut  at  40th 
Philadelphia,  Pa. 

Dr.  Hipólito  Biaggi 
México,  D.  F. 

DR.  ROBERTO  BUXEDA 
Veterans’  Administration  Hospital 
Richmond,  Va. 

DR.  F.  M.  CANINO 

DR.  GUILLERMO  M.  CARRERA 
1430  Tulane  Avenue 
New  Orleans,  La. 

DR.  MARVIN  S.  CASHION 

DR.  JOSE  CERRA  QUIÑONES 

DR.  RAFAEL  COCA  MIR 

DR.  J.  DAVILA  LOPEZ 
Graduate  Hospital 
Philadelphia,  Pa. 

Dr.  John  Daniel  Diorio 
2610  Broadway 
Schenectady  6,  N.  Y. 
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DR.  CARLOS  DOMINGUEZ 
915  19th  St.  N.  W. 

Washington,  D.  C. 

DR.  A.  FERNOS  ISERN 
Resident  Commissioner  of  P.  R. 
House  of  Representatives 
Washington,  D.  C. 

DR.  MIGUEL  A.  FIRPI 
Children  Hospital 
13th  and  W St.,  N.  W. 
Washington,  D.  C. 

Dr.  Arturo  Flores  Gallardo 
Box  1056 

Ancon,  Canal  Zone 


DRA.  DOLORES  I.  MENDEZ 

DR.  R.  MENENDEZ-CORRADA 

DRA.  EDRIS  RICE-WRAY 
1510  Hill  St. 

Ann  Arbor,  Michiga.n 

DR.  REMY  RODRIGUEZ 
Jefferson  Hospital 
Philadelphia  7,  Pa. 

DR.  CALIXTO  ROMERO 

1ST  LT.  PEDRO  A.  RULLAN 
Area  Dispensary 

Fort  Clyton,  Canal  Zone  - Panamá 


Dr.  Jaime  H.  Font  Casalduc 

DR.  LEOPOLDO  GARCIA  MERCADO 

DR.  LUIS  R.  GUZMAN 
305  Riverside  Dr.  - Apt.  3-C 
New  York  25,  N.  Y. 

DR.  EUGENIO  M.  DE  HOSTOS 
McKinney  General  Hospital 
McKinney,  Texas 
DR.  MANUEL  JANER 
134  W.  95th  St. 

New  York  City 
DR.  J.  A.  DE  JESUS 
Box  1059  - University 
Charlotsville,  Va. 

DR.  CARLOS  F.  JIMENEZ 
4528  Locust  St. 

Philadelphia,  Pa. 


DR.  JENARO  SCARANO 
The  Children’s  Hospital 
Cincinnati,  Ohio 

DRA.  MARTA  SOLER  DIORIO 
2610  Broadway 
■Schenectady  6,  N.  Y. 

DR.  RAMON  M.  SUAREZ,  JR. 

199  Marlborough  St. 

Boston,  Mass. 

Dr.  José  G.  Sugrafies 
711  Honor  Heights 
Muskogee,  Oklahoma 

DR.  LUIS  A.  VALLECILLO 

DR.  HECTOR  M.  VALLES 
Graduate  Hospital 
Philadelphia,  Pa. 

MEDICOS  CUYA  DIRECCION  SE  DESCONOCE 


Dr.  Albert  A.  Lang 

DR.  J.  J.  DE  LARA 
lola  Sanatorium 
Rochester  7,  New  York 
DR.  JOSE  S.  LICHA 
255  West  1085  St.  - Apt.  5-A 
New  York  City 

DR.  ANIBAL  LUGO 

DR.  ERNESTO  J.  MARCHAND 

DR.  H.  MARTINEZ  VILLAFAÑE 
Hallovan  Vet.  Hospital 
Staten  Island,  N.  Y.  City 
DR.  NESTOR  H.  MENDEZ 

N.  Y.  Polyclinic  - 354  & 50th  St.  W. 
New  York  City,  N.  Y. 


Dr.  Angel  Arce 
Dr.  Alfredo  Amador 
Dr.  Luis  Alomey 
Dr.  Nicolás  Méndez 
Dr.  R.  Colón  Alvarez 
Dr.  J.  R.  Látimer 
Dr.  F.  J.  Blasini 
Dr.  José  G.  Valderas 
Dr.  Lorenzo  Galindo 
Dr.  J.  I.  Ochoteco 
Dr.  Héctor  Martínez 
Dr.  R.  Cuevas  Zamora 
Dr.  Bernabé  Lima  Báez 
Dr.  Frank  Rivera  Pratts 
Dr.  Waldo  Rodriguez 
Dr.  Oscar  A.  Ruiz 
Dr.  C.  D.  Rudo 
Dr.  Pedro  iSantiago  Ortiz 
Dr.  Jorge  Rodriguez 
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For  the  development 
of  strong  bones  and  sound 
teeth... and  for  the 
best  of  growth 


Through  all 
" their  growing 
^ years 


Distribuidores:  B.  FERNANDEZ  & HNOS.,  SUCRS. 
P.  O.  Box  3629  - San  Juan,  Puerto  Rico 


.dsorbente  ei 


¿A'GUE  COSTO  Si 
OBTIENE  EL  ALIVlOf 

Cuando  se  us\i  ‘GELUSIL’*  Antiácido 
úlceras  pépticas,  et 
ahvio  se  prodi^ce  sin  complicaciones 
secundarías. 


El /estreñimiento  que  se  produce  tar» 
f/ecuentemente  con  el  uso  de  la 
ayoría  de  los  geles  de  aluminio 
es  raro  cuanao  la  terapia  elegida 
es  ‘GEIUSIL’^JÍ 

Generalmente,  no  hay  interrupción 
en  el  proejo  curativo  ni  demora  en 
obtener  Ip  recuperación  completo. 


'gílusil' 


'WARNEH' 


G^uiiV  Antiácido  Adsorbente  se  ofrece  era 
Oseos  de  177  cc. 

Los  Tabletas  de  ‘Gelusil’*  Antiácido  Adsor- 
bente pora  los  casos  ambulatorios  de  úlcerc 
péptica,  se  ofrecen  en  cajitas  de  50  tabletas. 

WILLIAM  R.  WARNER  & CO.,  INC. 

113  West  laik  Street,  « New  Vorli  II,  N.  V. 


*Marca  registrada 


SEAMLESS 


—preferido  de  médicos,  hospitales  y 

farmacéuticos  en  todo  el  mundo 

No  se  puede  hacer  afírmación  más  rotunda  de  una  línea 
de  artículos  médicos,  de  goma.  • Los  doctores  prefieren 
los  artículos  Seamless  por  lo  perfecto  y bien  diseñados 
que  son.  • Los  hospitales  saben  que  los  artículos  Seam- 
less son  durables,  fáciles  de  usar  y de  confianza.  • Los 
farmacéuticos  se  muestran  entusiasmados  con  la  línea 
completa  de  Seamless,  por  lo  fácil  y lucrativo  de  su  venta. 

SUPERIOR  CALIDAD  desde  1877 


RUBBER  COMPANY 

HEW  HAVEN  E,  CONN.,.E.  U.  A. 


MARCO 
REGISTRADA 

m 


Distribuidores  exclusivos  para  Puerto  Rico: 
PELEGRINA  & LLORENS,  INC. 

P.  O.  Box  3631  - San  Juan,  P.  R. 


BRONQUITIS 

TONSILITIS 

FURUNCULOSIS 


...ALIVIA  EL 

DOLOR 

. . . REDUCE  LA 

INFLAMACION 

por  su  acción  anagésico-des- 
congestíva.  La  Neumotizine 
es  compafible  con  las  sulfo- 
namídas  y los  antibióticos. 
Una  aplicación  dura  8 horas 
y más. 

NUMOTIZINE,  INC. 

900  N.  Franklin  St.,  Chicago, 
E.  U.  A. 


Distribuidores:  FRANCISCO  N.  CASTAGNET 
San  Juan,  Puerto  Rico 


nuevo  tratamiento  de 


la  diarrea  en  los 
recién  nacidos 

Diarrea  infantil,  diarrea  verde, 
diarreas  infecciosas  y ciertas 
diarreas  no  específicas  responden 
a la  terapia  con  Trilactic. 

Muchos  hospitales  y clínicas  de  los  Estados  Unidos  y de  los  países  hispanoamericanos 
informan  de  la  acción  rápida  y efectiva  de  TRILACTIC  al  cortar  las  desvitalizantes 
y' críticas  diarreas  en  infantes  y niños. 

TRILACTIC  es  de  sumo  valor  para  combatir  los  brotes  epidémicos  de  diarrea 
infantil  en  las  salas-cunas.  Recientemente  ocurrió  en  cierto  hospital  que  los  diez 
recién  nacidos  en  una  sala-cuna  fueron  atacados  de  diarrea  intensa.  La  terapia 
indicada  fué  solamente  de  TRILACTIC — TRILACTIC  adicionado  a la  fórmula 
preparada  para  24  horas — y las  evacuaciones  volvieron  a ser  normales  en  todos  los 
casos  de  uno  a tres  días  después  de  iniciar  el  tratamiento  y ni  un  solo  recién  nacido 
perdió  la  vida. 

TRILACTIC 

una  forma  poli-molecular  cristalina  de  ácido  láctico  con  caldo  |¡ 
fósforo,  alfa  y beta  lactosa. 

inhibe  los  organismos  invasores 
y restablece  la  flora  acidúrica  normal. 

TRILACTIC  es  una  fórmula  bioquímica,  especialmente  perfeccionada,  para  corregir 
los  estados  diarreicos.  Con  rapidez,  con  seguridad  y con  eficacia,  TRILACTIC 
(1)  inhibe  y destruye  las  bacterias  colónic£(s  invasoras,  y (2)  restablece  la  florí 
acidúrica  favorable,  tan  esencial  para  las  evacuaciones  normales. 

En  frascos  de  120,  220  y 500  gramos. 

Literatura  detallada  puede  obtenerse  de  los  distribuidores  de 
TRILACTIC  en  cada  país. 


PROFESSIONAL 


LABORATORIES 


INC. 

21  HUDSON  STREET,  NUEVA  YORK  13,  E.U.A. 


A los  Señores  Médicos 
de  Son  Juan  y Santurce 

Nos  permitimos  recordarles  que  en  caso  de  urgencia  los  se- 
ñores médicos  que  necesiten  del  servicio  de  nuestras  farmacias 
en  San  Juan  o en  Santurce,  durante  las  altas  horas  de  la  noche, 
pueden  llamar  personalmente  a los  encargados  de  dichas  farma- 
cias, al  teléfono,  como  sigue: 

Para  servicios  en  San  Juan:  2-6544 

Para  servicios  en  Santurce:  2-7002  2-6831 

Los  señores  médicos  pueden  tener  la  seguridad  de  que  serán 
inmediatamente  atendidos  en  dichos  casos  de  necesidad. 

No  se  atenderán,  sin  embargo,  llamadas  hechas  por  personas 
particulares  que  no  puedan  usar  el  debido  discernimiento  sobre 
la  urgencia  o necesidad  de  las  llamadas. 

FARMACIA  BLANCO,  INC. 

(San  Juan  - Santurce) 

V ^ 

— \ 

. . . toda  una  noche  de  sueño 

para  el  paciente  que  sufre  de  . . . 

ASMA  BRONQUIAL  - FIEBRE  DE  HENO  - URTICARIA 

Los  síntomas  nocturnos  de  muchos  trastornos  alérgicos  se  controlan  con  éxito  con: 

LUASMI N 

CAPSULAS  y TABLETAS  CON  RECUBRIMIENTO  ENTERICO 

(para  acción  rápida)  (para  acción  retardada) 

Una  cápsula  de  LUASMIN,  administrada  cuando  se  requiera,  y suplementada  con  una 
tableta  con  recubrimiento  entérico,  hará  posible  que  casi  cualquier  paciente  pueda  go- 
zar de  los  beneficios  de  toda  una  noche  de  sueño,  reduciendo  así  a su  mínimo  la  ten- 
dencia a que  recurran  los  síntomas  el  día  siguiente. 

Cada  cápsula  o cada  tableta  con  recubrimiento  entérico  contiene: 

Acetato  sódico  de  teof ilina  (3  granos)  192  mg. 

Sulfato  de  efedrina  (M  grano)  32  mg. 

Fenobarbital  sódico  (%  grano)  32  mg. 

También  hay  cápsulas  y tabletas  de  media  fórmula  para  niños  o para  adultos  cutos 
síntomas  sean  leves. 

Sírvase  solicitar  literatura  descriptiva  y muestras  profesionales. 

BREWER  & COm  Worcester,  Mass.,  EE.UU.' 

Químicos  Farmacéuticos  desde  1852 


r 

THE  NEW  YORK  POLYCLINIC 

S 

ESCUELA  DE  MEDICINA  Y HOSPITAL 

(Organizada  en  1881) 

La  Primera  Institución  Médica 

de  América  para  Postgraduados 

PARA  EL 

Cirujano  General 

Obstetricia  y Ginecología 

Curso  combinado  que  comprende:  cirugía  ge- 

Un  corso  completo.  En  Obstetricia:  conferen- 

iógica,  ginecologia  y uroiógica.  Asistencia  a con- 

nerai,  c.  traumática,  c abdominai,  gastro-entero- 

ola;  clinlcA  prenatal;  presencia  a partos  norma* 

forenclae»  presencia  a operaciones,  examen  pre* 

les  y operatorios;  operatoria  obstétrica  (maní- 

operatorio  y post-operatorio  de  enfermos  así  como 

quí). 

un  curso  ulterior  en  las  salas.  Patología,  radio- 

En  Ginecología:  conferencias;  exploración  clí- 

logia,  fisioterapia.  Demostraciones  en  el  cadáver 

nica ; presencia  de  operaciones ; examen  pre*ope* 

sobre  anatomía  quirúrgica,  cirugía  torácica,  anes- 

ratorio  de  pacientes;  clínica  post-operatoria  de 

tesia  regional.  Cirugía  operatoria  y ^Inecológrlca 

las  pacientes  en  las  salas. 

en  el  cadáver. 

Patología  obtétrica  y ginecológica;  anestesia 

regional  (en  cadáver).  Asistencia  conferencias  en 

Ojos,  Oídos,  Nariz  y Garganta 

Obstetricia  y Ginecología. 

Curso  combinado  completo  de  un  año  acadé- 

mico  (9  meses).  C onsiste  de  asistencia  a clínicas. 

Proctología  y 

prensencia  en  operaciones,  conferencias,  demostra- 

clones  de  casos  y demostraciones  en  el  cadáver; 

operaciones  de  ojos,  oídos,  nariz  y garganta  en 
el  cadáver ; disecciones  del  cuello  y la  cabeza 
(cadáver) ; demostraciones  clínicas  y en  el  cadá- 

Gastroenterología 

ver  sobre  broncoscopía  cirugía  de  la  laringe  y 

Curso  combinado  que  comprende  asistencia  a 

cirugía  facial;  refracciones;  roentgenología;  pa- 

clínicas  y conferencias;  instrucción  en  exámenes. 

tologia,  bacteriología;  y embriología;  fisiología; 

diganóstico  y tratamiento;  presencia  en  opera- 

neuro-anatomía;  anestesia;  fisioterapia;  alergia; 

clones ; visita  a las  salas  de  enfermos ; demostra- 

examen  pre-operatorio  y post-operatorio  de  pa- 

ción  de  casos;  patología;  radiología;  anatomía 

cíente,  en  las  salas  y clínicas.  También  cursos 

proctología  operatoria  en  el  cadáver. 

corto,  de  repaso  (3  meses). 

> 

PARA  INFORMES  DIRIGIRSE  A 

MEDICAL  EXECUTIVE  OFFICER:  345  West  50th  St.,  New  York  City 

N 


CLINICA  QUIRURGICA 

DR.  PILA 

Ponce,  P.  R. 

INSTITUCION  FUNDADA 
EN  EL  AÑO  1927 

Dr.  Manuel  de  le  Pile 
Director 


Clínica  Dr.  Susoní 

Arecibo,  P.  R. 

INSTITUCION  FUNDADA 
EN  EL  AÑO  1916 

Dr.  Antonio  H.  Sutoni 
Director 


V. 


CLINICA 

FONT  MARTELO 

Humacao,  P.  R. 

Instituto  Oftálmico 

DE  PUERTO  RICO 

San  Juan,  P.  R. 

INSTITUCION  FUNDADA  EN 

EL  AÑO  1936 

FUNDADO  EN  EL  AÑO  1937 

Dr.  R.  Mejía  Ruiz 

Director 

Dres.  Luís  J.  y Ricardo  Fernández 

l 

' > 

Clínico  Betonces 

Clínico  Dr.  Pereo 

Mayagüez,  P.  R. 

Mayagüez,  P.  R.  ' 

INSTITUCION  FUNDADA 

EN  EL  AÑO  1934 

INSTITUCION  FUNDADA 

EN  EL  AÑO  1908 

Dr.  José  F.  ConziUz 

Director 

V > 

Dres.  Nelson,  Luís  y 

Augusto  Perea 

\__ — ' 

s 

^ A 

CLINICA  ORIENTE 

HOSPITAL 

Dr.  Maldonado 

Humacao,  P.  R. 

í "v 

Hato  Rey,  P.  R. 

MEDICINA  Y CIRUGIA 

Fundada  en  1933 

GENERAL 

Institución  fundada  en  el  1943 

DR.  CESAR  DOMINGUEZ 

Director 

Dr.  Eduardo  D.  Maldonado 

Director 

\ 

HOSPITAL 

PAVIA 

-> 

CLINICA 

Dr.  M.  Julia,  Inc. 

Santurce,  P.  R. 

Fundada  en  el  año  1925 

ENFERMEDADES  NERVIOSAS 

INSTITUCION  FUNDADA 

Y MENTALES 

EN  EL  1926 

Hato  Rey,  Puerto  Rico 

Dr.  Manuel  Pavía  Fernández 

Dr.  Mario  Julia 

Director 

Director 
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CUADRAGESIMA-SEXTA 
ASAMBLEA  ANUAL 

de  la 

Asociación  Médica  de  Puerto  Rico 


MIERCOLES,  14  DE  DICIEMBRE 
A 

DOMINGO,  18  DE  DICIEMBRE 


)Oo— 


Locales  para  exhibiciones  durante  los  días  de  la  Asamblea 
disponibles  para  las  firmas  que  tienen  exhibiciones  permanentes 

en  nuestro  domicilio 


MARCA  REGISTRADA 


AHORA  CONTIENE  VITAMINA  C 

Los  Laboratorios  WYETH  han  desarrollado 
nuevas  técnicas  de  elaboración  y envase  que 
permiten  que  el  ácido  ascórbico  agregado  a la 
S-M-A  conserve  su  estabilidad.  En  la  actualidad 
la  S-M-A  contiene  50  mg.  de  ácido  ascórbico  por  litro  de  leche 
preparada. 

Derivada  de  leche  de  vacas  tuberculinonegativas,  la  S-M-A  puede 
darse  sin  modificación  ni  cambio,  a niños  normales  durante  su 
primer  año  de  vida. 


DATOS  COMPARATIVOS  ENTRE  LA 
S-M-A  Y LA  LECHE  MATERNA 


S-M-A 

Leche 

materna 

Calorías  por 
onza  (30  cc.) 

20 

20 

Proteína 

1.5% 

1.25-1.6% 

Carbohidrato 

7% 

6.8-7.1% 

Grasa 

3.5% 

3.4-3.6% 

Minerales 

0.38% 

0.20-0.25% 

Hierro 

0.00005% 

0.00001% 

Acción 

amortiguadora 

Baja 

Baja 

CONTENIDO  VITAMINICO  POR  LITRO 


Vitamina  A 

7500  U. 

2800  U. 

Vitamina  B, 

0.67  mg. 

0.14  mg. 

Vitamina  B, 

1.  mg. 

0.5  mg. 

Vitamina  C 

50  mg. 

50  mg. 

Vitamina  D 

400  U. 

50  U. 

Niacinamida 

5 mg. 

1.8  mg. 

De  fácil  digestión 
S-M-A  es  práctica 
S-M-A  es  económica 


S-M-A  se  ofrece  en  latas  que 
contienen  453  gramos  cada  una. 


Aceptado  por  el  Consejo  de  Ali- 
mentos y Nutrición  de  la  Aso- 
ciación Médica  Americana 


Otros  productos  elaborados  por  ios  Laboratorios  WYETH 


WYETH  INTERNATIONAL  LIMITED  • PHILADELPHIA  • U.S.A. 


via  directa 


Cuando  el  tratamiento  bucal  de  los  niños  o adultos  coa. 
complejo  de  vitamina  B parece  no  ser  lo  suficientemente  eficaz,  los  médicos 
recomiendan  inyectar  'Betalin  Complejo’  (Complejo  de  Vitamina  B,  Lilly) 
intravenosa  o intramuscularmente,  en  dosis  de  1 a 4 cm^  al  día.  La  administración 

parenteral,  o sea  la  vía  directa,  es  garantía  de  una  utilización  completa 
pues  se  elimina  la  dificultad  de  la  absorción  dei'eetBosa  y se  proporcionan 
inmediatamente  altas  dosis  del  complejo  vitamínico  B. 

Cada  cm*  de  'Betalin  Complejo’  contiene: 


Cluillifirato  de  Tiatsiaa . ......  5 rog 

Riboflavina . « . . 2 mg 

Nicolinamida 75 

Acido  Panloténico 

(como  Pantotenalo  de  Calcio)  . . . 2.5  mg 

Clorhidrato  de  Pindoxina 5 mg 


ELI  LILLY  PAN-AMERICAN  CORPORATION 
INDIANAPOLIS  ó.  INDIANA,  E.U.A. 


UCM  TU 

t)CHÜOL'SXJF'M'EDrCÍNE  AND  PUBLIC  HEALTH 


LIBRARY 


/ HEALTH 

f HARVARD  S^OL 


VOL.  XLI 


DICIEMBRE,  1949 


NUM.  12 


BOLETIN 


DE  LA 


APR  27  195C 

ASOCIACION  MEDICA  DE  PUERTO  RICO 

ORGANO  OFICIAL 


PUBLICACION  MENSUAL 

Are.  Fernández  Juncos,  Parada  19.  Santurce,  Puerto  Rico. 

Entered  as  second  class  matter,  January  21,  1931  at  the  Post  Office  at  San  Juan, 

Puerto  Rico,  under  the  act  of  August  24,  1912. 


S P M M R 1 0 


Página 


El  Acido  Para-Aminosalicilico  (PAS)  en  el  tratamiento  de 
la  Tuberculosis,  J.  Rodríguez-Pastor,  M.D.,  Santurce, 

P.  R. 411 

Cystadenoma  of  Pancreas,  E.  B.  Ferraiuoli,  M.D.,  Félix  M. 
Reyes,  M.D.  and  C.  José  Ferraiuoli,  M.D.,  Santurce,  P.  R.  416 

A Case  of  Gangrenous  Purpura,  Sidney  Schulman,  M.D., 
Charles  H.  Brant,  M.D.,  and  Emmett  L.  Kehoe,  M.D., 

San  Juan,  P.  R.  422 


Fibrositis  and  Spasm,  S.  Arana-Soto,  M.D.,  Santurce,  P.  R.  429 

Informe  del  Presidente  de  la  Asociación  Médica  de  Puerto 
Rico,  Dr.  Manuel  A.  Astor  - Año  1949  432 

1 

‘ INDICE  AÑO  1949  J 443 


I ■ 


SUSCRIPCION  ANUAL:  TRES  DOLARES 


BOLETIN  DE  LA  ASOCIACION  MEDICA  DE  PUERTO  RICO 

(Publicación  Oficial  de  la  Asociación  Médica  de  Puerto  Rico) 
Avenida  Fernández  Juncos,  Parada  19 
Santurce,  Puerto  Rico 

DR.  R.  RODRIGUEZ  MOLINA 
Editor  y Administrador 


Editores 

DR.  D.  RODRIGUEZ-PEREZ 
DR.  RAMON  LAVANDERO 
DR.  DWIGHT  SANTIAGO 
DR.  RAFAEL  GIL  RIVERA 
DR.  G.  RUJZ  CESTERO 


Asociados 

DR.  ELI  S.  ROJAS 

DR.  PABLO  G.  CURSELO 

DR.  I.  RIVERA  LUGO 

DR.  LUIS  ORTEGA 

DR.  RICARDO  F.  FERNANDEZ 


El  BOLETIN  DE  LA  ASOCIACION  MEDICA  DE  PUERTO  RICO  es 
el  órgano  oficial  de  la  Asociación  Médica  de  Puerto  Rico.  Se  publica  el  día 
último  de  cada  mes,  constando  cada  volumen  de  12  ediciones. 

Los  trabajos  originales  deben  ser  enviados  al  Editor-en-Jefe,  Apartado 
de  Correos  3866,  Santurce  29,  Puerto  Rico,  o entregarse  directamente  en  la 
Secretaría  de  la  Asociación  Médica,  Avenida  Fernández  Juncos,  Parada  19, 
Santurce,  Puerto  Rico. 

Los  originales  deben  venir  escritos  a máquina,  a doble  espacio. 

Las  citas  bibliográficas  deberán  mencionar,  en  el  siguiente  orden  de 
sucesión:  apellido  del  autor;  iniciales  de  sus  nombres;  título  del  trabajo; 
título  del  periódico  (abreviado) ; año;  volumen  y página.  Las  citas  lleva- 
rán un  número  de  acuerdo  a su  orden  de  presentación  en  el  texto  y corres- 
pondiente a la  numeración  colocada  al  final. 

Si  el  artículo  viene  acompañado  de  ilustraciones,  debe  indicarse  en  el 
texto  el  sitio  donde  se  desea  que  sean  éstas  intercaladas.  Al  dorso  d€ 
cada  ilustración  debe  hacerse  constar  claramente  el  título  que  deberá 
acompañarla. 

No  se  devuelven  originales.  Los  autores  son  responsables  de  las  opi- 
niones que  emitan  en  sus  artículos.  Ningún  artículo  publicado  en  el  Boletín 
podrá  ser  reproducido  sin  la  previa  autorización  escrita  del  Editor-en-Jefe. 

Información  en  relación  con  anuncios  será  suplida  a solicitud  en  la  Se- 
cretaría de  la  Asociación.  Todo  material  de  anuncio  estará  sujeto  a la 
aprobación  del  Editor-en-Jefe. 


Eotered  as  second  class  matter,  January  21.  1031  at  the  Post  Office 
at  San  Juan,  Puerto  Bico  under  the  act  of  August  24.  1012. 


Tres  Odiares 
Suscripción  Anual 


Poly-Vi-Sol 


Each  0.6  cc.,  the  usual  daily  dose, 
supplies: 


Vitamin  A 
Vitamin  D 
Thiamine 
Riboflavin 
Niacinamide 
Ascorbic  Acid 


5000  USP  units 
1000  USP  units 

1.0  mg 
0.8  mg 

5.0  mg 
50.  mg 


Tri-Vi-Sol 

Each  0.6  cc.,  the  usual  daily  dose, 
supplies: 

Vitamin  A 5000  USP  units 

Vitamin  D 1000  USP  units 

Ascorbic  Acid  50  mg 


Ce-Vi-Sol 

Each  0.5  cc.,  the  usual  daily 
dose,  supplies: 

Ascorbic  Acid  50  mg 


each  is 

Soluble  in  Water  and  other  liquids 
Scientifically  Formulated 
Pleasing  to  the  Taste 
Convenient  to  Administer 
Ethically  Marketed 

indications 

All  of  these  preparations  are  ideally 
suited  for  the  routine  supplementation 
of  the  diets  of  infants  and  children  .They 
can  also  be  administered  to  adults. 


administration 

Any  of  these  preparations  can  be  stirred 
into  infant’s  formula,  into  fruit  juice, 
milk  or  other  liquid,  or  mixed  into  ce- 
real, pudding,  or  other  solid  food.  They 
can  be  given  with  a spoon  or  dropped 
directly  into  the  mouth. 


^ These  products  are  avail- 
able in  15  and  50  cc.  bottles,  e.ach  with 
an  appropriately  calibrated  dropper. 


Mead  Johnson  & co.  eva.nsville  21,  in  d.,  u.  s.  a. 


P.  O.  BOX  .‘iOSl 


SAN  JUAN,  P.  R. 


No  hay  leche  más  sana 
para  bebés  que  KLÍM 


Wlim  es  leche  de  vacas  escogidas,  sometidas  a 
'a  prueba  de  tuberculina.  Los  inspectores  de 
Klim,  no  solamente  vigilan  minuciosamente 
la  leche  — sino  también  examinan  periódica- 
mente las  vacas. 

PRUEBAS  DE  LABORATORIO 

La  leche  para  Klim  es  sometida  también  a 
rígidas  pruebas  en  el  laboratorio.  ¡Antes  de 
aceptar  la  leche,  se  examina  seis  veces  ...  y 
durante  su  elaboración,  se  examina  muchas 


veces  más  — para  resguardar  su  pureza,  uiv. 
formidad  y seguridad! 

Klim  es  envasada  al  vacío,  resguardando 
así  su  alta  calidad  y la  uniformidad  del  con- 
tenido de  las  latas  en  tal  forma,  que  ni  si- 
quiera el  aire  puede  entrar  y alterar  su  pu- 
reza. Klim  es  leche  pura  de  v'aca,  sólo  se  le 
ha  extraído  el  agua. 

¡Puede  usted  recetar  Klim  para  bebés  sin 
reserva! 


KLIM 

LA  PREFERIDA 
EN  TODO  EL  MUNDO 


Para  iniormación  profesional  y tablas  de  ai.nienracion  acerca  de  Klim  dinjase  a' 

T : BOUOEN  COMPANY,  350  MADICON  AVZN'JÍ.  NFW  YORK  17,  N Y . U ' A 


Distribuidores  para  Puerto  Rico: 

PLAZA  PROVISION  COMPANY,  Fortaleza  104,  San  Juan,  P.  R. 


energy,. .throughout  the  day... 
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The  male  climacteric  occurs  frequently  “in  men  with 
important  responsibilities,  men  who  require 
sustained  energy,  physical  and  mental,  throughout 
the  day  to  perform  competently  their  assigned 
responsibilities.”^  With  Oreton-M* 
(methyltestosterone)  Tablets,  such  patients  can 
often  return  to  their  occupations  with  renewed 
vigor  and  stamina.  Male  sex  hormone  therapy  with 
Oheton-M  Tablets  not  only  is  eifective,  but 
also  has  the  advantage  of  reducing  or 
'“liminating  injections. 


tablets 


(METHYLTESTOSTERONE) 


In  mild  cases  of  male  climacteric,  OHtrroN-M 
Tablets  alone  are  often  sufficient.  When  symptoms  are 
more  severe,  rapid  control  is  achieved  with  preliminary 
injections  of  Oreton*  (te.stosterone  propionate  in 
oil).  After  the  acute  symptoms  subside,  "the  patients 
can  be  maintained  on  orally  administered  methyl 
testosterone  until  .such  time  as  therapy  may  be 
discontinued. In  sucli  cases,  tlie  new,  high  potency 
25  ms.  ()Rf ton-M  Tablets  are  especially  useful 
in  eftectiiig  a smootli  transfer  from  parenteral  to 
oral  tlierapy  at  tlie  earliest  possible  time. 

PACKA(iIN(i;  Oreton  (Sctiering’s  testosterone 
propionate  in  oil)  Ampuls  of  1 cc.,  eacli  cc.  containing 
5.  10  or  25  mg.;  boxes  of  3,  0 and  50  ampuls.  Also 
multiple  dose  vials  of  10  cc.,  each  cc.  containing 
25  or  50  mg. ; boxes  of  1 vial. 
Orkton-M  (Schering's  mettiyltestosterone)  Tablets 
containing  10  mg.,  boxes  of  15,  30  and  100  tablets:  and 
25  mg.,  boxes  of  15  and  100  tablets. 

BIBLIOGKAPHY:  (1)  Dunn,  C.  W.,  in  discusvion 
on  Werner,  .5.:  J.  A.  M.  A.  127:705,  1945, 
(2)  Dunn,  C.  W.:  Pennsylvania  M.  J.  45:362,  1942. 


CORPORATION  • H LO  O M FI  E LD,  NEW  JERSEY 

IN  CANADA,  SCHERING  CORPORATION  LIMITED,  .MONTREAL 


j ji ’.h  ihiliflores:  i'ASTII  LO,  IN(’., 

(J:i  !e  Tciiián  I tá,  San  Juan,  K. 


liberación  gradual 


Con  el  advenimiento  de  la  Penicilina  G Procaina  Crista- 
lina en  Aceite  de  Mani  con  2%  de  Monoestearato  de 
Aluminio  ya  no  se  necesita,  en  muclios  casos,  las  inyec- 
ciones frecuentes  en  la  penicilinoterapia.  Este  nuevo 
producto  de  Merck  & Co.,  Inc.  permite  una  liberación 
gradual  de  la  penicilina,  obteniéndose  asi  una  acción 
eficaz  y prolongada.  En  consecuencia  va  ganando  rápi- 
damente amplia  aceptación  como  un  medio  más  eficaz 
y conveniente  de  administrar  penicilina. 

Después  de  una  sola  inyección  intramuscular  de  1 c.c. 
(300.000  unidades),  se  mantienen  niveles  sanguíneos 
verificables  de  penicilina  durante  48  horas  en  aproxima- 

La  Penicilina  G Procaina  Cristalina  en 
Aceite  de  Maní  con  2%  de  Monoestea- 
tato  de  Aluminio  se  puede  conservar  con 
seguridad  a la  temperatura  ambiente  por 
períodos  hasta  de  18  meses  sin  pérdida 
apreciable  de  potencia.  Merck  & Co., 

Inc.  la  suministra  en  convenientes  {ras- 
ijuitos  esterilizados  de  diez  dosis  de  1 cj:,. 

^300.000  unidades) . 


damente  90%  de  los  pacientes  en  cama.  En  la  mayoría 
de  éstos  se  mantienen  hasta  96  horas.  Sólo  en  los  casos 
más  graves  se  necesita  inyecciones  frecuentes. 

La  próxima  vez  que  emplee  penicilina,  tenga  en  cuenta 
las  ventajas  que  le  ofrece  este  tipo  superior  de  penicilina 
de  Merck  & Co.,  Inc.; 

• Liberación  gradual  — acción  eficaz  y prolongada 
— inyeccioties  frecuentes  generalmente  innecesarias 

• Prácticamente  no  irritante 

• Bien  tolerada 

• No  requiere  refrigeracióir 


Pida  los  últimos  impresos  descriptivos 

MERCK  (NORTH  AMERICA)  INC. 

Aveoue  oí  the  Aníericas,  New  York  13,  N.  U.  S.  A. 


SUBSIDIARIA  DE 
EXPORTACION  DE 
MERCK  A CO.,  I^í'. 

f'ahrícanti-s  <if 
Productor 

Rahway,  N.  J.,  U.  >.  .-V, 
SUCESORES  1)K  P W.  R EXINíRP  COIU»OR\riO\ 


istribuidores:  CESAR  CASTILLO,  INC., 
Calle  Tetuán  155,  San  Juan,  P.  R. 


INSTRUMENTOS 
OPTICOS 
BAUSCH  & LOMB 


La  Lámpara  de  Hendidura  de  Poser 


I ^ISEÑADA  por  B & L,  la  Lámpara  de 
Hendidura  de  Poser  para  el  diagnós- 
tico diferencial  en  la  patología  del  ojo, 
presenta  muchas  ventajas  en  biomicros- 
conia.  La  iluminación  brillante  del  tipo 
Koeppe  lleva  una  hendidura  ajustable. 
Un  microscopio  gran  angular  y binocular 
de  16x  permite  abarcar  toda  la  córnea. 
Oculares  con  puntos  ópticos  largos  fa- 
cilitan el  examen  rápido  del  campo  an- 
cho. Ambos  brazos  rotan  alrededor  del 


ojo  del  paciente  como  centro.  Es,  pues, 
una^  lámpara  indispensable  para  el  of- 
talmólogo. 

H,  V.  CROSCH  CO. 

Calle  Comercio  402 
San  .Juan,  Puerto  Rico 

BAUSCH  & LOMB 

Optica!  Co.  - Rochester.  N.  Y.,  E.  U.  A 
Fundada  en  1H.S3 


¡Ahora,  En  un  Alimento— Toda  la 
Nutrición  que  Los  Niños  Necesitan ! 


Un  Alimento  Con  Toda  la  Nutrición  Ne- 
cesaria . . . Bíolac  es  leche  modificada,  ajus- 
tada científicamente  para  proporcionar  en  un 
solo  alimento  infantil,  las  ventajas  nutriciona- 
Ics  y digestivas  de  la  leche  humana.  Bíolac  pro- 
porciona los  componentes  alimenticios  esen- 
ciales, equilibrados  correctamente  para  un 
desarrollo  saludable  y normal. 

1.  Bíolac  contiene  proteínas  concentra- 
das. Bíolac  asegura  el  aumento  proteínico 
requerido  durante  la  infancia,  porque  com- 
pensa las  deficiencias  biológicas  de  la  leche 
de  vaca. 

2-  Bíolac  contiene  grasa  en  cantidades 
adecuadas.  El  contenido  de  grasa  en 
Bíolac  ha  sido  ajustado  de  modo  que  con- 
venga al  niño.  Los  glóbulos  de  grasa  son 
homogeneizados  para  satisfacer  los  requi- 
sitos nutricionales  sin  exceder  la  capacidad 
digestiva  del  sistema  digestivo  del  niño. 

Bíolac  contiene  lactosa  adicional.  Para 
aumentar  el  contenido  de  carbohidrato,  se 
le  agrega  lactosa  adicional  (azúcar  natural 
de  la  leche  de  pecho).  La  lactosa  ayuda  al 
niño  a desarrollar  un  sistema  digestivo  nor- 
mal, c influye  favorablemente  a la  utiliza- 
ción correcta  del  calcio. 


4.  Bíolac  es  enriquecido  en  vitamina  y 
hierro.  Las  Vitaminas  A,  Bi,  D y hierro 
se  han  agregado  en  cantidades  iguales  o que 
superan  los  requisitos  establecidos.  Bíolac 
contiene  Vitamina  B2,  calcio  y fósforo  en 
cantidades  suficientes  para  satisfacer  las 
necesidades  del  niño.  La  Vitamina  C debe 
ser  introducida  según  el  desarrollo  del  niño. 

5.  Bíolac  es  fácil  de  recetar.  Porque  Bíolac 
contiene  hierro,  vitaminas  y carbohidratos 
adicionales,  porque  está  ajustado  para  satis- 
facer los  requisitos  di'^estivos  y nutriciona- 
les del  niño.  Agregándole  Vitamina  C a su 
debido  tiempo,  Bíolac  proporciona  todos 
los  elementos  esenciales  para  asegurar  una 
dieta  equilibrada  que  supla  los  requisitos 
establecidos. 

6.  Bíolac  es  fácil  de  preparar.  ] Mezcle 

Bíolac  con  agua  acabada  de  hervir — eso  es 
todo!  Una  fórmula  completa  para  todo  el 
día  se  prepara  rápida  y fácilmente,  sin  me- 
didas complicadas. 

THE  BORDEN  COMPANY 

350  Madison  Avenue,  New  York  City 
Bíolac  es  excelente  leche  de  vaco,  modi.^cado.  Méz- 
clela con  aguo  pura  y obtendrá  uno  alimentacioa 
infantil  equilibrada. 


Distribuidores  para  Puerto  Rico: 

FELIX  A.  RODRIGUEZ 
Sa  erado  Corazón  602  - Santurce,  P.  R. 
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OTIOMS 

ravenous 


IIECTAB^® 

\n1;ramuscu^ 
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PYRIBEXIN 


(Pyridoxine  HCI  Thiamine  Chloride) 
Each  1 cc  contains: 

Vitamin  Bl  50  mg 

Vitamin  B6 50  mg 

VIALS  OF  10  ee 


IROBLEX 


for  use  in  hypochromic  and 
tritional  anemias 


(Iron  - Liver  - B Complex) 
Each  cc  contains: 

Thiamine  HCl  (Pi)  10 

Riboflavin  (B2)  

Pyridoxine  HCl  (B6) 

NICOTINAMIDE  5 

IRON  CACODYLATE  1 

LIVER  (10  U.S.P.  UNITS 

PER  CC)  

Phenol  (As  preservative)  0-5' 

VIALS  OF  10  cc 


NION  CORPORATION  los  angeles  38,  cal 

JOAQUIN  BELENDEZ  SOLA, 

P O BOX  1188,  SAN  JUAN,  PUERTO  RICO 


' ' /i 
y >'< 


Improved 

Formula 


effective 
local  measure 

Arthralgen^-^-  quickly  relieves  joint  and  muscle  pain. 
Rapidly  absorbed  through  the  skin,  its  analgetic-vasodilator 
action  produces  a sensation  of  deep  warmth  and 
relaxation  lasting  several  hours. 

Arthralgen  combats  the  localized  circulatory  deficiencies 
and  relieves  pain  in  arthralgia,  myalgia,  neuralgia,  sprains, 
lumbago,  fibrositis,  synovitis  and  bursitis.  It  facilitates  the 
management  of  chronic  arthritis,  especially  in  the  interval 
between  initiation  of  systemic  therapy  with  Ertron®,  Steroid 

Distributors:  Pelegrina  & Llorens,  P.  O.  Box  3631  San  Juan 


AIRfYlHWALGErV 

ARTHRAlGESlC  UNGUENT 


^ ' "ir 


ARTHRALGEN 

ARTHRALGESIC  UNGUENT 

in  rheumatic  and 
allied  disorders 


Complex,  Whittier  and  the  appearance  of  Ertron’s 
full  anti-arthritic  and  arthrokinetic  effect. 

ARTHRALGEN  — Arthralgesic  Unguent  — contains 
0.25%  niethacholine  chloride,  1 % thymol,  1 0% 
menthol  and  1 5%  methyl  salicylate  in  a super- 
absorbable,  washable  ointment  base. 

Supplied  in  1 -ounce  collapsible  tubes. 


DIVISION  NUTRITION  RESEARCH  LABORATORIES 
4210  PETERSON  AVENUE 
CHICAGO  30,  ILLINOIS,  U.S.A. 





Flesh-tinted  with  inert  color- 
ing. Supplied  in  l-oz,  and 
2-oz.  tubes. 


Distribuidores:  FRANCISCO  N.  CASTAGNET 
San  Juan,  Puerto  Rico 


C R E 

Analgesic  Calami 

Cremacal  provides  cooling,  analgesic 
relief  from  pain,  burning  and  pruritus. 
Its  greaseless,  water-miscible  base 
dries  promptly  to  form  a protective 
coating  over  the  irritated  area. 


Formula: 

Calamine 10% 

Glycerine 5% 

Benzocaine \% 

Phenol 0.5% 

Menthol 0.25% 


Special  water-miscible  base q.s. 


NUMOTIZINE,  Inc. 

900  N.  Franklin  St.,  Chicago  10,  III. 
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Al  suplementar  la  dieta  infantil  corriente  con 
vitamina  B se  podrá  notar  un  aumento  de  peso  rápido  e 
inmediato,  reduciéndose  a veces  la  anorexia,  irritabilidad, 
espasticidad  y los  trastornos  digestivos. 

Cinco  gotas  diarias  de  Líquido  Multi-beta  White’s, 
como  suplemento  a la  dieta  infantil  corriente,  propor- 
cionan los  factores  vitamínicos  B en  cantidad  proporcio- 
nada a la  insuficiencia  media  en  dicha  dieta. 

Es  agradable  y fácil  de  tomar,  miscible  en  mezclas 
lácteas,  jugo  de  naranja  y otros  líquidos  y en  alimentos 
blandos.  Se  puede  tomar  directamente  del  cueiltagotas. 
Notablemente  estable. 


Líquido 


Multi-beta 

-para  corregir  insuficiencias  en 


la  dieta  infantil 


1 M.F.Gaynor  y R.H.Dennet  en  Journal 
of  Pediatrics,  Abril  1934 

2 B.R.Hoobler  en  Journal  of  American 
Medical  Association,  Feb.  26,  1931 

3 M.  V.  Poole,  B.  M.  Hamil,  T.  B.Gooley 
e I.  G.  Macy  en  American  Journal  of 
Disease  in  Children,  Oct.  1937 


White  Laboratories,  Inc.,  Newark  7,  N.  J.,  E.U.A.  • Fabricantes  de  Productos  Farmacéuticos 
Distribuidores;  FRANCISCO  N.  CASTAGNET 
San  Juan,  Puerto  Rico 


middle  age  a ^^sense  of  well-being 


A gratifying  "sense  of  well-being'" 
is  the  experience  most  often  reported  to  clinical  inves- 
tigators by  menopausal  patients  receiving 
"Premarin."  This  is  the  "plus'"  usually  afforded 
[jy  this  noluroHy  occurring,  orally  active  estrogen. 

riexibllity  of  dosage  for  adaptation  of  oral  estrogenic 
therapy  to  the  particular  needs  of  the  patient  is  possible 
with  the  three  potencies  of  "Preman'n/' 

tablets  are  avaHable  in  2.5  mg.,  1.25  mg.  and  0.625  mg.; 
also  liquid  containing  0.625  mg.  in  each  4 cc.  (1  teaspoonful). 

While  sodium  estrone  sulfate  is  the  principal  estrogen  in 
'"Premarin/'  other  equine  estrogens ...  estradiol, 
equilin,  equilenin,  hippuTm . . .are  probably 
also  present  in  varying  amounts  as 
water  soluble  conjugates. 


Ayerst,  McKenna  & Harrison 
IJmitefl 


? East  40th  St.,  New  York  16,  N.  Y. 


Distribuidores:  F,  PONT  FLORES 
San  Juan,  P.  R. 


Señor  Doctor,  ¿Dónde  ya  ha  visto 
usted  estas  76  palabras? 

“INGREDIENTES:  Combinación  de  leche  entera,  secada  al  vacío, 
modiñcada  con  enzimas  de  la  malta,  dextrosa,  azúcar,  ex- 
tracto de  cebada  malteada  y harina  de  trigo  entero,  cacao  y 
sal.  El  contenido  natural  de  vitaminas  y minerales  ha  sido 
reforzado  por  la  adición  de  Vitamina  A (extracto  de  aceite 
de  hígado  de  pescado).  Vitaminas  Bi  (Clorhidrato  de  Tia- 
mina),  B2(G)  (Riboflavina),  D2  (Ergosterol  irradiado),  y 
P-P  (Niacinamida),  Fosfato  de  Calcio,  Pirofosfato  de 
Hierro,  sabor  artiflcial  (vainillina)  y Vainilla.” 


Estas  76  palabras  aparecen  en  la  etiqueta  de  ingredientes  en  cada  lata  de 
Hemo  Borden’s— y que  aseguran  a usted  la  buena  calidad  nutritiva  de  esta 
bebida  alimenticia,  fortificada  con  vitaminas  y minerales. 


iro  y fácil  el  coníenide  yif^mSnlep' 
fof  necesidctdoi  mínirnás  <',77^'’.’  ' 


HEMO  COMPARADO  CON  LAS  NECESIDADES 
MINIMAS  DIARIAS  DEL  ADULTO 


Requerimientos 
Mínimos  Diarios 
de  los  Adultos* 


Vitamina  A 
Vitamina  Bi 
Vitamina  82(6) 
Vitamina  D 
Niacinamida 
Hierro 
Calcio 
Fósforo 


1 Va  onzas  ó 38 
gramos  de  Hemo  en 
polvo  (2  porciones) 


2 porciones  de  Hemo 
en  2 vasos  de  o 8 onzas 
(240  c.c.)  de  leche 


4000  Unid.  Int. 
333  Unid.  Int. 

2 miligramos 

400  Unid.  Int. 

* * 


4000 


333 


400 


10  mgms. 


14.7 


376 


288 


10  miligramos 
750  miligramos 
750  miligramos 

*Según  han  tide  ariablaeidos  por  el  Administrador  Federal  de  Seguri- 
dad bajo  la  autoridad  de  la  Ley  Federal  de  Alimentos  y Drogas  da 
los  Estados  Unidos. 

**Los  requerimientos  mínimos  diarios  del  adulto  aun  no  definitiva- 
mente establecidas. 


Hemo  "Bordens 


ELABORADO  POR  LOS  FABRICANTES  DE  KLIM 


Envasado  en 
latas  de  I libra 
6 453  gramos 
(24  porciones) 


4900 


400 


4 0 


10.3  mgms. 


15.7 


950 


750 


Hecho  por  THE  BORDEN  COMPANY,  NEW  YORK,  N.  Y.,  E.  U.  A. 


Distribuidores  para  Puerto  Rico; 

PLAZA  PROVISION  COMPANY,  Fortaleza  104,  San  .luán,  P.  R. 


Regardless  of  the  many  other  considerations  involved, 
- only  a well-nourished  baby  can  be  a happy  baby.  To  this 
end,  Libby’s  Baby  Foods  can  contribute  considerably.  Homo- 
genized by  an  exclusive  process,  Libby’s  are  modified  so  that 
cellulose  cell  capsules  are  ruptured  and  nutrients  are  dis- 
persed homogeneously  through  the  food  mass. 

Nutrient  availability  is  enhanced  and  texture  is  changed 
to  such  satin-smoothness  that  Libby’s  Baby  Foods  have 
been  fed  as  early  as  the  sixth  week  of  life.  Thus  the  infant 
is  provided  with  tlie  many  valuable  nutrients  contained  in 
the  Avide  variety  of  infant  foods  made  available  by  Libby. 

Beets  • Carrots « Green  Beans  • Peas  • Spinach  • Squasii  • Vegetable  Soup  • Mixed 
Vegetables  • Garden  Vegetables  • Liver  Soup  • Vegetables  with  Bacon  • Vegetables 
with  Beel  and  Barley  • Vegetables  with  Lamb  • Apples  and  Apricots  • Apples  and 
Prunes  • Apple  Sauce  • Apricot-Farina  • Peaches  • Peaches-Pears-Apricots  • Pears 
and  Pineapple  • Prunes  ¡with  Pineapple  Juice  and  Lemon  Juice)  • Custard  Pudding 


Libby,  MVNeill  & Libby 


Chicago 


9,  Illinois 


:3r* 
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VfTAMlHOTEHAPIA  ESPECIFICA 


r^POR  VIA  ÍNYECTA8LE  CON 


Potente  fórmula  a base  del  Complejo  Vitamínico  B 
y Acido  Ascórbicó  en  forma  deshidratada  por  el 
método  exclusivo  de  Üofílnadóñ,  lo  que  asegura*  ía  , 
estabilidad  perfecta  de.  dichos  elementos  con  re- 
tención írrtegra  dé  su  efectividad  terapéutica. 

Posología:  Una  vócula  de  LYO  B-C  por  vía  intra*- 
muscular  o endovenosa. 


R 


p.  "tYO  B-C' 


SHARP  &OOHME  • 


Vócula  de  5 cc.,  con  un  frasquito  de  agua  destilada, 

PHiLADELPHiA  1,  PA.,  E.  U.  A. 


'■'¿wv'j 
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CARNATION  ADVISES  PARENTS^ 


ff 


ASK  YOUR  DOCTOR 
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WHEN  A BABY  IS  BORN  it  is  natural— but  unfortunate— 
that  friends  and  relatives  want  to  be  so  "helpful!’  It 
becomes  a matter  for  concern  when  these  well-meaning 
friends  attempt  to  make  decisions  which  should  be 
made  only  by  the  doctor. 

Carnation  believes  that  the  problem  of  infant  feeding 
is  one  which  demands  the  informed  opinion  of  the 
doctor.  And  so  Carnation  has  always  said  "Ask  Your 
Doctor!  ” 

Month  after  month,  year  after  year,  Carnation  repeats 
this  advice  in  magazines  and  newspapers,  through 
radio  and  all  other  forms  of  advertising.  In  the  average 
month  Carnation  advertising  says  "Ask  Your  Doctor” 
38  million  times. 

The  encouraging  results  from  this  consistent  educa- 
tional program: 


HOW  CARNATION  PROTECTS  THE 
DOCTOR’S  RECOMMENDATION: 

You  can  prescribe  Carnation  Evap- 
orated Milk  by  name  with  complete 
confidence.  It  is  the  finest  of  rich 
milk  from  the  country.  Nothing 
taken  away  but  water.  Nothing 
added  but  Vitamin  D.  Every  drop 
is  processed  with  "prescription 
accuracy”  in  Carnation’s  plants. 
It  is  always  the  same,  safe  source  of 
dependable  nutrition  for  infants. 


8 OUT  OF  10  MOTHERS  USING  CARNATION 
REPORT  THAT  IT  WAS  RECOMMENDED  BY 
THEIR  DOCTOR  OR  HOSPITAL 


The  Milk  Every  Doctor  Knows 


Model  N15MLH 

INTRODUCING  COMPLETELY  NEW  SPENCER  MICROSCOPES 
FOR  THE  MODERN  LABORATORY 


A LL  the  knowledge  and  experience  of  over  a 
hundred  years  has  gone  into  developing  the 
latest  Spencer  Laboratory  Microscopes.  For  stud- 
ents, technicians,  laboratory  and  research  work- 
ers, they  offer  the  latest  in  design  and  conveni- 
ence. Spencer  Microscopes  are  world-famous.  They 
incorporate  time-tested  features,  in  addition  to 
many  new  refinements.  All  of  these  new  micros- 
copes have  been  subjected  to  exhaustive  tests  on 
pilot  models — many,  for  over  five  years  prior  to 
their  introduction.  Aluminum,  used  in  construct- 
ion of  the  ai'm  and  body,  reduces  weight  by  1/3 — 
a definite  boon  to  those  who  must  carry  micros- 
copes from  one  place  to  another.  The  microscope 
stands  have  been  tested  and  found  to  be  stronger 
than  and  twice  as  rigid  as  previous  models.  The 


inclination  joint,  after  two  million  reciprocating 
motions,  has  shown  no  measurable  wear.  The  re- 
design micrometer-screw  fine  a.djustment  now  has 
ball-bearing  slideways.  It  is  responsive  to  the 
lightest  touch.  Under  test  it  showed  less  than 
.2  micron  backlash  after  three  million  revolutions 
— an  estimated  normal  20  yea-rs’  wear.  The  latest 
Spencer  Laboratory  Microscopes  are  ready  to  serve 
you  and  to  carry  on  the  tradition  established  by 
earlier  models — dependability,  long  wear,  custo- 
mer satisfaction. 

Model  illustrated  above  N15MLH  with  inclined 
binocular  body  and  No.  700  Microscope  Illumi- 
nator. 


PUERTO  RICO  OPTICAL  COMPANY 

San  Juan,  P.  R. 

Agentes  Exclusivos  de 

AMERICAN  OPTICAL  COMPANY 
Southbridge,  Mass. 


PENICILLIN  DISPOLATOR 

^Squibb  penicillin  powder  inhaler  (^disposable) 


FOR  PENICILLIN  POWDER  INHALATION  THERAPY 


DISPOSABLE  After  treatment,  the  patient  throws 

it  away. 


Squibb 


manufacturing  chemists  to  the  medical  profession  since  1858 


EASY  TO  USE 


The  Dispolator  is  a complete  thera- 
peutic unit.  The  patient  has  no 
assembly  problems. 


EFFECTIVE 


Can  he  inhaled  through  mouth  or 
nostril.  Maximum  eoueentration  of 
penicillin  per  unit  area.  Slower 
absorption  for  longer  topical  action. 


Each  Penicillin  Dispo- 
lator contains  lOO.dOO 
unitsofniicro-pulvcrizcil 
penicillin  G sodium  . . . 
the  penicillin  dosage 
used  by  most  clinicians 
as  a single  treatment. 
Boxes  of  3. 

^moctual  sizp 


ECONOMiCAL  Nothing  else  to  buy. 


Intensive  detailing,  journal  and  mail  promotion  are  establishing  the  Penicillin 
DISPOLATOR  in  this  neiv  market.  Stock  to  meet  heavy  prescription  demands. 


pi  dominio  de  las  anemias  macrocíticas  e hipocrómicás 


M^RC^  ÜE  CAPSEEAS^ 


Las  brillantes  investigaciones  que  condu- 
jeron al  aislamiento  y.  la  síntesis  del  ácido^ 
í’ólico  por  el  cuerpo  'científico  Lederle-Cyana- 
mid)  han  hecho  posible  la  elaboración  de 
un  grupo  de  productos  destinados  al  trata- 
miento de  todas  las  formas  comunes  de 
anemia.  Estos  productos  son: 

FOLVRON  Lederle  (Cápsulas  de  Acido 
Fólico  y Hierro)—- para  el  tratamiento  de  las 
anemias  macrocíticas  e hipocrómica.s,  pero 
especialmente  para  las  hipoférricas. 

Cada  cápsula  contiene  1,7  mg.  de  Acido 
Fólico  y 0, 1 94  gra.  de  sulfato  ferroso  anhidro. 

FOLVITE  Lederle  (Tabletas  y Solución  Pa- 
renteral de  Acido  Fólico)— para  el  trata- 
miento de  la  anemia  macrocííica._ 

Tabletas  a 5 mg,  y 20  mg,  de  FOLVITE. 
Solución  a 15  mg.  de  FOLVITE  por  cc. 

FOLVITE  (Acido  Fólico)  con  EXTRACTO 
HEPATICO  Lederle  para  el  tratamiento  de 
casos  rebeldes  de  anemia  macrocítica  espe- 
cialmente la  forma  perniciosa. 

Concentraciones:  15  U.  por  cc.  de  Extracto 
Hepático  y 5 mg.  de  Aci- 
do Fólico  FOLVITE. 

1 U.  por  cc.  de  Extracto 

f Hepático  Crudo  y 1 mg.  de 

Acido  Fólico  FOLVITE. 

2 U.  por  cc.  de  Extracto 
Hepático  Crudo  y 2 mg.  de 
Acido  Fólico  FOLVITE. 


LEDERLE  LABORATORIES  DIVISION 


American  Cyanamid  Company  • 30  Rockefeller  Plaza 


New  York  20,  N.  Y. 


ENJOYING  LIFE  AGAIN 

The  feeling  of  well-being  experienced  by  the  menopausal  woman  treated  with 
Cyrestrone  is  probably  the  most  gratifying  effect  of  this  natural  estrogen 
preparation.  Cyrestrone  rapidly  alleviates  depression,  irritability,  dizziness,  hot 
flashes  and  other  disturbances  of  the  menopausal  syndrome. 

CYRESTRONE 

Natural  Estrogens  in  Crystalline  Form 

10,000  and  20,000  I.U./cc.  for  intramuscular  use,  in  ampuls  of  1 cc.,  vials  of  10  cc.  and  30  cc. 


cyrestrone,  trademark  reg.  The  businesses  formerly  conducted  by  Winthrop  Chemicol  Compony,  Inc. 

U.  S.  Pat.  Off.  ond  Conodo  ond  Frederick  Stearns  & Compony  ore  now  owned  by  Winthrop-Steorns  Inc. 

PROFESSIONAL  BUILDING  - Ave.  de  Dieso  30S 
Sant  urce,  P.  R. 
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EL  ACIDO  PARA-AMINOSALICILICO  (PAS)  EN  EL 
TRATAMIENTO  DE  LA  TUBERCULOSIS 

J.  RODRIGUEZ  PASTOR,  M.D.* 

Santurce,  P.  R. 


El  ácido  para-aminosalicílico  (PAS)  vie- 
ne usándose  en  la  Clínica  Antillas  desde 
marzo  de  1949.  En  nuestra  práctica  parti- 
cular lo  hemos  usado  en  treinta  y dos  casos 
de  tuberculosis  pulmonar.  No  podemos  dar 
informes  definitivos  sobre  los  efectos  de 
esta  droga  en  los  enfermos  tratados,  de- 
bido al  período  relativamente  corto  de  la 
observación.  El  propósito  de  este  trabajo 
es  explicar  los  efectos  inmediatos  de  la 
droga,  las  reacciones  a que  ha  dado  lugar 
las  dosis  usadas  y el  modo  como  la  hemos 
venido  administrando. 

El  Dr.  Femando  L.  Buxeda,  Director 
de  la  Clínica  Antillas,  ha  conseguido  la 
droga  pidiéndola  directamente  a la  casa 
"The  Panray  Corporation”,  de  New  York, 
la  cual  la  expende  últimamente  con  el  nom- 
bre de  parasal.  Al  terminarse  este  trabajo 
no  se  había  autorizado  todavía  la  venta  de 
este  producto  al  público. 

El  ácido  para-aminosalicílico  ha  venido 
hasta  ahora  en  tabletas  y en  polvo.  Ulti- 
mamente está  viniendo  también  en  forma 
de  gránulos  y tabletas  efervescentes,  así 
como  en  soluciones  para  uso  intravenoso 
y local,  y en  forma  de  ungüento.  Las  table- 


*  De  la  Clínica  Antillas,  Rio  Piedras,  P.  R. 


tas  son  de  cincuenta  centigramos,  y se  es- 
tán fabricando  con  capa  entérica,  lo  cual 
las  hace  menos  irritantes  al  estómago.  El 
polvo  es  de  color  blanco  grisáceo,  se  di- 
suelve en  agua  con  alguna  dificultad  y 
tiene  un  sabor  ligeramente  agrio  y salado. 

El  efecto  bacteriostático  del  ácido  pa- 
ra-aminosalicílico en  el  bacilo  de  la  tuber- 
culosis fué  descubierto  originalmente  en 
1946,  por  Lehmann,^  quien  sugirió  su  uso 
en  la  tuberculosis  humana.  Este  hallazgo 
fué  corroborado  posteriormente  por  You- 
mans,  así  como  por  Feldman  y otros  de  la 
Clínica  Mayo.^  En  los  últimos  dos  años 
la  droga  ha  sido  objeto  de  investigaciones 
clínicas  en  varias  partes  de  los  Estados 
Unidos,  bajo  los  auspicios  de  la  Adminis- 
tración de  Veteranos^  y por  investigadores 
particulares,^  y en  Europa  ha  sido  usada 
en  Suecia,®  Suiza,  Inglaterra  y otros  sitios. 

Bloch,  Vennesland  y sus  colaborado- 
res® hallaron  que  la  combinación  de  la  es- 
treptomicina con  ácido  para-aminosalicíli- 
co es  más  efectiva  en  la  tuberculosis  ex- 
perimental del  cobayo,  que  la  estreptomi- 
cina sola.  También  el  PAS  actúa  mejor 
cuando  se  le  combina  con  la  estreptomici- 
na. Otros  investigadores  han  hallado  que 
el  ácido  para-aminosalicílico  es  efectivo  en 
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aquellas  cepas  del  bacilo  de  la  tuberculo- 
sis que  se  han  hecho  resistentes  a la  es- 
treptomicina, y se  cree  que  la  combinación 
de  ambas  drogas  retarda  el  desarrollo  de 
la  resistencia  que  hacia  la  estreptomicina 
suelen  manifestar  los  bacilos  de  la  tuber- 
culosis después  de  haber  estado  sujetos 
por  algún  tiempo  a la  acción  de  esta  dro- 
ga. Estas  observaciones  han  despertado  un 
gran  interés  en  el  PAS,  y ofrecen  espe- 
ranzas de  que  este  nuevo  producto  pueda 
ser  de  mucha  utilidad  en  el  tratamiento 
de  la  tuberculosis  humana.  Experimentos 
recientes  en  animales,  sin  embargo,  de- 
muestran que  los  bacilos  de  la  tuberculo- 
sis pueden  hacerse  resistentes  al  PAS,  al 
igual  que  a la  estreptomicina.'^'  ^ 

Hasta  hace  poco  el  PAS  se  había  usado 
sólo  por  la  vía  oral  y para  pleuresías  pu- 
rulentas por  vía  intrapleural;  pero  Bar- 
clay,® de  Chicago,  ha  informado  reciente- 
mente haberlo  usado  por  la  vía  intraveno- 
sa, combinándolo  con  carbonato  de  soda, 
en  concentraciones  de  22  a 33  gramos  de 
PAS  en  un  litro  de  agua  estéril.  Ha  inyec- 
tado hasta  500  cc.  de  esta  solución  en  las 
venas  diariamente  por  espacio  de  seis  se- 
manas, sin  resultados  adversos;  y Salvi,^® 
de  Inglaterra,  lo  ha  usado  en  inhalacio- 
nes, en  forma  de  aerosol. 

Las  dosis  de  ácido  para-aminosalicílico 
que  usualmente  se  recomiendan  son  de  8 
a 15  gramos  diarios  por  la  vía  oral,  di- 
vididos en  tres  o cuatro  dosis.  Algunos 
usan  hasta  20  gramos  diarios,  y hay  quien 
cree  que  debe  administrarse  hasta  el  lími- 
te máximo  de  tolerancia.  En  Europa  lo 
han  usado  en  dosis  de  10  a 20  gramos,  en 
semanas  alternadas.  La  dosis  diaria  usa- 
da por  nosotros  ha  fluctuado  entre  ocho 
y doce  gramos,  con  excepción  de  algún  ca- 
so en  que  nos  hemos  visto  obligados  a usar 
dosis  muy  pequeñas.  Los  síntomas  de  in- 
tolerancia consisten  de  náuseas  y vómitos, 
diarreas,  dolores  abdominales  y pérdida 


del  apetito.  Es  necesario  tener  en  cuenta 
que  los  trastornos  gastrointestinales  pue- 
den ser  graves,  e interferir  seriamente 
con  la  nutrición  del  enfermo.  Algunos  no 
pueden  alimentarse  y pierden  peso  rápida- 
mente cuando  no  toleran  bien  el  PAS.  Es 
preferible  en  estos  casos  desistir  por  com- 
pleto de  esta  medicación. 

Con  el  uso  de  las  tabletas  de  capa  en- 
térica, los  síntomas  de  irritación  gastro- 
intestinal han  sido  menos  frecuentes.  El 
polvo  disuelto  en  agua  parece  ser  mejor 
tolerado  que  las  tabletas.  La  dosis  que 
usamos,  para  empezar,  es  de  dos  tabletas 
o un  gramo  del  polvo  en  agua  después  del 
desayuno,  el  almuerzo  y la  comida  y por  la 
noche.  Recomendamos  que  la  dosis  de  la 
noche  venga  precedida  de  algún  alimento, 
como  un  vaso  de  leche,  galletas,  etc.  Au- 
mentamos la  dosis  rápidamente  hasta  lle- 
gar a dos  o tres  gramos  cuatro  veces  al 
día,  si  no  se  presentan  síntomas  de  intole- 
rancia. 

Estamos  usando  el  PAS  en  combina- 
ción con  la  estreptomicina,  en  todos  aque- 
llos casos  exudativos  en  que  esta  última 
droga  tiene  su  mejor  indicación,  y en  com- 
binación con  la  colapsoterapia  en  los  casos 
fibrocaseosos  en  que  por  alguna  razón 
está  contraindicada  la  estreptomicina,  es- 
pecialmente cuando  se  ha  usado  esta 
droga  anteriormente  en  cantidades  consi- 
derables y hay  indicios  de  que  los  gérme- 
nes se  hayan  vuelto  resistentes  a la  mis- 
ma. En  los  casos  en  que  el  paciente  ha  to- 
lerado bien  la  droga,  la  hemos  usado  por 
períodos  de  tres  a cuatro  meses.  Hasta  la 
fecha  no  hemos  notado  cambios  notables 
en  los  contajes  de  sangre  o en  los  análisis 
de  orina,  durante  esta  medicación.  Tam- 
poco se  han  quejado  los  pacientes  de  otras 
reacciones  que  no  sean  los  síntomas  de 
irritación  gastrointestinal  ya  anotados. 

No  podemos  dar  informes  definitivos 
de  los  resultados  obtenidos  con  esta  medí- 
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cación  en  los  casos  tratados  por  nosotros, 
excepto  para  hacer  notar  que  en  algunos 
de  ellos  no  se  obtuvo  mejoría  apreciable, 
y que  en  los  casos  en  que  hubo  considera- 
ble mejoría  (con  excepción  de  dos)  el  tra- 
tamiento con  PAS  se  combinó  con  otras 
medidas  terapéuticas. 

El  primer  caso  en  que  usamos  el  PAS 
fué  una  paciente  con  lesiones  muy  avan- 
zadas. Con  una  dosis  de  sólo  6 gramos  al 
día  (tres  tabletas  de  50  centigramos  des- 
pués de  cada  comida  y por  la  noche)  se 
manifestó  una  reacción  violenta  en  forma 
de  vómitos,  haciéndose  necesario  suspen- 
der la  medicación  al  tercer  día.  Después 
de  esto  hemos  tenido  que  suspender  la  dro- 
ga en  cinco  pacientes,  a causa  de  trastor- 
nos gastrointestinales  persistentes,  casi 
siempre  deposiciones  blandas  y pérdida  del 
apetito,  y en  un  caso  náuseas  y vómitos. 
Por  lo  regular  los  síntomas  de  intoleran- 
cia no  se  han  presentado  hasta  después  de 
usar  8 gramos  o más  diariamente  duran- 
te una  o dos  semanas.  En  otros  enfermos 
estos  síntomas  de  intolerancia  se  han  pre- 
sentado en  forma  leve,  y han  permitido 
continuar  la  medicación  después  de  reba- 
jar la  dosis  por  algunos  días.  Dos  pacien- 
tes que  no  pudieron  tolerar  la  medicina  en 
tabletas,  la  han  tolerado  en  forma  de  pol- 
vo, diluido  en  pequeñas  cantidades  de 
agua.  Otro  paciente  que  había  tolerado 
bien  las  tabletas,  padecía  de  vómitos  cada 
vez  que  trataba  de  tomar  la  medicina  en 
polvo. 

En  los  pacientes  que  se  benefician  del 
tratamiento  se  notan,  después  de  las  pri- 
meras semanas,  disminución  en  la  tos  y 
la  expectoración,  y aumento  de  peso.  En 
una  enferma  con  tuberculosis  bronquial, 
sin  otro  tratamiento  que  el  PAS,  desapare- 
ció un  ronquido  en  el  pecho  de  más  de  un 
año  de  duración,  que  no  había  cedido  an- 
teriormente con  la  estreptomicina. 

En  un  caso  de  empiema  mixto  de  dos 


años  de  duración,  consecutivo  a un  neu- 
motórax  artificial,  el  derrame  desapareció 
y se  expandió  el  pulmón  colapsado,  con  un 
tratamiento  de  PAS,  8 gramos  diarios  por 
vía  oral,  durante  cuatro  meses. 

En  un  caso  muy  avanzado,  en  que  ha- 
bía cavernas  en  ambos  lados  y la  enfer- 
medad iba  empeorando,  se  obtuvo  conside- 
rable reducción  en  el  tamaño  de  las  caver- 
nas y mejoría  en  los  síntomas  con  un  tra- 
tamiento combinado  de  ácido  para-amino- 
salicílico  y neumoperitoneo.  El  PAS  se  usó 
durante  tres  meses  a dosis  de  8 gramos 
diarios.  Como  el  neumoperitoneo  en  este 
caso  no  vino  acompañado  de  la  interrup- 
ción del  nervio  frénico  que  usualmente  se 
establece  en  uno  de  los  lados  para  facilitar 
el  colapso  pulmonar,  y además  había  ad- 
herencias pleurodiafragmáticas  que  impe- 
dían un  buen  colapso,  es  probable  que  el 
PAS  haya  tenido  más  que  ver  con  la  me- 
joría que  el  neumoperitoneo.  En  un  caso 
muy  parecido  al  anterior,  con  extensa  in- 
filtración bilateral  y numerosas  cavernas, 
se  usó  el  PAS  combinado  con  estreptomi- 
cina, en  adición  al  neumoperitoneo.  Al  ca- 
bo de  un  mes  se  suspendió  la  estreptomi- 
cina y se  siguió  usando  el  PAS,  en  dosis 
de  doce  gramos  diarios,  por  mes  y medio 
más.  Este  régimen  produjo  muy  notable 
reducción  en  el  tamaño  de  las  cavernas, 
haciendo  desaparecer  algunas,  y aclarando 
mucho  la  extensa  infiltración  exudativa. 

En  un  caso  en  que  el  neumotórax  del 
lado  izquierdo  no  era  efectivo  debido  a una 
caverna  en  tensión,  se  suspendió  la  colap- 
soterapia  y se  inició  la  medicación  con  áci- 
do para-aminosalicílico,  a dosis  de  doce 
gramos  diarios  (tres  gramos  cuatro  veces 
al  día).  El  paciente  toleró  perfectamente 
la  medicación.  Los  síntomas  mejoraron 
grandemente  y la  caverna  se  redujo  en  ta- 
maño hasta  el  punto  en  que  apenas  se  veía 
en  la  placa  radiográfica.  Este  resultado, 
desde  luego,  no  puede  atribuirse  exclusi- 
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vamente  a la  droga,  ya  que  es  bien  sabi- 
do que  las  cavernas  en  tensión  tienden  a 
cerrar  en  ciertas  ocasiones  cuando  se  sus- 
pende el  tratamiento  de  neumotórax. 

En  un  caso  de  tuberculosis  pulmonar 
complicado  con  extensas  lesiones  bron- 
quiales confirmadas  por  broncoscopía,  en 
quien  la  infiltración  de  la  parte  superior 
del  pulmón  izquierdo  aclaró  bastante  con 
el  tratamiento  de  la  estreptomicina,  pero 
el  esputo  siguió  siendo  positivo  y los  sín- 
tomas de  la  complicación  bronquial  persis- 
tieron, el  uso  del  PAS  a dosis  de  8 gramos 
diarios  durante  cuatro  meses  vino  acom- 
pañado de  una  mejoría  notable  en  la  con- 
dición general  de  la  paciente  y en  la  lesión 
bronquial.  En  un  caso  de  igual  naturaleza 
que  el  anterior  con  lesión  bronquial  igual- 
mente comprobada  por  broncoscopía,  se 
usó  la  estreptomicina  en  dosis  de  un  gra- 
mo por  vía  intramuscular  y medio  gramo 
por  inhalación,  durante  tres  semanas.  Al 
cabo  de  este  tiempo,  un  segundo  examen 
broncoscópico  reveló  que  la  lesión  bron- 
quial tendía  a empeorar,  habiéndose  for- 
mado una  nueva  úlcera  en  el  bronquio 
principal  izquierdo,  debajo  de  la  lesión  ori- 
ginal. El  esputo  seguía  siendo  positivo.  Se 
suspendieron  las  inhalaciones  y continuó 
el  tratamiento  con  estreptomicina,  un  gra- 
mo al  día  por  vía  intramuscular,  y ácido 
para-aminosalicílico,  una  tableta  de  50 
centigramos  tres  veces  al  día.  El  uso  de 
esta  dosis  tan  pequeña  de  PAS  se  debió 
a que  la  paciente  estaba  embarazada  y ve- 
nía padeciendo  de  vómitos.  Al  cabo  de  un 
mes  se  suspendió  la  estreptomicina  y se 
continuó  el  tratamiento  con  PAS,  una  ta- 
bleta de  cincuenta  centigramos  cuatro  ve- 
ces al  día.  Un  mes  después  los  síntomas  de 
la  lesión  bronquial  (tos,  ronquido  en  el  pe- 
cho y fiebre)  habían  desaparecido;  la  con- 
dición general  de  la  paciente  había  mejo- 
rado grandemente  y el  esputo  era  negati- 
vo para  bacilos  de  tuberculosis.  La  lesión 


pulmonar,  localizada  en  la  parte  superior 
del  pulmón  izquierdo,  también  había  acla- 
rado notablemente.  Es  difícil  determinar 
si  las  pequeñas  dosis  de  PAS  usadas  en  es- 
te caso  tuvieron  algo  que  ver  con  la  mejo- 
ría obtenida.  De  cualquier  modo  hemos 
creído  de  interés  relatar  el  caso. 

En  un  enfermo  con  una  caverna  de 
tres  centímetros  en  el  lado  izquierdo  y le- 
siones exudativas  discretas,  pero  extensas, 
en  el  lado  derecho,  un  tratamiento  combi- 
nado de  PAS  con  estreptomicina  durante 
dos  meses  redujo  el  tamaño  de  la  caverna, 
aclaró  por  completo  la  infiltración  del  lado 
derecho  y permitió  recurrir  a la  colapsote- 
rapia  quirúrgica  para  cerrar  la  cavidad. 

Se  ha  informado  el  uso  del  ácido  para- 
aminosalicílico  en  el  empiema  tuberculoso, 
inyectado  en  el  espacio  pleural  en  solucio- 
nes al  10%.  El  Dr.  F.  L.  Buxeda  usó  una 
solución  al  10%  por  vía  intrapleural  en  un 
caso  de  empiema  mixto,  sin  resultados  no- 
tables. Algunos  han  usado  2 c.c.  de  una 
solución  al  20%,  inyectados  diariamente 
en  el  espacio  pleural. 

No  tenemos  experiencia  en  el  uso  del 
PAS  en  la  tuberculosis  del  riñón  ni  en 
otras  formas  extrapulmonares  de  la  en- 
fermedad. 

Siempre  que  sea  posible,  el  PAS  debe 
usarse  conjuntamente  con  la  estreptomi- 
cina, en  aquellos  casos  en  que  esta  droga 
esté  indicada.  (En  nuestros  casos  hemos 
usado  la  dihidroestreptomicina).  Teniendo 
en  cuenta  la  posibilidad  de  que  los  gérme- 
nes se  hagan  resistentes  al  PAS,  éste  no 
debe  usarse  en  casos  que  puedan  respon- 
der fácilmente  a otras  medidas  terapéuti- 
cas, como  la  tuberculosis  tipo  mínimo.  Es 
conveniente  tener  en  cuenta  que,  al  igual 
que  ocurre  con  la  estreptomicina,  podría 
darse  el  caso  de  que  los  gérmenes  de  tu- 
berculosis en  un  paciente  dado  no  sólo  se 
hicieran  resistentes  al  PAS,  sino  que  se 
multiplicaran  con  mayor  facilidad  en  pre- 
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sencia  de  esta  droga.  Ante  tal  posibilidad 
conviene  retirar  este  medicamento  si  des- 
pués ae  uno  o dos  meses  de  prueba  no  se 
advierte  considerable  mejoría.  Finalmen- 
te, el  uso  de  esta  droga  no  debe  en  modo 
alguno  retardar  indebidamente  la  colapso- 
terapia,  en  aquellos  casos  en  que  existe 
una  indicación  clara  para  la  utilización  de 
tan  valioso  recurso.  Huelga  decir  que  no 
hay  justificación  alguna  para  el  uso  de  es- 
ta droga  en  casos  de  sombras  en  la  placa 
radiográfica  del  tórax  cuya  etiología  tu- 
berculosa no  haya  sido  debidamente  com- 
probada mediante  exámenes  clínicos  y de 
laboratorio. 

Es  sumamente  difícil  evaluar  el  efecto 
de  cualquier  medida  terapéutica  en  la  tu  - 
berculosis, en  vista  de  que  el  curso  clínico 
de  esta  enfermedad  está  sujeto  a tantas 
variaciones  espontáneas.  Cuando  se  usa 
más  de  un  procedimiento,  como  cuando  se 
combina  la  quimioterapia  con  la  colapso- 
terapia,  la  evaluación  separada  de  cada 
procedimiento  resulta  aún  más  difícil. 
Desgraciadamente,  en  una  enfermedad 
grave  como  ésta  resulta  duro  para  el  clíni- 
co privar  al  paciente  de  cualquier  trata- 
miento que  pueda  beneficiarlo,  a base  del 
deseo  de  hacer  una  investigación.  La  ma- 
nera ideal  de  averiguar  el  efecto  de  cual- 
quier remedio  nuevo  en  la  tuberculosis  hu- 
mana sería  usarlo  con  exclusión  de  toda 
otra  medida  terapéutica.  En  la  práctica 
esto  no  puede  hacerse  sino  en  contados  ca- 
sos, so  pena  de  exponer  los  pacientes  a 
graves  riesgos. 

A base  de  nuestra  limitada  experien- 
cia, tenemos  la  impresión  de  que  el  ácido 
para-aminosalicílico  usado  por  la  vía  oral 
es  por  lo  menos  tan  eficaz  como  la  estrep- 
tomicina en  la  tuberculosis  bronquial  y en 
el  empiema  tuberculoso.  En  otras  formas 
crónicas  de  la  enfermedad  nuestros  resul- 
tados hasta  la  fecha  son  inciertos.  Es  po- 
sible que  las  dosis  usadas  por  nosotros 


sean  demasiado  pequeñas,  ya  que  en  la 
mayor  parte  de  los  casos  tratados  nos  li- 
mitamos a usar  ocho  gramos  diarios.  Ade- 
más la  gran  mayoría  de  nuestros  casos 
eran  fibrocaseosos,  que  son  precisamente 
los  más  rehacios  a la  quimioterapia.  El 
número  de  casos  tratados,  desde  luego,  es 
demasiado  reducido,  y el  período  de  obser- 
vación demasiado  corto,  para  llegar  a con- 
clusiones definitivas. 
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INTRODUCTION 

Cystadenoma  of  pancreas  is  a suf- 
ficiently rare  tumor  to  justify  case  re- 
ports. The  reader  is  referred  to  the  paper 
of  Benson  and  Gordon^  in  Surgery  1947, 
for  a more  detailed  information  where 
they  make  an  excellent  and  fairly  com- 
plete review  of  the  medical  literature  in 
relation  to  this  tumor.  They  describe  the 
condition  as  a distinct  clinico-pathologic 
entity  “characterized  by  slow  growth, 
absence  of  early  symptoms,  and  later,  de- 
velopment of  a palpable  tumor,  upper  ab- 
dominal pain  and  weight  loss”,  and  patho- 
logically “distinguished  as  a benign,  multi- 
locular,  cystic,  adenomatous  neoplasm 
which  most  often  originates  from  the  tail 
or  body  of  the  pancreas”. 

Benson  and  Gordon  collected  27  cases 
of  cystadenomas  of  the  pancreas  from  the 
medical  literature,  and  with  their  case  re- 
port made  a total  of  28;  and  Shoyei-  en- 
countered 58  cases  of  which  only  29  were 
benign  and  the  remainder  malignant.  It 
is  estimated  that  only  60  cases  have  been 
reported  in  the  medical  literature  inclu- 
ding benign  and  malignant  cystadenomas 
and  other  cystic  tumors  of  the  pancreas 
unclassifiable  into  the  true  cystadenomas 
of  this  organ.  We  are  informing  this  case 
because  of  the  rarity  of  the  condition  and 

* Case  from  City  Hospital,  Rio  Piedras,  P.  R. 

1.  Chief  of  the  Surgical  Service  of  the  Rio  Pie- 
dras City  Hospital. 

2.  Chief  of  Laboratory  Service,  VA  San  Patricio 
Hospital. 


since  it  is  the  first  to  be  reported  in  Puer- 
to Rico, 

CASE  REPORT 

Mrs.  L.  C.,  a white  woman,  aged  48, 
was  first  examined  October  1948.  The 
chief  complaints  were,  abdominal  pain, 
nausea,  belching,  lately  vomiting  after 
meals ; and  a palpable  abdominal  mass. 
Onset  of  symptoms  dated  back  to  10 
months  ago  at  which  time  she  was  six 
months  pregnant  and  symptoms  were  at- 
tributed to  this  condition.  The  mass  noted 
at  the  level  of  the  umbilicus  was  thought 
to  be  a uterine  fibroid.  Patient  had  a nor- 
mal delivery.  Symptoms  partially  disap- 
peared but  the  mass  still  persisted. 

Family  history  was  negative,  past  his- 
tory otherwise  irrelevant.  Physical  exami- 
nation revealed  an  ill  looking,  pale,  ane- 
mic, undernourished  female,  T.  98.6,  P.  88, 
R-14.  The  blood  pressure  was  140/80. 
Heart  and  lungs  were  normal  to  percus- 
sion and  auscultation.  The  abdomen  was 
scaphoid  type  with  soft  and  flabby  mus- 
culature. There  was  an  irregular  soft,  non- 
tender, palpable  mass  at  the  epigastrium 
the  size  of  a grapefruit.  The  mass  was 
fixed  and  extended  toward  the  left  hypo- 
chondrium.  The  liver  was  normal  in  size 
and  the  spleen  was  not  palpable.  Pelvis 
examination  revealed  a cystocele  and  rec- 
tocele. 

The  erythrocytes  numbered  2,900,000; 
leucocytes  76,000,  68%  poly,  32  lympho- 
cytes. Hemoglobin  56%.  Urinalysis  1.002 
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sp.  gravity;  sugar  negative.  Blood  sero- 
logy negative.  Hookworm  ova  were  pre- 
sent in  the  stools.  Blood  sugar  112  mgs/ 
lOOcc.  Blood  amylase  84.2  units.  Gastro- 
intestinal x-rays  studies  revealed  a mark- 
ed upward  displacement  of  the  greater 
curvature  of  the  stomach  without  altera- 
tion of  the  rugal  pattern  and  an  irregular 
spheroidal  mass  extending  to  the  left 
hypochondrium  and  down  to  the  level  of 
the  superior  border  of  the  third  lumbar 
vertebra.  A diagnosis  of  pancreatic  tumor 
was  made  and  the  patient  was  prepared 
for  surgery.  Under  spinal  and  pentothal 
drip  anesthesia  exploratory  laparotomy 
was  performed.  The  abdomen  was  opened 
through  a midline  epigastric  incision.  Pri- 
mary exploration  of  the  liver,  stomach 
duodenum  and  intestine  was  negative.  In 
the  midline  and  extending  toward  the  left 
upper  quadrant  bulging  through  the  gas- 
tro-colic  omentum  was  a large  tumor  mass 
displacing  the  stomach  upward  and  the 
transverse  colon  downward.  The  gastro- 
colic omentum  was  divided  and  the  tumor 
exposed.  The  mass  was  about  the  size  of 
a grapefruit  consisting  of  multiple  grape- 
like nodulations  adherent  to  the  parietal 
peritoneum  and  to  the  splenic  pedicle.  The 
tumor  removed  “in  toto”  measured  18  x 
10  X 6 cm.  and  involved  the  body  and  tail 
of  the  pancreas.  The  defect  in  the  trans- 
verse mesocolon  was  closed.  The  patient 
received  1000  cc.  of  blood  during  the  ope- 
ration. 

The  post-operative  course  was  un- 
eventful and  the  wound  healed  per  pri- 
mum.  Blood  sugar  and  amylase  determi- 
nation were  made  monthly  for  the  first 
three  months  and  all  remained  within 
Í normal  limits.  The  patient  was  last  seen 
! six  months  after  the  operation  enjoying 
' good  health,  had  gained  12  pounds  in 
i weight  and  had  not  developed  any  pan- 
1 creatic  fistula  or  post-operative  diabetes. 

I 

i 


Gross  examination  of  the  pancreatic 
surgical  specimen  revealed  a large  lobu- 
lated  and  encapsulated  tumor  mass  meas- 
uring 18  X 10  X 6 cm.  On  sectioning  the 
newgrowth  was  found  to  be  comprised  of 
three  main  lobules,  the  largest  one  of 
which  measured  10  cm.  in  its  principal 
diameter  and  the  smaller  5 cm.  Its  sec- 
tioned surfaces  were  grayish-white  and 
presented  a multicystic  pattern  inter- 
posed by  thin  bands  of  connective  tissue. 
Thin  tissue  sections  in  the  fixative  for- 
maldehyde solution  exhibited  a delicate 
lace-like  pattern.  The  cystic  structures 
measured  between  1 mm.  and  1 cm.  and 
they  were  filled  with  a thin  clear  or 
brownish  mucinous  liquid.  A firm  gray- 
ish-white partly  calcified  small  cartilagi- 
noid  mass  was  present  toward  the  center 
of  the  largest  lobule. 

Histologically,  the  newgrowth  was 
comprised  of  macro  and  microcystic  ade- 
nomatous structures  lined  by  pale  cuboi- 
dal  cells  lying  in  a fibrous  or  myxomatous 
stroma.  Areas  of  myxomatous  tissue  con- 
taining many  acini  lined  by  the  same  type 
of  epithelial  cells  were  occasionally  en- 
countered and  the  stroma  in  some  loca- 
tions had  a myxochondromatoid  appear- 
ance. Epithelial  proliferation  in  the  form 
of  very  short  papillary  outgrowths  or 
small  epithelial  sheets  were  rarely  obser- 
ved. The  microcystic  spaces  as  well  as  the 
small  acini  or  adenomatoid  structures  con- 
tained thin  pinkish  coagulated  mucious- 
like  substance.  The  myxochondromatoid 
stromal  tissue  presented  foci  of  ossifica- 
tion at  certain  points.  Islets  of  atrophic 
pancreatic  tissue  were  present  in  the  cap- 
sule of  the  neoplasm. 

DISCUSSION 

Pathological  consideration:  Cystadeno- 
ma  of  the  pancreas  is  a benign  tumor 
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usually  localized  in  the  tail  or  body  of 
the  organ,  and  less  frequently  in  the  head 
of  the  pancreas;  of  the  27  cases  analyzed 
by  Benson  and  Gordon,  19  arose  from  the 
tail  and  body,  7 in  the  head.  They  are 
usually  encapsulated  and  frequently  are 
found  embedded  in  the  pancreatic  tissue 
or  completely  replacing  the  latter,  and  oc- 
casionally they  are  pedunculated;  they 
vary  in  size  from  2 or  3 centimeters  (size 
of  a walnut)  to  very  large  tumor  18  cen- 
timeters in  principal  diameter.  Benson 
makes  reference  to  one  removed  by  Bow- 
ers measuring  18  x 12  x 13  cm ; our  tumor 
measured  18  x 10  x 6 cm.  Their  structure 
is  multicystic,  the  cavities  being  filled 
with  clear  or  brownish  viscid  or  mucinous 
liquid  and  lined  by  cuboidal  or  columnar 
epithelium.  The  stroma  consists  of  nar- 
row or  broad  bands  of  dense  and/or  loose 
myxomatous  tissue.  Many  small  adenoma- 
tous structures  are  found  in  the  broader 
connective  tissue  septa.  The  stroma  in  our 
case  was  chiefly  of  the  loose  or  myxoma- 
tous type  with  the  presence  of  cartilagi- 
noid  areas  with  few  small  foci  of  calcifica- 
tion; because  of  these  structural  charac- 
teristics the  idea  of  a mixed  tumor  of  the 
pancreas  was  for  some  time  entertained 
but  the  stromal  changes  were  finally  inter- 
preted as  degenerative  in  nature.  Papil- 
lary epithelial  ingrowths  into  the  cystic 
cavities  is  considered  by  most  of  the 
authorities  in  the  matter  as  evidence  of 
malignancy.  Proven  cases  displaying  ma- 
lignant properties  have  a papillary  cysta- 
denomatous  structure.  Our  tumor  did  not 
exhibit  this  structural  property. 

Clinical  consideration:  Pancreatic  cys- 
tadenomas  of  the  pancreas  occur  very  in- 
frequently. Benson  and  Gordon  in  a review 
of  the  literature  state  that  out  of  108  cyst 
of  the  pancreas  reported  at  the  Mayo  Cli- 
nic by  Mahomer  and  Watson,  only  two 
were  found  to  be  cystadenomas.  The  con- 


dition is  most  frequently  encountered  in 
middle  age  group  and  among  females ; our 
case  was  a 48  year  old  female. 

The  most  important  clinical  findings 
is  a palpable  abdominal  mass  usually  felt 
above  and  to  the  left  of  the  umbilicus  in 
the  left  hypochondrium.  The  patient  may 
have  no  complaints  other  than  the  pre- 
sence of  the  mass,  but  in  the  majority  of 
cases  upper  abdominal  distress  is  present. 
Dyspeptic  symptom  frequently  have  been 
described.  In  our  case,  gastro-intestinal 
symptoms  of  pain,  nausea,  belching  and 
lately  vomiting  after  meals  were  present. 

With  pain  and  increasing  size  of  the 
tumor,  weight  loss  usually  follows  as 
much  as  30  pounds.  Slight  loss  was  pre- 
sent in  this  case.  Acute  intra-abdominal 
catastrophe  initiated  by  hemorrhage  from 
the  cyst  may  be  the  first  symptom.  Dia- 
betes may  or  may  not  be  present.  Blood 
sugar  determinations  in  our  case  were 
normal.  Complete  surgical  excision  is  the 
treatment  of  choice,  although  at  times 
partial  resection  is  only  technically  pos- 
sible. Temporary  fistulas  may  follow,  but 
no  case  of  post-operative  diabetes  has 
been  recorded. 

SUMMARY 

1 —  A case  of  benign  cystadenoma  of 
the  pancreas,  successfully  treated  surgi- 
cally is  presented. 

2 —  Pathological,  clinical  and  surgical 
considerations  are  discussed. 
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FIG.  1.  Roentgenogram  showing  upward  dis 
placement  of  the  gieater  curvature  of  the  stom- 
ach  without  alteration  of  the  rugal  p&ttern. 


FIG.  2.  Photograph  of  the  pancreatic  tumor  de 
monstrating  its  multicystic  structure  and  deli 
cate  stromal  framework.  It  shows  a capsule  and 
the  formation  of  three  large  lohules.  Measure 
ments:  18  x 10  x 6 cm.  (Magnification  1 2 nor- 
mal size.) 


FIG.  3.  Photoynicroyraph.  Note  the  multicystic 
structures  of  the  neoplasm  and  its  stromal  frame- 
work consisting  of  dense  and  loose  bands  of  con- 
nective tissue.  (Magnification  SOx) 


FIG.  4.  Photoyyyicropraph.  It  demonstrates  the 
cuboidal  epithelial  lining  of  the  cystic  structures 
of  the  tumor.  (Magnification  360x) 


FIG.  5.  F-hotomicrograph.  It  shows  the  adenoma- 
toid structures  of  the  tumor  lying  in  myxochon- 
dromatoici  stromal  framework.  (Magnification  80x) 


FIG.  6.  Photomicrograph.  Atrophic  pancreatic 
parenchyma  is  demonstrated  in  the  fibrous  cap- 
sule of  the  neoplasm.  (Magnification  360x) 


422 


BOLETIN  DE  LA  ASOCIACION  MEDICA  DE  PUERTO  RICO 


A CASE  OF  GANORENOUS  PURPURA 

SIDNEY  SCHULMAN,  CAPT,  MC,  AUS 
CHARLES  H.  BRANT,  CAPT,  MC,  AUS 
EMMETT  L.  KEHOE,  LT  COL,  MC,  USA 


INTRODUCTION 

Purpura  is  a more  or  less  characteristic 
feature  of  certain  infections  such  as 
meningococcal  sepsis  and  subacute  bacte- 
rial endocarditis,  and  it  has  been  known 
to  occur  in  a variety  of  other  infectious 
diseases  and  septicemias.  Purpura  followed 
by  gangrene,  however,  is  rare.  It  has 
been  described  in  scarlet  fever,  measles, 
diphtheria,  erysipelas,^  influenza,  typhoid 
fever,-  subacute  bacterial  endocarditis,-'^ 
and  following  a sore  throat.^  It  has  also 
been  described  as  appearing  apparently 
spontaneously  in  children  who  were  other- 
wise well.^ 

The  child  reported  here  developed  pur- 
pura complicated  by  gangrene  during  the 
course  of  a febrile  illness,  the  precise 
nature  of  which  is  unknown. 

CASE  REPORT 

The  patient  is  a nine-year-old,  white, 
Puerto  Rican  girl.  Her  family  history  was 
negative,  and  her  past  history  was  irrele- 
vant except  for  an  equivocal  story  of  oc- 
casional spells  of  “blueness”  between  the 
ages  of  six  months  and  three  years. 

Her  illness  began  on  6 September  1948, 
with  a sore  throat,  fever,  malaise,  and 
cervical  adenopathy.  She  w'as  seen  at 
home  by  a physician  and  was  given  ten 
injections  of  penicillin  at  intervals  of  three 
hours.  On  7 September  1948,  she  had  no 
fever  and  seemed  to  be  much  improved. 
On  8 September  1948,  she  complained  of 
pain  in  both  knees,  and  on  9 September 
1948,  she  again  became  feverish  and  com- 


plained of  severe  pain  in  the  knees  and 
both  lower  legs.  She  was  admitted  to  the 
Municipal  Hospital  of  Santurce,  Puerto 
Rico  on  9 September  1948,  where  a diag- 
nosis of  acute  rheumatic  fever  was  made, 
and  treatment  with  salicylates  in  a dose 
of  sixty  grains  daily  was  begun.  There 
was  slight  improvement  in  her  symptoms, 
but  she  remained  febrile.  On  the  evening 
of  11  September  1948,  she  developed  bleed- 
ing from  the  nose  and  gums.  At  the  same 
time  large,  purple  patches,  which  were 
extremely  painful  and  tender,  suddenly 
appeared  over  the  anterior  aspects  of  both 
lower  legs;  and  she  complained  of  pain 
in  the  left  upper  quadrant. 

On  the  next  day  she  was  transferred 
to  the  Presbyterian  Hospital.  At  this  time 
she  was  critically  ill.  Her  pulse  was  160 
and  her  temperature,  100.  A large  area 
of  cutaneous  necrosis  was  present  extend- 
ing from  the  middle  of  the  right  lower 
leg  along  its  anterior  aspect  downward 
over  the  dorsum  of  the  ankle  and  foot  to 
the  base  of  the  toes.  Several  similar  but 
smaller  and  discrete  patches  of  necrosis 
were  present  on  the  left  leg  and  foot. 
There  were  no  ecchymoses  or  petechiae 
any'where  else  on  her  skin,  but  there  was 
crusted  blood  in  her  nose  and  between 
her  teeth.  There  was  tenderness  in  the 
left  upper  quadrant,  but  the  spleen  was 
not  palpable.  There  were  swelling  and 
tenderness  at  both  knees  and  both  ankles. 
Her  heart  was  not  enlarged  to  percussion, 
but  there  was  a loud,  blowing  apical  sys- 
tolic murmur.  Her  throat  was  not  in- 
flamed. There  were  bilateral  shotty  cer- 
vical adenopathy  and  severe  dental  caries. 
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Laboratory  studies  at  this  time  (13 
September  1948)  disclosed  a red  count  of 
2,960,000,  hemoglobin  of  8.8  gms.  per  cent, 
and  a white  count  of  35,100  with  907c 
neutrophiles,  77c  lymphocytes,  and  37 
monocytes.  The  platelet  count  was  103,- 
600.  The  bleeding  and  clotting  times  were 
normal.  The  prothrombin  time  was  847c 
of  normal.  The  corrected  sedimentation 
rate  was  36  mm.  per  hour.  A voided  urine 
specimen  contained  two  plus  albumen,  a 
few  red  and  white  cells,  and  a few  granu- 
lar casts  per  high  power  field  (centrifu- 
ged.) Feces  were  negative  for  occult  blood. 
A tuberculin  patch  test  was  positive.  Her 
serology  was  negative. 

Treatment  consisted  of  penicillin,  100,- 
000  units  intramuscularly  every  three 
hours  and  boric  acid  wet  dressings  to  the 
necrotic  areas  on  the  legs  and  feet.  One 
blood  culture  made  after  penicillin  was  be- 
gun and  produced  no  growth. 

The  patient  continued  to  have  modera- 
te, irregular  fever  and  a rapid  pulse.  No 
fresh  bleeding  or  new  necrotic  lesions  ap- 
peared. The  swelling  of  ankles  and  knees 
subsided.  On  16  September  1948  an  elec- 
trocardiogram showed  a P-R  interval  of 
0.18  sec.  in  the  presence  of  a sinus  tachy- 
cardia (120). 

On  17  September  1948  the  patient  was 
transferred  to  Rodriguez  General  Hospital. 
At  this  time  she  appeared  pale,  thin,  and 
severely  ill.  Her  temperature  was  100, 
pulse  130,  and  blood  pressure  110/60.  The 
most  striking  findings  were  the  heart 
murmur  and  the  areas  of  necrosis  over 
both  legs.  The  murmur  was  loud,  blowing, 
and  present  throughout  systole.  It  was 
audible  over  the  entire  precordium  but 
heard  best  at  the  apex  and  transmitted 
to  the  left.  The  apex  beat  was  palpable 
in  the  fifth  interspace  at  the  left  mid- 
clavicular  line  and  was  vigorous.  There 
was  no  thrill,  and  the  rate  was  regular. 


FIG.  1 


The  extent  of  the  necrotic  lesions  on 
the  feet  and  legs  was  the  same  as  noted 
at  the  time  of  their  first  appearance.  At 
this  time  they  were  purplish-black  in  color 
and  dry  and  hard  to  the  touch  (Fig.  1). 
They  were  very  sharply  limited  by  irre- 
gular and  slightly  raised  borders.  The 
borders  were  surrounded  by  a narrow 
zone  of  erythema  and  edema  beyond  which 
the  skin  was  normal.  There  were  several 
large,  thin -walled,  hemorrhagic  bullae  in 
the  central  portions  of  the  gangrenous 
area  on  the  right  leg.  Smaller  bullae,  some 
ruptured  and  oozing  a thin,  red-brown 
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fluid  were  distributed  over  the  gangrenous 
areas  of  both  legs.  These  lesions  were 
moderately  tender  to  pressure.  The  pul- 
sation of  the  dorsalis  pedis  vessels  could 
be  felt  through  uninvolved  portions  of 
overlying  skin  and  was  normal  on  both 
sides.  The  toes  showed  no  evidence  of 
impaired  circulation  or  innervation. 

Other  findings  at  this  time  included 
normal  bleeding  and  clotting  times  but 
poor  clot  retraction  after  twenty-four 
hours  and  a positive  tourniquet  test.  No 
sickling  of  red  cells  could  be  demonstrated. 
The  urine  was  normal.  An  electrocardio- 
gram on  20  Sept  1948,  showed  a sinus 
tachycardia  (115)  and  a P-R  interval  of 
0.12  sec. 

Aside  from  local  treatment  of  the  gan- 
grenous lesions,  she  received  penicillin  in- 
tramuscularly, 100,000  units  every  three 
hours,  a high  caloric  diet,  supplementary 
vitamins,  and  ferrous  sulfate. 

Her  general  condition  began  gradually 
to  improve.  Her  temperature  remained 
at  100  during  the  first  five  days,  showed 
daily  swings  from  98  to  100  for  the  next 
four  weeks,  and  then  rarely  reached  99 
for  the  remainder  of  her  hospital  stay. 
Her  pulse,  however,  did  not  fall  to  normal 
levels  until  after  her  sixth  hospital  week. 
The  patient  was  Rh  negative,  and  because 
of  a scarcity  of  Rh  negative  donors,  she 
was  not  transfused.  Her  anemia,  however, 
responded  to  iron  and  adequate  diet,  and 
her  platelet  count  reached  normal  levels 
within  three  weeks.  Her  sedimentation 
rats  and  neutrophile  count  remained  ele- 
vated for  two  months  following  admission. 
On  15  December  1948,  both  were  at  normal 
levels.  The  tourniquet  test  remained  po- 
sitive for  six  weeks.  The  apical  systolic 
murmur  with  transmission  to  the  left 
remained  unchanged  and  was  present  at 
the  time  she  was  last  seen  in  May  1949. 
Chest  X-rays  on  14  October,  1 November, 


and  14  Dec.  1948,  showed  no  abnormalities 
in  the  lungs  and  a heart  of  normal  size 
and  shape. 

Course  of  the  gangrenous  lesions: 
During  the  first  week  of  her  hospital 
stay  the  gangrenous  areas  became  black 
and  increased  in  hardness,  assuming 
the  consistency  of  solidified  plaster  of 
Paris.  At  the  same  time  they  became 
less  tender.  The  bullae  ruptured  spon- 
taneously, discharging  thin,  reddish- 
brown  fluid.  During  this  time  local  treat- 
ment was  limited  to  daily  application  of 
5%  ammoniated  mercury  ointment  to 
prevent  secondary  infection.  The  lesions 
were  left  uncovered  and  protected  from 
contact  with  bedclothmg  by  a cradle. 
Thirteen  days  after  their  first  appearance 
the  hard  necrotic  areas  began  to  slough 
away  at  their  margins  leaving  surprisingly 
deep  defects  with  moistj  irregular  surfaces 
of  pink  granulation  tissue.  This  process 
continued  so  that  the  space  between  the 
necrotic  masses  and  the  uninvolved  skin 
edges  became  gradually  wider  (Fig.  2). 
During  this  stage  the  lesions  were  covered 
with  sterile  vaseline  gauze  dressings  which 
were  changed  daily.  With  each  change 
the  areas  were  irrigated  with  half  strength 
hyrtrogen  peroxide.  During  the  period  of 
sloughing  the  patient  experienced  severe 
itching  but  no  pain.  Epithelialization  from 
the  skin  borders  became  apparent  soon 
after  the  separation  of  the  necrotic  edges. 

The  small  distal  lesions  on  the  left 
foot  were  almost  completely  healed  within 
five  weeks  of  their  onset  while  the  larger, 
proximal  lesions  on  the  left  leg  had  almost 
completely  shed  their  necrotic  crusts.  The 
single  large  lesion  on  the  right  leg, 
however,  still  had  in  its  center  a necrotic 
mass  of  considerable  size  (Fig.  2).  On 
20  October  1948  all  the  remaining  necrotic 
material  was  debrided  with  the  opatient 
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FIG.  2 


under  general  anesthesia.  The  necrosis 
was  found  to  extend  quite  deeply  in  the 
right  leg.  The  tendon  of  the  right  tibialis 
anticus  muscle  lay  exposed  over  an  inch 
of  its  length  above  the  medial  malleolus. 

On  6 January  1949,  four  months  after 
the  onset  of  her  illness,  the  patient  was 


discharged  from  the  hospital.  The  gangre- 
nous lesions  had  healed  except  for  a dime- 
size  area  above  the  right  medial  malleo- 
lus. 

During  her  stay  at  this  hospital  peni- 
ciilin  in  a dose  of  100,000  units  every  three 
hours  was  given  intramuscularly  except 
for  an  interval  of  ten  days  when,  by  mis- 
take, the  dose  was  reduced  to  50,000  units 
every  three  hours. 

Figure  3 (May  1949)  shows  the  resi- 
dual atrophic  scarring  over  her  legs  and 
feet.  The  moist  area  on  the  right  had 
healed  and  broken  down  again  before  this 
photograph  was  made. 


FIG.  3 
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COMMENT 

The  gangrenous  lesions  of  this  child 
resembled  strikingly  those  described  by 
Sheldon  in  a recent  report  of  three  chil- 
dren in  whom  purpura,  followed  by  necro- 
sis, appeared  without  antecedent  illness/ 
He  designated  the  condition  “purpura  ne- 
crotica,”  and  found  two  similar  cases  in 
the  literature.  One  was  published  in  1884 
by  de  Grimard  and  one  in  1929  by  Bein- 
hauer,^  who  labeled  the  condition  “purpu- 
ra hemorrhagica  gangrenosa”.  All  three 
of  Sheldon’s  cases  complained  of  pain  in 
the  limbs,  and  in  one  there  was  swelling 
of  the  knees  and  ankles.  From  the  locali- 
zation and  peculiar  shape  of  the  larger 
lesions  in  his  cases,  Sheldon  concluded 
that  the  pathogenesis  may  have  involved 
a slight  but  continued  pressure  from  the 
outside  (evidence  for  which  was  afforded 
by  the  history  in  each  case)  acting  at  a 
critical  phase  of  tissue  reactivity,  thus 
providing  a clinical  counterpart  for  the 
Schwartzman  phenomenon, in  animals. 
In  Beinhauer’s  case  a foot  was  amputated, 
and  pathological  examination  of  the  in- 
volved tissues  disclosed  widespread  vas- 
cular dilatation  and  thrombosis  and  peri- 
vascular leukocytic  infiltration,  changes 
now  accepted  as  characteristic  of  the 
Schwartzman  phenomenon. 

In  all  five  of  these  cases  there  was  no 
evidence  of  antecedent  or  associated  ill- 
ness. In  the  case  of  the  child  reported 
here,  however,  the  gangrenous  lesions 
developed  early  in  the  course  of  a febrile 
illness  initiated  by  a sore  throat.  The  sys- 
tolic murmur  was  interpreted  as  unmis- 
takably rheumatic  in  origin,  and  the  fleet- 
ing arthritis  and  transiently  prolonged 
P-R  interval  strongly  suggested  active 
rheumatic  fever  in  the  form  of  either  a 
first  attack  or  a recurrence.  (Whether  the 
heart  murmur  was  present  before  this  ill- 
ness is  not  known.) 


In  addition,  subacute  bacterial  endo- 
carditis was  considered  seriously  as  a pos- 
sibility, and  it  was  for  this  reason,  mainly, 
that  she  was  given  penicillin  continuously 
during  her  entire  hospital  stay.  On  this 
basis  the  left  upper  quadrant  pain  could 
be  interpreted  as  a manifestation  of  sple- 
nic infarction,  while  the  gangrenous  le- 
sions could  likewise  be  considered  embolic 
phenomena.  They  appeared  simultaneous- 
ly. Blood  cultures  were  not  made  before 
penicillin  was  begun,  however,  so  that  this 
diagnosis  could  not  be  confirmed.  There- 
fore, whether  this  illness  represented  sim- 
ply an  attack  of  acute  rheumatic  fever, 
or  subacute  bacterial  endocarditis  either 
superimposed  on  an  old  rheumatic  heart 
lesion  or  occurring  simultaneously  with 
an  active  rheumatic  process  is  not  known. 
The  possibility  of  an  underlying  congeni- 
tal lesion  of  the  heart,  although  suggest- 
ed by  the  history  of  “blue  spells”,  was 
discounted  by  the  size  and  shape  of  the 
heart,  the  nature  of  the  murmur,  and  the 
questionable  accuracy  of  the  history  it- 
self. 

It  is  true  that  this  child’s  purpura  was 
associated  with  a thrombocytopenia,  a po- 
sitive Rumpel  -Leede  test,  and  poor  clot  re- 
traction, and  that  these  are  generally  ac- 
cepted as  earmarks  of  “thrombocytopenic 
purpura”.  The  primary  significance  of 
thrombocytopenia,  however,  in  many  pur- 
puras, and  even  in  Werlhof’s  disease,  has 
been  questioned.'  In  Sheldon’s  case  1 the 
platelets  were  “not  diminished”,  and  in 
case  2 the  platelet  count  was  190,000.  The 
platelets  in  case  3 were  not  mentioned. 

There  is  an  apparently  homogenous 
group  of  cases  in  the  literature  of  an  acute 
febrile  illness  characterized  by  purpura, 
thrombocytopenia,  and  rapidly  progres- 
sing anemia,  terminating  fatally  in  from 
nine  days  to  three  weeks. There  are  eight 
such  cases  reported  of  whom  all  except 
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one  were  females.  Pathologically,  there 
were  widespread  vascular  lesions  in  the 
form  of  platelet  thrombi,  and  it  is  general- 
ly agreed  that  the  histological  appearances 
are  similar  to  those  seen  in  animals  in 
which  the  Schwartzman  phenomenon  has 
been  produced. 

The  case  reported  here  is  obviously  si- 
milar to  Sheldon’s  cases  of  purpura  necro- 
tica  on  the  one  hand  and  is  possibly  re- 
lated to  this  fulminating,  fatal  type  of 
purpura  on  the  other.  It  is  likely  that 
some  mechanism,  allergic  in  nature,  and 
similar  to  the  Schwartzman  phenomenon, 
was  the  essential  pathogenesis  in  our  case 
as  it  presumptively  is  in  these  two  groups 
and,  perhaps,  in  other  types  of  purpura 
as  well. 

Although  it  is  true  that  gangrenous 
lesions  of  this  sort  have  never  been  en- 
countered before  in  rheumatic  fever,  the 
increasing  tendency  to  regard  rheumatic 
fever  as  essentially  allergic  in  nature,  and 
the  fact  that  increased  capillary  fragility 
and  purpura  are  not  uncommon  in  this 
disease,*’  make  this  combination  at  least 
slightly  less  extraordinary. 

Finally,  it  must  be  admitted  that  the 
purpura  in  this  case  might  have  been  a 
manifestation  of  a drug  sensitivity  either 
to  penicillin  or  to  salicylates.  This  sup- 
position, however,  receives  no  support 
from  the  following  facts:  The  dose  of  sali- 
cylates was  not  unusually  high.  She  was 
given  salicylates  several  times  by  mistake 
later  in  her  illness  without  ill  effect.  She 
received  penicillin  in  large  doses  conti- 
nuously during  her  entire  hospital  stay 
without  ill  effect. 

SUMMARY 

This  report  deals  with  a child  who  had 
an  acute  illness  characterized  by  fever  and 
a sore  throat  at  the  outset,  followed  with- 


in a few  days  by  an  acute,  transient  ar- 
thritis of  the  knees  and  ankles,  epistaxis, 
bleeding  from  the  gums,  and  subcutaneous 
hemorrhage  in  both  lower  extremities,  fol- 
lowed by  necrosis  extending  deeply  and 
requiring  four  months  to  heal.  In  addition, 
she  had  an  apical  systolic  heart  murmur, 
a tachycardia  out  of  proportion  to  her 
fever,  a transient  prolongation  of  the  P-R 
interval,  a neutrophilic  leukocytosis,  ane- 
mia, thrombocytopenia,  and  a positive 
Rumpel-Leede  test. 

It  was  felt  that  part  of  this  illness  re- 
presented an  attack  of  acute  rheumatic 
fever.  The  possibility  of  coincident  sub- 
acute bacterial  endocarditis  was  also  con- 
sidered. 

The  striking  similarity  of  the  necrotic 
lesions  to  those  in  Sheldon’s  cases  of  pur- 
pura necrotica,  Sheldon’s  ingenious  inter- 
pretation of  these  lesions  in  terms  of  the 
Schwartzman  phenomenon,  and  the  patho- 
logical demonstration  of  changes  charac- 
teristic of  the  Schwartzman  phenomenon 
in  Beinhauer’s  case  suggest  that  the  pa- 
thogenesis in  the  case  reported  here  is 
also  related  to  the  Schwartzman  phenome- 
non. 
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FIBROSITIS  AND  SPASM 

S.  ARANA-SOTO,  M.D. 

Santurce,  P.  R. 


Tenderness  in  the  upper  trapezii  is 
very  common.  In  a previous  study^  on 
common  pain  syndromes  of  the  upper 
musculature,  we  determined,  in  regards  to 
tenderness  in  the  upper  trapezius,  its  fre- 
quency and  relation  to  occupation  and  age 
of  patient,  and  to  the  age,  nature  and  site 
of  various  traumatic  lesions.  For  example, 
in  50%  of  a large  group  of  workmen  with 
lesions  of  the  lower  extremity,  and  in  92*/? 
of  patients  of  the  housewife  class,  at  least 
one  of  the  upper  trapezii  was  found  to  be 
tender. 

In  the  present  study,  in  order  to  deter- 
mine the  relation  between  pain  or  tender- 
ness and  spasm,  the  upper  trapezii  were 
examined  in  200  patients  who  had  trau- 
matic lesions  of  the  lower  extremity  or  of 
the  distal  part  of  the  upper  extremity. 
Patients  with  lesions  close  to  the  shoulder 
girdle  were  not  included.  To  ellicit  tender- 
ness, the  same  method  was  used  as  in  our 
previous  study.  The  patient  sat  on  a stool, 
upper  extremities  in  anatomical  position, 
while  the  operator,  behind  him,  squeezed 
or  pinched  both  upper  trapezii  between 
the  thumb  and  index  fingers  of  each  hand. 
The  pressure,  which  was  always  applied  to 
the  middle  portion  of  the  muscles,  was 
always  the  same,  about  15  Lbs.,  in  ordi- 
nary cases.  In  fat  patients,  with  thick 
hard  subcutaneous  tissues,  more  pressure 
had  to  be  applied.  As  we  shall  see  later, 
there  was  no  difficulty  in  obtaining  from 
the  patient  a definite  answer  as  to  the 
sensation  felt  by  him  and  tenderness  was 


(1)  Arana-Soto,  S.;  Common  Pain  Syndromes  of 
the  Upper  Musculature,  Bol.  Asoc.  Med.  de 
P.  R.,  XLI  (Aug.  1949)  No.  8. 


in  every  case  easily  distinguished  from 
other  sensations. 

The  patient  was  then  examined  inde- 
pendently for  muscle  spasm  in  the  upper 
trapezii  by  an  experienced  physical  ther- 
apy technician.  We  must  make  clear  that 
what  we  understand  by  muscle  spasm  for 
the  purpose  of  this  study,  is  a tenseness 
or  hardness  of  the  muscle,  which  the  ex- 
perienced masseur  does  not  confuse  with 
any  other  condition,  which  is  the  seat  of 
tenderness  or  pain  on  pressure,  which  is 
more  or  less  localized  and  which  can  be 
massaged  away.  It  is  usually  felt  as  a 
localized  lump.  Both  the  lump  and  the  pain 
disappear  with  deep  massage. 

In  regards  to  tenderness  the  examina- 
tion of  these  200  patients  yielded  almost 
exactly  the  same  results  as  our  previous 
study:  106  patients  had  tenderness  in  one 
or  both  upper  trapezii;  in  63  it  was  bila- 
teral; in  15  there  was  tenderness  only  in 
the  left  side;  in  28  only  in  the  right  side. 
In  all,  78  (39%)  had  tenderness  in  the 
left  trapezius  and  91  (45.5%)  in  the  right. 
Of  the  63  patients  with  bilateral  tender- 
ness it  was  more  intense  in  the  right  side 
in  31,  and  in  the  left  side  in  15,  while  it 
was  equal  on  both  sides  in  17. 

As  to  spasm,  it  was  found  present  in 
74  (70%)  of  the  patients  who  had  tender- 
ness, but  it  was  always  absent  when  there 
was  no  tenderness.  There  was  doubt  at 
one  moment  and  only  in  9 cases,  when  the 
physiotherapist  reported  spasm  and  I had 
not  reported  pain  but,  upon  immediate  re- 
examination, tenderness  was  found  to  be 
really  present,  only  the  patient  had  not 
reported  it  thinking  that  intense  pain 
alone  was  to  be  reported.  When  there  was 
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no  pain,  there  was  no  spasm;  in  other 
words,  spasm  is  always  painful,  but  pain 
is  not  always  due  to  spasm. 

Spasm  was  bilateral  in  17  cases  (more 
intense  in  the  right  side  in  3 cases  and, 
in  the  right  side,  in  2),  it  was  present  in 
the  left  trapezius  alone  in  25  cases  and 
in  the  right  side  alone  in  32.  In  all,  there 
was  spasm  in  42  left  upper  trapezii  and  in 
19  right  upper  trapezii.  The  following 
table  shows  the  results  for  tenderness  and 
spasm  in  our  200  cases. 

TABLE 

PAIN  AND  SPASM  UPPER  TRAPEZII 
(200  CASES) 

Spasm  Pain 


Bilateral 

Lf 

Rt 

17 

Lf 

63 

Rt 

Predominant  on 
one  side 

3 

2 

15 

31 

One  side  only 

25 

32 

15 

28 

Total  for  each 
side 

42 

49 

78 

91 

(46%) 

(53.8%) 

(46%) 

(53.8%) 

Now,  what  is  the  cause  of  tenderness 
or  pain  when  spasm  is  absent  (30%  of 
the  cases,  or  46%  of  the  painful  trapezii) 
AVe  may  safely  conclude  that  in  such  cases 
the  cause  of  pain  is  fibrositis,  since  this 
condition  is  recognized  clinically  by  the 
presence  of  painful  indurations  (lump, 
grain,  filament,  strand,  nodule),  which  are 
quite  easily  distinguished  from  glands  or 
fat  lobules,  specially  in  such  skinny,  under- 
nourished patients,  with  little  fat  in  their 
subcutaneous  tissues,  and  specially  when 
the  induration  is  felt  in  the  muscle  itself. 
Kerslcy-  says  that  fat  lobules  under  ten- 
sion, such  as  were  described  by  Copeman 
and  Ackerman,  are  frequently  found  in 
the  border  of  the  trapezius,  but  such 
lobules  give  a very  different  sensation  to 
the  palpating  fingers,  and  they  can  not  be 


m.assaged  aAvay.  In  some  of  our  cases,  we 
found  in  the  subcutaneous  tissues  above 
the  middle  of  the  muscle  a soft  mass 
which  melted  away  between  our  fingers 
with  a fine  crepitation.  These  were  pro- 
bably masses  of  lympathic  engorgemient 
and  could  not  be  confused  with  fibrositis 
or  muscle  spasm. 

The  important  point  to  be  raised  is 
that  fibrositis  and  muscle  spasm  are  two 
different  conditions,  and  that  the  pain  or 
tenderness  of  fibrositis  is  not  due  to 
muscle  spasm.  Elliot’s  findings  may  show 
that  spasm  is  the  cause  of  tenderness  in 
some  cases  of  myalgia;  if  he  meant®  to 
say  that  spasm  was  the  cause  of  fibrositic 
pain,  our  findings  do  not  substantiate  his 
opinion.  That  fibrositis  and  muscle  spasm 
are  different  conditions  is  further  subs- 
tantiated in  our  study  by  the  fact  that 
spasm  is  much  less  frequently  bilateral, 
that  it  is  not  so  specially  predominant  in 
one  side  (it  is  not  much  more  frequent  in 
either  side,  nor  is  its  pain  much  more  in- 
tense in  either  side). 

SUMMARY  AND  CONCLUSIONS 

In  order  to  study  the  relation  between 
pain  and  muscle  spasm,  the  upper  trapezii 
of  400  patients  were  examined  (the  fig- 
ures given  above  refer  to  the  first  200 
patients,  but  later  on,  200  other  patients 
were  examined  with  almost  the  same  re- 
sults). Spasm  was  found  to  be  present  in 
54%  of  painful  upper  trapezii.  In  no  case 
was  spasm  present  without  pain  or  tender- 
ness. Spasm  is  not  as  frequently  bilateral 
or  as  frequently  predominant  in  one  side 
as  is  tenderness.  We  conclude  that  fibro- 
sitis (intramuscular)  is  the  cause  of 


(2)  Kersley,  G.  D.:  The  Rheumatic  Diseases,  2nd. 
ed.,  I.oudon,  li>45,  page  69. 

(3)  Elliott,  Frank  A.;  Tender  Muscles  in  Sciatica. 
Lancet,  1:49  (Jan.  8)  1944. 
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tenderness  when  spasm  is  absent.  Fibro- 
sitis  and  spasm  are  distinct  conditions. 

But  fibrositis  and  spasm,  although  dif- 
ferent, may  perhaps  coexist  in  the  same 
muscle. 

Our  previous  work  on  common  pain 
syndromes  of  the  upper  musculature  must 
be  revised  in  view  of  the  separate  contri- 
bution of  fibrositis  and  of  spasm  to  ten- 


derness in  different  points  of  the  upper 
musculature  of  the  body. 

Experiments  must  be  made  to  deter- 
mine the  effect  of  different  forms  of 
treatment  on  spasm  and  on  fibrositis  of 
the  upper  trapezii. 

Upper  trapezii,  easily  accessible,  may 
be  offer  an  excellent  site  for  the  study  of 
fibrositis. 
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INFORME  DEL  PRESIDENTE  DE  LA  ASOCIACION  ME- 
DICA DE  PUERTO  RICO,  DR.  MANUEL  A.  ASTOR 

AÑO  1949 


Sr.  Speaker;  Señores  Delegados’. 

Esta  presidencia  se  siente  altamente 
honrada  con  la  oportunidad  de  presentar 
a ustedes  un  compendio  de  las  actividades 
sobresalientes  de  la  Asociación  Médica  du- 
rante el  año  que  termina. 

Demás  está  decirles  que  el  éxito  de  las 
actividades  desarrolladas  en  el  transcurso 
de  este  año  se  debe  al  espíritu  de  cohesión, 
compañerismo  y sacrificio  desplegado  por 
un  gran  núcleo  de  nuestros  asociados, 
principalmente  por  el  grupo  de  colegas 
que  ha  compartido  con  nosotros  el  privi- 
legio de  dirigir  los  destinos  de  la  Asocia- 
ción desde  enero  de  1948,  y aquellos  que 
han  desempeñado  cargos  en  varios  de  los 
comités-claves  de  nuestra  agrupación. 

Nuestros  esfuerzos  de  este  año  han  si- 
do encauzados  principalmente  hacia  la 
consecución  de  los  siguientes  propósitos: 

1.  — Estimular  a-  todos  los  médicos  puer- 
torriqueños a unirse  a nuestras  filas  para 
dar  mayor  fuerza,  unidad  y cohesión  a nues- 
tra colectividad  y desarrollar  un  verdadero 
liderato  tanto  en  el  nivel  insular  como  en 
el  municipal. 

2.  — Celebrar  reuniones  con  la  mayor  fre- 
cuencia posible  para  continuar  fomentando 
el  desarrollo  científico  y mantener  a la  ma- 
trícula constantemente  enterada  de  los  más 
recientes  adelantos  en  la  ciencia  médica,  de 
manera  que  tales  adelantos  puedan  ser  pron- 
tamente aplicados  en  el  mejor  cuidado  y 
tratamiento  de  los  enfermos. 

3.  — Mantener  a los  médicos  asociados  al 
tanto  del  desenvolvimiento  de  la  Asocia- 
ción mediante  cartas,  boletines  y cuando 
ello  fuera  preciso  mediante  comunicaciones 
especiales. 

4.  — Incitar  a la  matrícula  a tomar  parti- 
cipación activa  en  todos  aquéllos  asuntos  de 
carácter  pi'iblico,  cívico  y político  que  pue- 


dan surgir  en  su  comunidad  y que  en  una 
u otra  forma  puedan  afectar  el  desarrollo 
de  un  programa  de  salud  beneficioso  a la 
comunidad. 

5.  — Colaborar  con  los  dirigentes  del  país 
en  la  consecución  de  un  plan  de  salud  de 
vasto  alcance  para  nuestra  comunidad,  y 
evitar  la  intervención  perjudicial  de  perso- 
nas ajenas  a la  profesión  en  asuntos  de  ca- 
rácter médico. 

6.  — Desarrollar  un  vasto  programa  de  re- 
laciones públicas  tendiente  a ganar  el  res- 
peto y la  confianza  del  público  hacia  la  pro- 
fesión médica. 

7.  — Neutralizar  la  propaganda  falsa  me- 
diante información  real,  de  manera  que  el 
público  se  compenetre  de  que  el  único  ob- 
jetivo de  la  profesión  médica  es  el  continuo 
mejoramiento  de  los  servicios  médicos. 

8.  — Desarrollar  un  amplio  programa  de 
publicidad  mediante  la  ayuda  de  la  Prensa 
y la  Radio  para  llevar  a conocimiento  del 
público  los  peligros  que  representa  para  su 
salud  el  recurrir  a personas  ignorantes  e 
impreparadas,  postergando  la  atención  mé- 
dica hasta  que  su  condición  física  ya  no  per- 
mita tratamiento  médico  alguno. 

9.  — Abogar  por  el  tipo  más  alto  de  prác- 
tica, una  ética  intachable,  honradez  y un 
espíritu  de  mutua  ayuda  y una  estimulante 
comprensión  entre  los  miembros  de  la  Aso- 
ciación. 

10.  — Acoger  con  beneplácito  todas  las  su- 
gestiones y la  crítica  constructiva  por  parte 
de  los  miembros,  así  como  del  público  al 
cual  servimos,  de  manera  que  podamos  me- 
jorar nuestra  organización,  eliminar  proce- 
dimientos faltos  de  ética,  consejos  malsanos 
y prácticas  impropias  que  traen  descrédito 
a nuestra  profesión. 

He  ahí  el  programa  que  nos  trazamos 
al  comienzo  de  nuestro  segundo  año  en  la 
presidencia.  Probablemente  no  hemos  al- 
canzado a cubrirlo  en  todos  sus  pormeno- 
res. Nos  queda,  sin  embargo,  la  satisfac- 
ción plena  de  que  hemos  realizado  el  ma- 
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yor  esfuerzo  por  lograrlo  en  su  totalidad, 
y el  convencimiento  de  que  en  algunos  as- 
pectos lo  hemos  cubierto  a plenitud,  gra- 
cias al  valioso  concurso  de  varios  de  nues- 
tros más  destacados  líderes. 

Podríamos  llenar  innumerables  cuarti- 
llas si  pretendiéramos  hacer  un  recuento 
de  todas  las  gestiones  realizadas  por  la  di- 
rectiva de  nuestra  Asociación  y por  dis- 
tintos comités  para  cumplir  nuestro  come- 
tido; pero  no  creemos  que  tal  cosa  sea  ne- 
cesaria. Vamos  pues,  a limitarnos  a hacer 
una  síntesis  de  los  asuntos  de  mayor  inte- 
rés, de  manera  que  ustedes  puedan  juzgar 
someramente  la  labor  realizada. 

Programa  Científico 

Es  natural  que  empecemos  esta  exposi- 
ción de  hechos  haciendo  mención  al  pro- 
grama de  carácter  científico  desarrollado 
por  el  Comité  Científico  bajo  la  hábil  di- 
rección de  nuestro  entusiasta  colaborador, 
el  Doctor  Ramón  M.  Suárez,  puesto  que 
nos  sentimos  altamente  orgullosos  y ple- 
namente satisfechos  de  este  aspecto  de 
nuestro  programa. 

Todos  ustedes  son  testigos  del  auge 
grande  que  ha  tomado  este  año  el  progra- 
ma de  actividades  científicas.  En  años  an- 
teriores tuvimos  la  satisfacción  de  ver  al 
Doctor  Suárez  organizando  una  serie  de 
conferencias  semanales  con  el  propósito  de 
mantener  el  interés  de  nuestros  colegas  en 
el  desenvolvimiento  de  la  medicina  en  sus 
distintos  aspectos;  pero  este  año  hemos 
visto  cómo  se  ha  esforzado  por  ofrecernos 
aún  más.  Este  año  le  vemos  realizando 
innumerables  gestiones  cerca  de  promi- 
nentes médicos  americanos  para  conseguir 
que  hagan  un  alto  en  sus  obligaciones  en 
sus  respectivos  centros,  y dediquen  por  lo 
menos  una  semana  a traer  el  fruto  de  su 
experiencia  a sus  colegas  de  la  Isla.  Y te- 
nemos la  grata  experiencia  de  ver  como 


seis  de  estos  ilustres  médicos  acceden  a 
venir  a nuestro  propio  domicilio  a ofre- 
cer cursos  postgraduados  en  Hematología, 
Medicina  interna.  Cirugía,  Radiología  y 
Cardiología,  lográndose  sufragar  todos  los 
gastos  mediante  el  cobro  de  una  cuota  mí- 
nima por  derechos  de  matrícula,  a la  vez 
que  se  consigue  despertar  el  interés  de  un 
núcleo  considerable  de  nuestros  colegas. 

Son  actividades  de  esta  naturaleza  las 
que  levantan  el  interés  de  la  clase  médica 
puertorriqueña  por  nuestra  agrupación,  y 
las  que  dan  prestigio  a nuestra  Asociación 
dentro  y fuera  del  país.  De  ahí  el  que  ex- 
perimentemos un  gran  regocijo  al  verlas' 
convertidas  en  realidad. 

La  organización  y celebración  de  estos 
cursillos  no  entorpeció  en  forma  alguna  el 
programa  de  conferencias  semanales  a 
cargo  de  médicos  locales,  sino  que  por  el 
contrario,  este  aspecto  del  programa  re- 
cibió mayor  impulso,  y hemos  visto  como 
la  concurrencia  a las  actividades  científi- 
cas de  los  miércoles  ha  ido  creciendo  ca- 
da día  más.  Igualmente  se  le  dió  atención 
a las  actividades  científicas  de  los  distri- 
tos, y el  programa  a desarrollarse  duran- 
te la  presente  asamblea  anual  habla  elo- 
cuentemente del  esfuerzo  realizado  para 
su  organización. 

Relaciones  Públicas 

Considerando  que  uno  de  los  medios 
más  efectivos  para  ganar  el  apoyo  de  la 
comunidad  en  programas  de  salud  pública 
y en  todo  asunto  que  ataña  a la  clase  mé- 
dica, es  manteniendo  a nuestra  población 
enterada  de  nuestros  problemas  y llevando 
a su  conocimiento,  de  manera  sencilla,  dis- 
tintos aspectos  de  las  enfermedades  que 
padecemos  con  mayor  frecuencia  y dando 
consejos  en  cuanto  a la  forma  de  preve- 
nirlas y tratarlas,  el  Comité  de  Relacio- 
nes Públicas,  presidido  por  nuestro  entu- 
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siasta  compañero  el  Doctor  Roberto  Fran- 
cisco, acogió  con  beneplácito  la  idea  de  pu- 
blicar un  folleto  mensual  de  divulgación, 
y así  base  venido  publicando  a partir  de 
marzo  del  año  en  curso  EL  HERALDO 
MEDICO,  el  cual  se  distribuye  gratuita- 
mente entre  los  dirigentes  gubernamenta- 
les insulares  y municipales,  el  Magisterio, 
el  estudiantado  y otros  profesionales  del 
país,  habiendo  tenido  una  favorable  aco- 
gida en  todos  los  sectores  de  opinión. 

Durante  varios  meses  el  Comité  de  Re- 
laciones Públicas  estuvo  trasmitiendo  por 
la  estación  WIPR  un  programa  semanal 
de  divulgación,  el  cual  se  vió  precisado  a 
descontinuar  cuando  dicha  radioemisora, 
por  cambios  habidos  en  su  administración, 
decidió  dedicar  todo  su  tiempo  a otra  cla- 
se de  programas.  Se  han  hecho  gestiones 
cerca  de  otras  radioemisoras  para  la  re- 
anudación de  esta  parte  del  programa  de 
relaciones  públicas;  pero  aun  no  se  ha 
logrado  conseguir  una  hora  que  responda 
aclecuadamenlve  al  esfuerzo  que  han  de 
realizar  los  compañeros  que  cooperen  en 
el  mismo. 

Legislación : 

Sabiendo  que  una  gran  parte  del  éxito 
de  nuestras  gestiones  depende  del  enfoque 
legislativo  de  los  problemas  de  salud  de 
nuestro  pueblo,  seleccionamos  para  presi- 
dir el  Comité  de  Legislación  de  la  Asocia- 
ción a un  compañero  que  goza  de  verda- 
dera estimación  entre  los  miembros  de  la 
Legislatura  y que  en  repetidas  ocasiones 
ha  demostrado  gran  interés  en  los  proble- 
mas médicos  de  nuestro  país:  nos  referi- 
mos al  Doctor  Francisco  Berio. 

Una  de  las  primeras  gestiones  del  Co- 
mité de  Legislación  bajo  la  presidencia  del 
Doctor  Berio,  fué  la  de  celebrar  un  acto 
en  honor  a los  señores  Legisladores  en  el 
Club  Médico,  y durante  el  cual  tuvimos  la 
oportunidad  de  cambiar  impresiones  con 
los  honorables  representantes  del  pueblo 


en  torno  a diferentes  problemas  médicos. 

Entre  los  proyectos  de  mayor  interés 
médico  presentados  en  la  pasada  asamblea 
ordinaria  de  la  Legislatura  estaba  el  P. 
del  S.  104,  presentado  por  el  Honorable 
Senador  Rivera  Colón,  y que  llevaba  por 
título  el  siguiente: 

“Para  crear  la  Autoridad  Insular  de  Bene- 
ficencia Pública  de  Puerto  Rico,  expresar 
sus  propósitos  y fijar  sus  deberes;  para  con- 
ferir a dicha  Autoridad  las  facultades  y po- 
deres necesarios  para  realizar  los  propósitos 
de  esta  Ley;  para  traspasar  a dicha  Auto- 
ridad ciertas  propiedades,  derechos,  deberes 
y obligaciones  relacionadas  con  la  benefi- 
cencia pública  de  Puerto  Rico;  para  exi- 
mir a las  instituciones  de  beneficencia  del 
pago  de  contribuciones;  para  asignar  la  su- 
ma de  cincuenta  mil  (50,000)  dólares,  y pa- 
ra otros  fines”. 

Como  saben  ustedes  este  proyecto  fué 
objeto  de  fuerte  oposición  de  parte  de  to- 
dos los  alcaldes.  En  nuestra  carta  men- 
sual de  febrero  hicimos  los  siguientes  co- 
mentarios : 

Queremos  empezar  nuestros  comentarios 
de  hoy  refiriéndonos  a la  propuesta  insula- 
rización  de  los  servicios  médicos  de  benefi- 
cencia, por  la  cual  ha  venido  abogando  nues- 
tra Asociación  por  varios  años,  y a la  que 
hacíamos  referencia  en  nuestro  discurso 
ante  la  cuadragésima-quinta  asamblea  anual 
de  la  Asociación  en  los  siguientes  términos: 

“‘Sería  igualmente  conveniente,  que 
nuestro  gobierno  se  decidiera  de  una  vez 
a insularizar  los  servicios  médicos  de  be- 
neficencia. Una  legislación  en  este  sen- 
tido podría,  traer  grandes  economías  al 
erario  municipal,  y por  otro  lado,  un  me- 
jor servicio  a los  pobres  de  todos  los  mu- 
nicipios, ya  que  se  pondría  a su  alcance 
facilidades  que  ahora  no  puede  ofrecerles 
el  gobierno  municipal.  Bajo  este  plan  po- 
dría implantarse  un  sistema,  de  dispen- 
sarios en  todos  los  barrios  de  Puerto  Ri- 
co, donde  se  concentrarían  los  enfermos 
para  ser  vistos  por  el  médico,  en  deter- 
minados días  los  crónicos  y aquellos  cu- 
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yas  enfermedades  fueren  leves,  y los  más 
graves  para  ser  trasladados  al  hospital 
en  ambulancias. 

“Por  otro  lado,  la  insularización  de 
los  servicios  médicos  de  beneficencia, 
añadiría  un  atractivo  más  a las  plazas  de 
médico  de  beneficencia  al  convertir  a es- 
tos en  empleados  insulares,  lo  que  con- 
lleva un  sinnúmero  de  ventajas  de  que  no 
disfruta  el  empleado  municipal.  En  esta 
forma  se  ayudaría  a redistribuir  los  mé- 
dicos en  Puerto  Rico,  pues  muchos  de 
los  que  están  concentrados  en  el  área  me- 
tropolitana y en  las  más  grandes  pobla- 
ciones tendrían  un  mayor  incentivo  para 
trasladarse  a las  poblaciones  pequeñas. 

“Sabemos  de  antemano  la  fuerte  opo- 
sición que  una  medida  de  esta  naturale- 
za levantaría  de  parte  de  los  alcaldes  y 
asambleas  municipales;  pero  ante  la  con- 
veniencia de  la  comunidad  debe  desapa- 
recer toda  gestión  de  protesta  por  parte 
de  dichos  ciudadanos,  que  han  sido  elec- 
tos, precisamente,  para  tratar  de  ofrecer 
al  pueblo  el  mejor  servicio  posible.” 

Tales  fueron  nuestras  palabras  en  di- 
ciembre pasado.  Presentíamos  en  aquel  en- 
tonces, que  de  surgir  nuevamente  un  pro- 
j'ecto  insularizando  los  servicios  médicos 
de  beneficencia,  volverían  los  ejecutivos  mu- 
nicipales a formalizar  su  más  enérgica  pro- 
testa. Y no  estábamos  errados.  Tan  pronto 
surgió  el  Proyecto  del  Senado  Núm.  104,  del 
honorable  Senador  Heraclio  Rivera-Colón, 
reunióse  la.  Asociación  de  Alcaldes  e inme- 
diatamente se  protestó  enérgicamente  de  la 
propuesta  legislación. 

Volvió  a suscitarse  en  dicha  reunión  de 
Alcaldes  de  Puerto  Rico  el  viejo  argumen- 
to de  la  pérdida  de  autonomía  municipal; 
pero  se  olvidan  los  señores  Alcaldes  que 
le  están  rindiendo  un  muy  pobre  servicio 
a sus  electores  al  pretender  dar  atención 
médica  a los  indigentes  con  los  recursos 
tan  limitados  de  que  dispone  la  gran  mayo- 
ría de  los  municipios  de  segunda  y tercera 
clase.  Encontraríamos  hasta  cierto  punto 
justificado  que  se  opusieran  a esta  medida 
municipios  como  los  de  San  Juan,  Ponce, 
Mayagüez,  Arecibo  y alguno  que  otro  de  los 
pueblos  que  cuentan  con  recursos  suficien- 
tes para  cubrir  adecuadamente  todos  sus 
servicios  y hasta  cerrar  sus  libros  con  su- 


perávits a fin  de  año;  pero  resulta  de  todo 
punto  extraño,  el  que  se  opongan  a ella 
municipios  que  carecen  por  completo  de  re- 
cursos, y que  con  tal  cambio  podrían  me- 
jorar considerablemente  la  calidad  de  ser- 
vicio médico  que  ahora  ofrecen  a sus  habi- 
tantes. 

Si  lo  que  los  señores  Alcaldes  desean  es 
lio  perder  el  control  de  la  beneficencia,  y 
si  están,  como  deben  estarlo,  interesados  en 
el  mejoramiento  de  los  servicios  médicos  en 
general,  nos  vamos  a permitir  someter  a la 
consideración  de  la  Asociación  de  Alcaldes 
el  siguiente  plan: 

1.  Que  la  propia  Asociación  de  Alcal- 
des se  interese  en  la  formación  de  un 
fondo  común  para,  servicios  médicos,  cu- 
yo fondo  se  forme  uniendo  todas  las  par- 
tidas que  para  estos  servicios  hayan  asig- 
nado en  sus  respectivos  presupuestos  los 
municipios  de  la  Isla,  y al  cual  aporte 
el  Gobierno  insular  la  cantidad  que  se 
estime  necesaria. 

2.  Que  se  cree  una  Junta  de  Servicios 
Médicos  de  Beneficencia,  integrada  por 
cuatro  alcaldes,  el  Comisionado  de  Salud 
o su  representante,  el  Auditor  de  Puer- 
to Rico  o su  representante,  un  miembro 
de  la  Comisión  de  Sanidad  y Beneficen- 
cia de  la  Cámara  de  Representantes,  un 
miembro  de  la  Comisión  de  Sanidad  y 
Beneficencia  del  Senado,  y tres  miembros 
de  la  Asociación  Médica,  para  que  dicha 
Junta  se  encargue  de  trazar  un  plan  de 
servicios  médicos  uniforme  para  todos 
los  pueblos  de  la  Isla,  de  hacer  un  pre- 
supuesto general  para  servicios  médicos, 
de  la  compra  de  material  y equipo  médi- 
co-quirúrgico, y de  la  contratación  de  mé- 
dicos para  todos  los  municipios  de  la 
Isla. 

Nos  parece  que  mediante  un  plan  de  es- 
ta naturaleza  se  ahorraría  una  gran  canti- 
dad de  dinero  en  la  compra  de  material  y 
equipo,  y existiendo  un  fondo  común  para 
servicios  médicos  la  Junta  propuesta  podría 
contratar  los  servicios  de  varios  médicos 
para  trabajar  ‘at  large’,  es  decir,  para  ser- 
vir temporalmente  en  aquellos  municipios 
que  por  una  u otra,  razón  puedan  encon- 
trarse en  un  momento  dado  sin  médico  de 
beneficencia. 
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No  creemos  que  ningún  alcalde  se  expon- 
ga a perder  votos  por  el  hecho  de  haber 
tratado  de  mejorar  un  servicio,  que  a to- 
das luces  es  deficiente;  pero  si  creemos  que 
podrían  perder  muchos,  si  persistieran  en 
su  actitud  de  mantener  un  servicio  tan  ne- 
cesario como  el  médico  en  un  nivel  que  no 
guarda  proporción  con  el  grado  de  adelan- 
to alcanzado  por  nuestro  pueblo  en  otros 
aspectos. 

Exhortamos  a los  compañeros  médicos, 
a los  señores  Alcaldes,  a los  señores  Legis- 
ladores y al  Honorable  Ejecutivo  insular  a 
considerar  seriamente  la  posibilidad  de  ha- 
cer cambios  saludables  en  nuestro  arcaico 
servicio  médico  de  beneficencia”. 

Presentáronse  ante  la  Legislatura  otros 
cuantos  proyectos  de  carácter  médico,  pe- 
ro de  poca  importancia.  Abogamos  por  la 
aprobación  de  algunos  y combatimos  otros. 
Ninguno  de  estos  se  convirtió  en  ley,  y por 
ello  no  hacemos  mención  específica  a ellos. 

Comités 

No  hay  duda  que  una  gran  parte  de  la 
labor  de  nuestra  Asociación  tiene  necesa- 
riamente que  ser  encauzada  a través  de 
los  distintos  comités.  De  ahí  que  sea  de  vi- 
tal importancia  que  los  hombres  seleccio- 
nados para  integrar  los  mismos  estén  ver- 
daderamente interesados  en  servir  a nues- 
tra causa. 

Cuando  es  preciso  realizar  una  labor 
en  beneficio  de  nuestra  agrupación  no  son 
aceptables  excusas  de  ningún  género.  El 
que  no  esté  dispuesto  a afrontar  varios  sa- 
crificios en  obsequio  a sus  compañeros,  lo 
mejor  que  podría  hacer  sería  abstenerse 
de  aceptar  el  honor  de  formar  parte  de 
un  comité. 

Como  en  ocasiones  anteriores,  este  año 
hemos  tenido  comités  muy  activos  y por 
el  contrario  hemos  tenido  otros  cuyos 
miembros  se  han  dado  por  satisfechos  con 
recibir  sus  nombramientos.  Esta  práctica 
es  sumamente  perjudicial  a nuestra  cau- 


sa, y lo  será  aun  más  si  tenemos  en  cuen- 
ta que  por  limitaciones  reglamentarias  el 
presidente  de  la  Asociación  se  ve  impedido 
de  nombrar  a un  compañero  para  presidir 
un  comité  por  más  de  dos  años  consecuti- 
vos, 

Al  alcanzar  un  colega  la  oportunidad 
de  presidir  uno  de  los  comités-claves  de 
nuestra  agrupación,  acarrea  para  sí  un 
sinnúmero  de  obligaciones,  que  indudable- 
mente pesarán  grandemente  en  sus  acti- 
vidades particulares,  y que  difícilmente 
podría  cumplimentar  si  no  está  dotado  de 
un  verdadero  espíritu  de  sacrificio. 

Es  imprescindible  pues,  que  al  selec- 
cionar los  miembros  de  los  distintos  comi- 
tés que  habrán  de  compartir  con  la  direc- 
tiva la  obligación  de  desarrollar  el  progra- 
ma de  la  Asociación,  se  tomen  en  cuenta, 
además  de  las  cualidades  personales  y la 
capacidad  de  trabajo  del  candidato,  la  dis- 
posición de  éste  para  el  cumplimiento  de 
sus  obligaciones  para  con  la  Asociación. 

Secciones  de  Especialidades 

Sentimos  verdadera  satisfacción  al  in- 
formar que  ya  están  organizadas  y en 
funciones  las  siguientes  secciones  de  espe- 
cialidades: 

1.  Oftalmología  y Otorrinolaringología 

2.  Psiquiatría  y Neurología 

3.  Obstetricia  y Ginecología 

4.  Cirugía  general 

5.  Dermatología  y Sifilología 

6.  Patología 

7.  Gastroenterología 

8.  Medicina  interna 

9.  Cardiología 

10.  Tisiología 

11.  Urología 

12.  Radiología 

13.  Cirugía  ortopédica 
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Aun  no  hemos  conseguido  que  se  or- 
ganice la  Sección  de  Pediatría  ni  la  Sec- 
ción de  Medicina  General.  Recientemente 
procedimos  a nombrar  el  comité  que  ten- 
drá a su  cargo  la  organización  de  la  Sec- 
ción de  Salud  Pública. 

La  sección  que  ha  interpretado  mejor 
los  fines  en  los  cuales  se  inspiró  su  orga- 
nización ha  sido  la  de  Obstetricia  y Gine- 
cología, la  que  a partir  de  su  fundación 
ha  venido  celebrando  reuniones  mensuales 
de  carácter  científico-administrativo.  La 
Sección  de  Oftalmología  y Otorrinolarin- 
gología, la  Sección  de  Psiquiatría  y Neu- 
rología y la  Sección  de  Tisiología  también 
han  celebrado  algunas  actividades. 

Auxilio  Médico  Mutuo 

Como  es  de  vuestro  conocimiento  en  fe- 
cha reciente  la  Junta  del  Auxilio  Médico 
Mutuo,  que  preside  el  Doctor  Manuel  Que- 
vedo  Báez,  en  vista  del  estado  financiero 
de  absoluta  solvencia  en  que  se  viene  des- 
envolviendo el  plan  de  Auxilio  Médico  Mu- 
tuo, acordó  dar  un  mayor  beneficio  a los 
familiares  de  los  compañeros  fenecidos,  y 
a tal  efecto  decidió  aumentar  el  importe 
de  la  póliza  a $1,500. 

En  el  transcurso  de  este  año  se  han 
satisfecho  cuatro  pólizas  con  motivo  del 
sensible  fallecimiento  de  los  doctores 
Alexander  T.  Cooper,  Vicente  Roure,  A. 
Romeu  Ortiz  y Manuel  Fossas.  A los  be- 
neficiarios de  los  tres  primeros  se  les  hizo 
efectiva  la  cantidad  de  $1,020  a cada  uno, 
y a la  viuda  del  Doctor  Fossas  se  le  exten- 
dió un  cheque  por  $1,500  de  acuerdo  con 
la  decisión  adoptada  por  la  Junta  del  Au- 
xilio Mutuo. 

Aunque  para  los  familiares  de  un  gru- 
po de  nuestros  colegas  un  seguro  de  vida 
de  la  cuantía  del  nuestro  es  de  relativa  im- 
portancia, no  hay  que  dudar  sin  embargo, 
que  para  la  gran  mayoría  esta  ayuda  que 


presta  la  Asociación  es  verdaderamente 
efectiva  y en  muchos  casos  ha  contribuido 
a resolver  serios  problemas  económicos. 

El  Auxilio  Médico  Mutuo  es  un  alicien- 
te adicional  que  tienen  los  médicos  para 
desear  formar  parte  de  nuestra  agrupa- 
ción. 

Cruz  Azul  de  Puerto  Rico 

La  Cruz  Azul  de  Puerto  Rico,  organi- 
zación de  fines  no  pecuniarios,  que  ofrece 
seguro  voluntario  de  hospitalización  y ser- 
vicios médicos  a un  gran  sector  de  nues- 
tro pueblo  con  el  beneplácito  de  la  clase 
médica  puertorriqueña,  sigue  contando  con 
el  apoyo  decidido  de  nuestra  Asociación. 

No  obstante,  esta  presidencia  en  su  ca- 
rácter de  miembro  de  la  Junta  de  Direc- 
tores de  dicha  agrupación,  se  ha  visto  en 
la  necesidad  de  salir  en  repetidas  ocasio- 
nes al  encuentro  de  varios  suscriptores, 
que  olvidándose  de  que  la  seguridad  de  la 
organización  descansa  en  que  los  médicos 
y hospitales  que  le  dan  sus  servicios  lo  ha- 
gan a gusto,  han  propuesto  la  aprobación 
de  medidas  que  indudablemente  traerían 
una  justa  protesta  por  parte  de  los  médi- 
cos. 

Aunque  somos  los  primeros  en  recono- 
cer la  conveniencia  de  la  existencia  de  es- 
ta entidad  para  beneficiar  a aquellas  per- 
sonas que  no  desean  recurrir  a los  servi- 
ción  se  obtenga  con  el  sacrificio  único  de 
cuentan  con  recursos  suficientes  para  pro- 
veerse de  atención  médica  adecuada  por 
su  propia  cuenta,  no  por  ello  debemos  per- 
mitir que  se  adopte  por  los  suscriptores  o 
por  los  dirigentes  del  plan  una  actitud  de 
intransigencia  hacia  la  clase  médica  puer- 
torriqueña. 

Creemos  que  esta  agrupación  debe  te- 
ner presente  en  sus  actuaciones  que  no  se 
ha  organizado  con  el  exclusivo  propósito 
de  beneficiar  determinado  grupo.  En  cual- 
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quier  programa  que  ésta  se  decida  a im- 
plantar debe  contar  en  primer  término  con 
la  clase  médica  puertorriqueña.  Sólo  así 
podría  continuar  gozando  del  endoso  que 
hasta  ahora  le  ha  venido  ofreciendo  nues- 
tra Asociación, 

Demás  está  decir  que  la  clase  médica 
está  en  la  mejor  disposición  para  ayudar 
a que  la  Cruz  Azul  de  Puerto  Rico  alcan- 
ce un  grado  de  máximo  servicio  a la  comu- 
nidad; pero  no  estamos  dispuestos,  bajo 
ningún  concepto  a que  ese  grado  de  servi- 
cio que  todos  anhelamos  para  la  agrupa- 
ción se  obtenga  con  el  sacrificio  único  de 
la  clase  médica.  Es  preciso  que  los  suscrip- 
tores  también  aporten  su  parte. 

Para  velar  por  los  derechos  de  nuestra 
clase  en  dicha  entidad  es  preciso  que  los 
médicos  nombrados  para  representarnos 
en  la  misma,  se  dispongan  a cumplir  su 
cometido,  asistiendo  a las  reuniones  y 
asambleas  que  celebre  la  Cruz  Azul. 

Historia  de  la  Medicina  y Cirugía 
en  Puerto  Rico 

Otro  de  los  acontecimientos  que  ma- 
yor alegría  ha  traído  a nuestro  espíritu 
este  año  ha  sido  la  terminación,  en  fecha 
reciente,  de  la  publicación  del  segundo  to- 
mo de  la  “Historia  de  la  Medicina  y Ciru- 
gía en  Puerto  Rico.” 

La  labor  realizada  por  nuestro  querido 
amigo  y consejero,  el  doctor  Manuel  Que- 
vedo  Báez,  por  presentar  a nuestra  cla- 
se médica  el  fruto  de  muchos  años  de  in- 
tensa lucha  en  la  recopilación  de  datos 
de  interés  histórico,  es  una  que  merece  el 
encomio  general  de  sus  colegas.  La  deci- 
sión, el  aplomo,  el  desprendimiento  y el 
espíritu  de  trabajo  desplegados  por  el  Doc- 
tor Quevedo  Báez  en  la  realización  de  es- 
ta magnífica  obra,  debieran  servir  de  es- 
tímulo a nuestros  jóvenes  médicos. 

El  Doctor  Quevedo  Báez  empezó  su  lu- 


cha en  pro  de  nuestra  clase  en  sus  años 
mozos ; fué  uno  de  los  fundadores  de  nues- 
tra agrupación,  tuvo  el  honor  de  ser  su 
primer  presidente ; formó  parte  del  Tribu- 
nal Examinador  de  Médicos  por  muchos 
años;  ha  sido  consejero  de  casi  todos  los 
presidentes  de  la  Asociación;  ha  interve- 
nido en  prácticamente  todas  las  contro- 
versias de  carácter  médico  surgidas  en 
nuestra  Isla  durante  el  último  medio  siglo, 
y sin  embargo,  a estas  alturas,  cuando 
otros  se  entregarían  a un  retiro  absoluto 
para  disfrutar  a plenitud  de  los  logros  de 
una  vida  consagrada  por  entero  al  servicio 
ae  su  pueblo  y de  sus  colegas,  el  Dr.  Queve- 
do Báez  continúa  desplegando  un  inusita- 
do entusiasmo  por  las  cosas  que  atañen  a 
nuestra  clase,  y nos  entrega  el  fruto  de  sus 
observaciones  y de  su  experiencia  perso- 
nal de  muchos  años,  compendiado  en  dos 
voluminosos  libros,  como  un  tributo  de  ad- 
miración y respeto  hacia  los  hombres  que 
han  contribuido  al  progreso  médico  de  la 
ínsula,  y entre  los  cuales  debe  ocupar  sitio 
de  preferencia  el  propio  autor. 

Seguro  Contra  ‘Malpractice’ 

El  comité  de  seguro  contra  Malpractice 
que  preside  el  doctor  Héctor  A.  Bladuell, 
ha  recopilado  datos  en  cuanto  a los  médi- 
cos interesados  en  esta  clase  de  seguro,  y 
ha  estado  en  conversaciones  con  varios  co- 
rredores de  seguros,  tratando  de  conseguir 
un  tipo  de  prima  adecuado  para  los  cole- 
gas interesados. 

En  el  momento  en  que  redactamos  es- 
tas líneas,  uno  de  los  corredores  de  segu- 
ros interesados  en  este  asunto,  está  es- 
perando contestación  de  sus  representados 
para  someternos  proposiciones  formales 
en  cuanto  a esta  clase  de  riesgo. 

Hasta  ahora  todas  las  proposiciones  de 
los  diferentes  agentes  para  extender  el  se- 
guro de  ‘malpractice’  exigían  que  no  me- 
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nos  de  un  80%  de  la  matrícula  de  la  Aso- 
ciación tomara  esta  póliza,  y a pesar  de 
numerosas  comunicaciones  a los  compañe- 
ros solamente  115  de  los  558  miembros 
contestaron  que  están  dispuestos  a tomar 
la  misma. 

Como  un  paso  hacia  la  posible  elimi- 
nación de  casos  de  ‘malpractice’  procedi- 
mos a remitir  a los  compañeros  asociados 
una  copia  del  folleto  intitulado  ‘Prevention 
of  Malpractice  Suits’  publicado  por  la  Aso- 
ciación Médica  del  Estado  de  California, 
y en  el  cual  se  dan  consejos  muy  útiles  a 
los  médicos  en  cuanto  a cómo  evitar  las 
causas  que  provocan  casos  de  ‘malpracti- 
ce’. 

Escuela  de  Medicina 

Todos  ustedes  conocen  los  pasos  dados 
para  la  organización  de  la  Escuela  de  Me- 
dicina adscrita  a la  Universidad  de  Puer- 
to Rico. 

Hemos  tenido  oportunidad  de  asistir  a 
varias  reuniones  con  el  Rector  Benitez  y 
el  Doctor  Brown,  y hemos  podido  compro- 
bar que  la  escuela  de  medicina  de  la  Uni- 
versidad de  Puerto  Rico  estará  a tono 
con  las  exigencias  del  Consejo  de  Educa- 
ción de  la  Asociación  Médica  Americana. 

Convencidos  de  esto,  no  hemos  vacilado 
en  reiterar  al  Rector  Benitez  y al  Doctor 
Brown  toda  la  cooperación  de  la  clase  mé- 
dica puertorriqueña  para  la  realización  de 
tan  anhelado  programa. 

Cuestiones  Legales 

Este  año  se  nos  han  presentado  varios 
asuntos  que  han  demandado  el  que  solici- 
táramos la  opinión  de  nuestro  Asesor  Le- 
gal, el  Ledo.  Luis  E.  Dubón,  y en  todos 
ellos  el  Ledo.  Dubón  ha  evacuado  opiniones 
que  han  sido  de  gran  interés. 

Entre  los  asuntos  sometidos  a consi- 


deración de  nuestra  Asesor  Legal  podemos 
mencionar  los  siguientes: 

1.  — Inscripción  de  los  solares  adquiri- 

dos por  las  asociaciones  de  distrito. 

2.  — Consulta  sobre  gastos  profesionales 

en  relación  con  las  planillas  de  in- 
come tax. 

3.  — Contratos  con  los  médicos  extran- 

jeros. 

4.  — El  problema  de  la  esterilización. 

También  sometimos  al  Ledo.  Dubón 

una  quinta  consulta  en  relación  con  el 
derecho  de  los  médicos  a cobrar  por  servi- 
cios profesionales  cuando  se  les  cita  por 
una  de  las  partes  litigantes  para  declarar 
en  una  corte  como  perito  médico.  Sobre 
esta  consulta  aun  no  hemos  recibido  la 
opinión  del  Ledo.  Dubón. 

Servicio  Médico  Nocturno 

Nuestra  Asociación  ha  seguido  auspi- 
ciando el  plan  de  Servicio  Médico  Noctur- 
no en  las  ciudades  de  San  Juan,  Ponce  y 
Mayagüez. 

El  número  de  médicos  acogidos  al  plan, 
en  cuanto  a San  Juan  concierne  ha  varia- 
do bastante,  y si  el  servicio  ha  podido  se- 
guirse prestando  como  fué  originalmente 
trazado,  es  decir  con  tres  médicos  de  ser- 
vicio para  San  Juan,  Santurce  y Río  Pie- 
dras, ha  sido  gracias  a que  algunos  de  los 
médicos  han  accedido  a dar  el  servicio  dos 
o tres  noches  a la  semana. 

Nuevamente  exhortamos  a los  compa- 
ñeros jóvenes  del  área  metropolitana  a au- 
torizar el  ser  incluidos  en  este  plan,  que 
sólo  les  obliga  a dar  servicio  un  día  a la 
semana. 

Vacunación  con  B.  C.  G. 

Esta  nueva  medida  puesta  en  práctica 
por  el  Departamento  de  Salud  en  su  pro- 
pósito de  ampliar  los  medios  de  lucha  con- 
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tra  la  plaga  blanca,  ha  sido  objeto  de  crí- 
tica adversa  por  parte  de  una  exigua  mi- 
noría de  médicos,  y a tal  punto  llegó  esta 
crítica  que  otro  sector  de  la  Asociación  ha 
creído  oportuno  presentar  una  querella  por 
falta  de  ética  contra  los  compañeros  que 
han  asumido  esa  actitud,  querella  que  ac- 
tualmente se  encuentra  ante  la  conside- 
ración del  Comité  de  Etica  de  nuestra  Aso- 
ciación. 

Sin  que  pretendamos  entrar  en  la  ju- 
risdicción del  Comité  de  Etica  es  bueno 
que  expresemos  nuestro  punto  de  vis- 
ta personal  en  este  asunto.  Aunque  en 
las  cuestiones  científicas,  al  igual  que  en 
otros  aspectos  pueden  haber  distintos  cri- 
terios de  opinión,  es  verdaderamente  la- 
mentable el  que  un  grupo  de  compañeros 
acuda  a la  tribuna  pública  para  tratar  de 
echar  por  el  suelo  la  teoría  sustentada  por 
otro  grupo  de  colegas,  sobre  todo  si  las 
afirmaciones  que  puedan  hacerse  en  la 
tribuna  o por  la  radio  ante  un  público  que 
no  tiene  la  debida  preparación  académica 
para  asimilarlas  pueden  traer  desprestigio 
a ese  otro  núcleo  de  compañeros  y restarle 
méritos  ante  la  comunidad. 

La  clase  médica  tiene  medios  acepta- 
tables  para  poder  dilucidar  sus  diferen- 
cias de  criterio;  la  Asociación  Médica  tie- 
ne siempre  abiertas  sus  puertas  a sus 
miembros  para  la  exposición  de  temas  cien- 
tíficos aun  cuando  estos  puedan  ser  con- 
trarios a las  normas  y a los  principios  ya 
reconocidos,  y la  Asociación  Médica  tiene 
un  Boletín  que  acoge  con  beneplácito  las 
opiniones  de  los  miembros  de  la  clase  mé- 
dica. 

Actividades  generales 

Esta  presidencia  ha  tenido  la  oportu- 
nidad de  participar  en  representación  de 
la  clase  médica  en  un  gran  número  de  ac- 
tividades de  carácter  cívido;  hemos  parti- 


cipado en  las  asambleas  de  los  profesiona- 
les allegados  a la  profesión  médica,  y en 
toda  ocasión  hemos  hecho  cuanto  ha  esta- 
do a nuestro  alcance  por  cumplimentar 
debidamente  nuestras  obligaciones  para 
con  los  compañeros  asociados. 


Podríamos  seguir  enumerando  infini- 
dad de  otros  asuntos  en  los  cuales  hemos 
tenido  que  intervenir;  pero  como  dijimos 
al  principio,  nos  hemos  querido  limitar  a 
aquellos  de  mayor  importancia. 

El  Secretario,  el  Tesorero  y los  presi- 
dentes de  varios  de  los  comités  informa- 
rán sobre  otros  aspectos  que  indudable- 
mente contribuirán  a refrescar  aun  más 
el  conocimiento  que  ya  ustedes  tienen  de 
las  gestiones  hechas  por  la  dirección  de  la 
Asociación  este  año. 

❖ ❖ 

Como  sería  bueno  que  del  fruto  de 
nuestra  experiencia  pudieran  aprovechar- 
se nuestros  sucesores,  nos  vamos  a permi- 
tir hacer  las  siguientes  recomendaciones: 

1.  Que  se  enmiende  el  Reglamento  de 
la  Asociación  para  incluir  una  nue- 
va categoría  de  socios,  a la  cual 
puedan  acogerse  los  médicos  inter- 
nos y residentes  que  no  hayan  reci- 
bido licencia  para  ejercer.  Que  se 
limite  esta  categoría  a un  término 
no  mayor  de  tres  años.  Los  médi- 
cos acogidos  a esta  categoría  pa- 
garán una  cuota  mínima  de  SEIS 
(6)  DOLARES  al  año  y podrán  dis- 
frutar de  los  privilegios  de  la  Aso- 
ciación. 

2.  Que  se  nombre  un  comité  de  dis- 
tintos especialistas  para  que  pueda 
actuar  como  comité  asesor  del  ho- 
norable Comisionado  de  Salud  en 
todo  asunto  que  él  considere  opor- 
tuno traer  a su  consideración. 

3.  Que  se  apruebe  una  resolución  rei- 
terando la  cooperación  de  la  clase 
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médica  para  el  establecimiento  de 
la  Escuela  de  Medicina. 

4.  Recomendar  al  Comité  Científico  la 
continuación  de  los  cursos  postgra- 
duados iniciados  este  año. 

5.  Que  se  apruebe  una  resolución  de- 
clarando al  Dr.  Ignacio  Chávez 
miembro  honorario  de  la  Asocia- 
ción Médica  de  Puerto  Rico. 

6.  Que  se  disponga  por  resolución  de 
la  Cámara  el  que  cada  una  de  las 
Secciones  de  especialidades  de  la 
Asociación  deberá  celebrar  por  lo 
menos  una  reunión  bi-mensual  de 
carácter  científico  y administrati- 
vo. 

7.  Que  se  proceda  a designar  nuevos 
comités  para  que  se  active  la  or- 
ganización de  aquellas  secciones  de 


especialidades  que  aun  no  se  han 
constituido. 

8.  En  su  última  reunión  ordinaria  la 
Junta  de  Directores  acordó  reco- 
mendar que  se  aumente  el  sueldo 
del  Secretario  Ejecutivo  a $4,800.- 
00  anuales. 

9.  Que  se  apruebe  una  enmienda  al 
Reglamento  decretando  que  los 
miembros  que  han  venido  sirvien- 
do en  la  Junta  del  Auxilio  Médico 
Mutuo  continuarán  en  sus  funcio- 
nes con  carácter  de  permanentes. 

Antes  de  terminar  permítaseme  reite- 
rar una  vez  más  mi  sincera  gratitud  a to- 
dos los  compañeros  que  en  una  u otra  for- 
ma han  contribuido  a hacer  más  llevadera 
la  responsabilidad  de  presidir  nuestra  Aso- 
ciación durante  estos  dos  años,  muy  espe- 
cialmente a los  compañeros  de  directiva. 
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When  Every  Penny  Counts 

For  most  young  parents  the  expense  of 
raising  a baby  is  a serious  matter.  At 
a time  like  this  . . . when  every  penny 
counts  ...  a young  mother  is  grateful 
for  any  advice  you  can  give  that  enables 
her  to  provide  the  baby  with  the  prop- 
er food,  at  a price  she  can  best  afford. 

Milk,  besides  being  the  chief  nutri- 
tional need  of  the  baby,  is  also  the 
major  item  in  the  cost  of  his  food. 
When  you  prescribe  Pet  Evaporated 
Milk  for  the  formula,  you  render  two 
important  benefits: 

Optimal  nutrition  for  the  hahy.  In 
Pet  Milk,  complete  milk  nourishment 
and  ease  of  digestibility  comparable  to 
that  of  human  milk  are  combined. 

Maximal  economy  for  the  parents. 
Pet  Milk  now,  as  usual,  is  the  least  ex- 
pensive form  of  whole  milk. 

As  a physician  your  first  consideration, 
of  course,  is  the  baby’s  health  and 
development.  Fortunately  you  can 
assure  the  mother  that  Pet  Milk  not 
only  gives  the  very  best  assurance  that 
her  baby  will  grow  sturdy  and  strong, 
but  in  addition,  costs  less  than  any 
other  form  of  milk. 


PET  MILK  COMPANY 
1472-F  Arcade  Bldg.,  St.  Louis  1,  Mo. 


Pet  Milk — the  original  evap- 
orated milk — is  so  depend- 
able in  quality,  agrees  so 
well  with  babies,  that  it  is  a 
favored  form  of  milk  for  in- 
fant feeding. 

Distribuidores:  B.  FEKjnaínDEZ  & HNOS.,  SUCRS. 

P.  0.  Box  3629  - San  Juan,  Puerto  Rico 


ALIVIO  TRANQUILIZADOR 


La  administración  oral  de  2 pastillas  de 
l’YRIDll M t.i.d..  alixiará  |)rontaincntc  los 
molestos  síntomas  urinarios  en  la  nnnoría 
de  los  pacientes  amhnlantcs.  janinitiendoles 
continuar  sus  acti\idades  hahitnales  sin 
intcrrnjx  iom's  innecesarias. 

l na  \ ez  así  administrado,  el  l’^  K 11)11  jM 
produce  nn  determinado  electo  analfrésico  en 
la  mucosa  urogenital,  acción  (pie  contribuye 
a un  alivio  rápido  y eficaz,  lo  (pie  resulta  ser 


niuv  trampiilizador  para  el  paciente  que 
suíre  de  síntomas  tan  desagradables  como 
la  micción  frecuente,  urgente  y dolorosa, 
nicturia  v tenesmo. 

Se  pueden  administrar  dosis  terapéuticas 
de  P)  HlDIl  M durante  el  tratamiento  de 
casos  simples  de  cistitis,  pielonclritis.  prosta- 
titis \ m etritis,  sin  peligro  de  serias  reacciones 
secundarias. 


Impresos  disponibles  a solicitud 


PYRIDIUM  es  la  marca  registrada  de  la  Pyridium  Corpora- 
tion para  su  marca  de  Clorhidrato  de  Fenilazo-diamino-piri- 
dina.  Merck  & Co.,  Inc.,  únicos  distribuidores  en  E.  U.  A. 


MERCK  liVORTII  AMERICA!  lAC. 
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MEDICAL 

BOOKS 


EXCELLENT  FOR  REFERENCE - 

RELIABLE  FOR  TEACHING! 

White:  HEART  DISEASE  THIRD  EDITION,  138  illus. 

1025  pages,  $9.00 

A monumental  work,  recognized  as  a classic  in  the  field 
of  cardiology. 

Has  been  used  as  a text  in  such  leading-  schools  as: 

Johns  Hopkins  University  Medical  School;  Indiana  University  School  of 
Medicine;  University  of  California  Medical  School;  Duke  University 
School  of  Medicine ; Cornell  University  Medical  College;  and  others. 


Goodman  & Gilman:  THE  PHARMACOLOGICAL 
BASIS  OF  THERAPEUTICS 

Illus.,  1387  pages,  $12.50 

“Its  scope  is  so  much  wider  than  that  of  any  previously 
existing  text  that  it  will  serve  the  student  throughout  his 
medical  course,”  wrote  the  Journal  of  the  Association  of 
Medical  Colleges. 

Has  been  used  as  a text  in  such  leadinnr  schools  as: 

Johns  Hopkins  Univ.  Med.  Sch.;  Univ.  of  California  Med.  Sch.;  Duke 
Univ.  Med.  Sch.;  Cornell  Univ.  Med.  Coll;  and  others. 

Smillie:  PREVENTIVE  MEDICINE 
AND  PUBLIC  HEALTH 

607  pages,  $6.00 
Reflecting  the  modern  concept  of  prevention  as 
a part  of  medical  practice,  it  is  fitted  to  the  needs 
of  student  and  practitioner  alike. 

Has  been  used  at: 

Cornell  Univ.  Med.  Coll;  Indiana  Univ.  Sch.  of  Med.;  Univ. 
of  Cincvnnati  Med.  Sch.;  and  others. 
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terapia  antíbíótíca  local  eficaz 


sin  reacción  tóxica  o alérgica 
en  infecciones  bucofaríngeas 


lozílles 

pastillas  de  tirotricina  y propesina 


I He  aquí  las  ventajas  que  poseen  las  Pastillas  Lozílles 
I de  propesina  y tirotricina,  de  ios  Laboratorios  White: 

I ACCION  BACTERICIDA  LOCAL  RAPIDA  Y EFICAZ  . . . 

II  en  gran  número  de  infecciones  grampositivas  bucolarín- 

J gtas,  que  son  tan  frecuentes  hoy  día. 

I INOCUAS... 

g En  contraste  con  la  penicilina  de  uso  local,  la  tirotricina 

p no  da  lugar  a reacciones  inflamatorias  o de  la  sensibilidad. 

La  tirotricina  es  atóxica  localmente  y los  jugos  gástricos 
la  hacen  inactiva  en  el  estómago,  con  lo  que  se  evitan 
posibles  efectos  secundarios  sistemáticos. 

ANALGESIA  LOCAL  RAPIDA  Y PROLONGADA . . . 

La  propesina  (no  tóxica,  no  irritante)  que  contienen 
proporciona  alivio  inmediato  al  dolor  y la  irritación 
locales,  y una  analgesia  local  más  prolongada  que  la  benzo- 
caína  sin  efecto  notable  en  la  sensibilidad  del  paladar. 

Medicos  y dentistas  las  recomiendan  como  anal- 
gésico y bactericida  para  la  boca  y la  garganta. 

pastillas  lozílles 


White  Laboratories/  Inc./  Newark  7,  N.  J.,  E.  U.A.  • Fabricantes  de  Productos  Farmacéuticos 


Distribuidores:  FRANCISCO  N.  CASTAGNET 
San  Juan,  Puerto  Rico 


;ontinuo 


Distribuidores:  FRANCISCO  N.  CASTAGNET 
San  Juan,  Puerto  Rico 


difusión 
quimioterapicn 
en  infecciones 
otológicas 


Mayor  difusión— combinación  con  urea  que  estimula 
la  penetración  más  rápida  de  la  sulfa  en  los  tejidos 


>'  vivos  y muertos. 


2 Analgésico,  antipruriginoso  — gracias  a la  acción 
- calmante  y eficaz  del  clorobutanol  — una  sulfonamida 

compatible  con  la  anestesia  local. 

3 Amplio  campo  — eficaz  en  la  otitis  media  aguda  y 

crónica:  de  acción  fungicida  en  las  infecciones  otomi- 

: cóticas. 

V 


4 H Auxiliar— valiosa  ayuda  en  la  terapéutica  general,  con 
frecuencia  reduce  la  necesidad  de  una  medicación 
i i sulfamídica  intensa  y general,  con  lo  que  se  evitan 
! reacciones  molestas  o tóxicas. 


5 : Desbridamiento  fisiológico  — fomenta  el  drenaje  y 
la  eliminación  de  detritus  necrótico. 


6 Potencialidad  — acrecienta  el  poder  bactericida. 


Otomkie  White's  es  una  solución 
estable  de  5%  de  sulfanilamida, 
10%  de  Urea  (Carbamide)  y 3% 
de  clorobutanol  anhidro  en  una 
glícerina  especial  de  alta  activi- 
dad higroscópica.  En  frasquitos 
cuentagotas  de  15  c.c. 


White  Laboratories/  Inc.,  Newark  7,  N.  J.,  E.U.A.  • Fabricantes  de  Productos  Farmacéuticos 
Distribuidores:  FRANCISCO  N.  CASTAGNET 
San  Juan,  Puerto  Rico 


A los  Señores  Médicos 
de  San  Juan  y Santurce 

Nos  permitimos  recordarles  que  en  caso  de  urgencia  los  se- 
ñores médicos  que  necesiten  del  servicio  de  nuestras  farmacias 
en  San  Juan  o en  Santurce,  durante  las  altas  horas  de  la  noche, 
pueden  llamar  personalmente  a los  encargados  de  dichas  farma- 
cias, al  teléfono,  como  sigue: 

Para  servicios  en  San  Juan:  2-6544 

Para  servicios  en  Santurce:  2-7002  2-6831 

Los  señores  médicos  pueden  tener  la  seguridad  de  que  serán 
inmediatamente  atendidos  en  dichos  casos  de  necesidad. 

No  se  atenderán,  sin  embargo,  llamadas  hechas  por  personas 
particulares  que  no  puedan  usar  el  debido  discernimiento  sobre 
la  urgencia  o necesidad  de  las  llamadas. 

FARMACIA  BLANCO,  INC. 

(San  Juan  - Santurce) 





THESODÁTE  (Brewer)  I 

Definición:  El  Thesodate  (Brewer)  es  la  pastilla  original  con  RECUBRI- 
MIENTO ENTERICO  de  Acetato  Sódico  de  Teobromina. 

Indicaciones:  El  Thesodate  (Brewer)  se  indica  en  el  tratamiento  de  la  en- 
fermedad de  la  arteria  coronaria,  el  edema  y la  hipertensión. 

Distribución:  El  Thesodate  (Brewer)  se  vende  en  frascos  de  100  pastillas. 
^Thesodate,  480  mg.  (7)4  glanos). 

Thesodate,  480  mg.  (7)4  granos) ; Fenobarbital,  32  mg.  ()4  grano). 
Thesodate,  320  mg.  (5  granos) ; Fenobarbital  16  mg.  (1/4  grano) ; Yo- 
duro de  Potasio  128  mg.  (2  granos). 

Dosis:  Una  pastilla  antes  de  las  comidas  y antes  de  acostarse. 

COMPROBACION  CLINICA: 

1.  RUeman,  J.  E.  F.,  Brown,  M.  G.,  Arch.  Iiit.  Mcd.,  Vo!.  60,  pá^.  100,  1937 

2.  Brown,  M.  G.,  y Riseman,  J.  E.  F.,  J.  A.  M.  A.,  Vol,  109,  pág:,  266,  1937. 

3.  Levy,  R.  L.,  Bruenn,  H.  G.,  Williams,  N.  E.,  Am.  H.  Jonr.,  Vol.  19,  páp.  639,  No.  6.  .lun.  1940. 

♦ El  Thesodate,  480  me.  se  ha  usado  muchísimo  como  diurético.  La  dosis  que  se  recomienda  es 
de  ocho  pastillas  al  día  por  dos  días  y luego  cuatro  pastillas  diarias. 

Solicite  literatura 

BREWER  & COMPANY,  INC.  Worcester,  Mass.,  U.S.A. 

Químicos  Farmacéuticos  desde  1852 


THE  NEW  YORK  POLYCLINIC 

ESCUELA  DE  MEDICINA  Y HOSPITAL 
(Organizada  en  1881) 

La  Primera  Institución  Médica  de  América  para  Postgraduados 


PARA  EL 

Cirujano  General 

Curso  combinado  que  comprende:  cirugía  ge- 
lógica,  ginecología  y urológica.  Asistencia  a con- 
neral,  c.  traumática,  c abdominal,  gastro-entero- 
ferencias,  presencia  a operaciones,  examen  pre- 
operatorio y post-operatorio  de  enfermos  así  como 
un  curso  ulterior  en  las  salas.  Patología,  radio- 
logía, fisioterapia.  Demostraciones  en  el  cadáver 
sobre  anatomía  quirúrgica,  cirugía  torácica,  anes- 
tesia regional.  Cirugía  operatoria  y ginecológica 
en  el  cadáver. 


Ojos,  Oídos,  Nariz  y Garganta 

Curso  combinado  completo  de  un  año  acadé* 
mico  <9  meses).  C ónsiste  de  asistencia  a clínicas» 
prensencia  en  operaciones»  conferencias»  demostra- 
ciones de  casos  y demostraciones  en  el  cadáver; 
operaciones  de  ojos,  oídos,  nariz  y garganta  en 
el  cadáver;  disecciones  del  cuello  y la  cabeza 
(cadáver) ; demostraciones  clínicas  y en  el  cadá- 
ver sobre  broncoscopía  cirugía  de  la  laringe  y 
eirugía  facial;  refracciones;  roentgenología;  pa- 
tología» bacteriología;  y embriología;  fisiología; 
neuro-anatomía ; anestesia;  fisioterapia;  alergia; 
examen  pre-operatorio  y post-operatorio  de  pa- 
cientes en  las  salas  y clínicas.  También  cursos 
cortos  de  repaso  (3  meses). 


Obstetricia  y Ginecología 

Un  curso  completo.  En  Obstetricia:  conferen- 
cia; clínica  prenatal;  presencia  a partos  norma- 
les y operatorios ; operatoria  obstétrica  (mani- 
quí). 

En  Ginecología:  conferencias;  exploración  clí- 
nica; presencia  de  operaciones;  examen  pre-ope- 
ratorio de  pacientes;  clínica  post-operatoria  de 
las  pacientes  en  las  salas. 

Patología  obtétrica  y ginecológica;  anestesia 
regional  (en  cadáver).  Asistencia  conferencias  en 
Obstetricia  y Ginecología. 


Proctología  y 
Gastroenterología 

Curso  combinado  que  comprende  asistencia  a 
clínicas  y conferencias;  instrucción  en  exámenes, 
diganóstico  y tratamiento;  presencia  en  opera- 
ciones; visita  a las  salas  de  enfermos;  demostra- 
ción de  casos;  patología;  radiología;  anatomía 
proctología  operatoria  en  el  cadáver. 


PARA  INFORMES  DIRIGIRSE  A 

MEDICAL  EXECUTIVE  OFFICER:  345  West  50th  St.,  New  York  City 


r 

CLINICA  QUIRURGICA 

Clínica  Dr.  Susoni 

DR.  PILA 

Arecibo,  P.  R. 

Ponce,  P.  R. 

INSTITUCION  FUNDADA 

INSTITUCION  FUNDADA 

EN  EL  AÑO  1916 

EN  EL  AÑO  1927 

Dr.  Manuel  de  la  Pila 

Dr.  Antonio  H.  Sutoni 

Director 

Director 

s 

CLINICA 


FONT  MARTELO 

Humacao,  P.  R. 

INSTITUCION  FUNDADA  EN 
EL  AÑO  1936 

Dr.  R.  Mejía  Ruiz 

Director 


' 


Instituto  Oftálmico 

DE  PUERTO  RICO 

San  Juan,  P.  R. 

FUNDADO  EN  EL  AÑO  1937 

Dres.  Luís  J.  y Ricardo  Fernández 




Clínico  Betonces 

Mayagüez,  P.  R. 

INSTITUCION  FUNDADA 
EN  EL  AÑO  1934 

Dr.  José  F.  González 

Director 


Clínico  Dr.  Pereo 

Mayagüez,  P.  R. 

INSTITUCION  FUNDADA 
EN  EL  AÑO  1908 

Dres.  Nelson,  Luis  y 
Augusto  Perea 


N 

CLINICA  ORIENTE 

HOSPITAL 

Dr.  Maldonado 

Humacao,  P.  R. 

Hato  Rey,  P.  R. 

MEDICINA  Y CIRUGIA 

GENERAL 

Fundada  en  1 933 

Institución  fundada  en  el  1943 

DR.  CESAR  DOMINGUEZ 

Director 

Dr.  Eduardo  D.  Maldonado 

Director 

V - 

" ^ 

HOSPITAL 

CLINICA 

PAVIA 

Dr.  M.  Julia,  Inc. 

Santurce,  P.  R. 

Fundada  en  el  año  1925 

ENFERMEDADES  NERVIOSAS 

INSTITUCION  FUNDADA 

Y MENTALES 

EN  EL  1926 

Hato  Rey,  Puerto  Rico 

Dr.  Manuel  Pavía  Fernández 

Dr.  Mario  Juüá 

Director 

Director 

V 

V 

S-M-A 

MARCA  RSQISTRAOA 

AHORA  CONTIENE  VITAMINA  C 

Los  Laboratorios  WYETH  han  desarrollado 
nuevas  técnicas  de  elaboración  y envase  que 
permiten  que  el  ácido  ascórbico  agregado  a la 
S-M-A  conserve  su  estabilidad.  En  la  actualidad 
la  S-M-A  contiene  50  mg.  de  ácido  ascórbico  por  litro  de  leche 
preparada. 

Derivada  de  leche  de  vacas  tuberculinonegativas,  la  S-M-A  puede 
darse  sin  modificación  ni  cambio,  a niños  normales  durante  su 
primer  año  de  vida. 


DATOS  COMPARATIVOS  ENTRE  LA 
S-M-A  Y LA  LECHE  MATERNA 


S-M-A 

Leche 

materna 

Calorías  por 
onza  (30  cc.) 

20 

20 

Proteína 

1.5% 

1.25-1.6% 

Carbohidrato 

7% 

6.8-7.1% 

Grasa 

3.5% 

3.4-3.6% 

Minerales 

0.38% 

0.20-0.25% 

Hierro 

0.00005% 

0.00001% 

Acción 

amortiguadora 

Baja 

Baja 

CONTENIDO  VITAMINICO  POR  LITRO 


Vitamina  A 

7500  U. 

2800  U. 

Vitamina  B, 

0.67  mg. 

0.14  mg. 

Vitamina  B, 

1.  mg. 

0.5  mg. 

Vitamina  C 

50  mg. 

50  mg. 

Vitamina  D 

400  U. 

50  U. 

Niacinamida 

5 mg. 

1.8  mg. 

De  fácil  digestión 
S-M-A  es  'práctica 
S-M-A  es  económica 

S-M-A  se  ofrece  en  latas  que 
contienen  453  gramos  cada  una. 


Aceptado  por  el  Consejo  de  Ali- 
mentos y Nutrición  de  la  Aso- 
ciación Médica  Americana 


Otros  productos  elaborados  por  ios  Laboratorios  WYETH 


WYETH  INTERNATIONAL  LIMITED  • PHILADELPHIA  • U.S.A 

Distribuidores:  FRANCISCO  N.  CASTAGNET 
San  Juan,  Puerto  Rico 


segundos 
que  se 
convierten  en 
MINUTOS 


Cuando  el  desasosiego,  la 
excitación  o la  extrema  fatiga  ton 
cautas  de  Insomnio  los  segundos 
parecen  minutos.  En  estos 

casos  el  sueHo  profundo  puede  concillarse  en  quince 
a veinte  minutos  con  la  administración  de  'Seconal  Sódico'  (Barbiturato  Propll-metll- 
carblnil-alll  Sódico,  Lilly).  El  efecto  hipnótico  de  este  borbltúrlco 
termina  en  menos  de  ocho  horas  y el  paciente  continúa  durmiendo 
sin  ayjuda  de  medicamentos  hasta  que  te  despierta  completamente  fresco 
y sin  experimentar  efectos  secundarlos.  Entre  los 
barbitúricot  Lilly,  el  'Seconal  Sódko'  es  el  de  acción  mót  rópida  y duración  mós  corta. 


SSe'QNAL  ■ SOISÍ  CO. 


El  'Seconal  Sóc-fco*  se  suministra  en  púlvules 
de  0.1  o (No.  240)  y 0.05  q (No.  243). 


vJ 


ELI  LILLY  PAN-AMERICAN  CORPORATION 
INDIANAPOLIS  ó,  INDIANA,  E.U. A.  . 


